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A corrective 

for Hyperidrosis 

— d condition which should be controlled 


Analysis of the perspiratory secretion signally fails to verify the belief, long 
prevalent, that the skin aids in eliminating waste products of metabolism. 

The principal, if not only, utility of perspiration seems to be its cooling 
effect through evaporation, and in this it is essential to life. 

Hyperidrosis, on the contrary, especially the exaggerated perspiration of 
the axilla, genital regions and extremities, is neither essential nor desirable. 
It, like Bromidrosis (foul sweating), while not to be class-'d as a disease 
perhaps, certainly is an infirmity which may incapacitate those affliaed. 
As such it demands attention. 
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Ir is an effective preventive of excessive perspiration as well as a deo- 
dorant. It is harmless to the skin and the health. Send for full size 
package — free to physicians. 


RO'DO 

Full size package — free 
to physicians — address 

The Odorono Company, 461 Blalr'Avc,, Cincinnati, Ohio 
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WHAT IS “LACTOGEN”? 


What We Claim 


1. That Lactopcn is manufac- 
tured according to the right 
process. 


2. That Lactogen when di- 
luted for infant feeding re- 
sembles human milk more 
closely than any other dried 
milk on the market. 


3. That the chief nutritional 
elements in Lactopcn corre- 
spond grossly to the nutri- 
tional elements in human 
milk. 


4. That the fat globules in 
L.actogcn arc reduced to such 
a minute size as to lessen 
very markedly any possibil- 
ity of (at indigestion. 


5. That the fat percentage in 
Lactogen i« standardized to 
an amount slichtly loner 
than that found in human 
milk. 


6. Tint the protein content in 
Lactoren closely resembles 
tint of human milk. 


That tie e-'eniial vitamins 
are prefent in I.aclogen. 


What Medical Authorities State 


McLean and Talcs in the 1925 edition 
of “Scientific Nutrition in Infancy 
and Early Childhood,” page 131, 
state; that dried milks manufactured 
according to the spray process have 
the vitamins unaffected. “The pro- 
tein is not precipitated and when 
water is added to this milk powder, 
a complete solution occurs, giving a 
product which exactly resembles the 
original milk.” 


According to Dunn, “Pediatrics,” 1917. 
2nd edition, the average analysis of 
human milk is: 

Butter fat 3.0 to 4.0% 

Lactose 6.0 to 7.0% 

Protein 1.0 to 2.0% 

Mineral salts 0.2% 

Moisture 86.8 to 89.8% 


McLean and Pales in their “Scientific 
Nutrition in Infancy and Early 
Childhood,” page 131, state: “The 
nutritive values _ are uninjured, in 
fact, probably improved, both be- 
cause of alteration _ in the protein 
and because the size of the fat 
globules is reduced by the process- 
ing." 


Alice D. Weber, in “Archives ol 
Pediatrics.” November issue, 1925. 
stales: “Dried milk is easily and 
completely assimilated.” 

McLean and Pales, 1925 edition of 
“Scientific Nutrition in Infancy and 
Childhood,” state; “Dried milk js 
often much better tolerated than is 
fresh milk by the delicate infant, or 
Infant whose digestive tract is in .an 
abnormal state after a digestive dis- 
turbance.” 


Kcrley (‘'Practice of Pediatrics”) states ; 
that in modifying cow’s milk for in- 
fant feeding, you must reduce the 
fat slightly below that found in hu- 
man milk. 


Kerlcv (“Practice of Pediatrics”) states; 
that in modifying cow's milk for in- 
fant feeding, the protein must be re- 
duced and the sugar must be in- 
creased. 


Modern scientific research has est.ab- 
li'hed that certain acces-ory food 
factors, known as titamins, must be 
present in focxl in order to maintain 
healthy growth and to prevent defi- 
c!enc> tliseafcs. A. D. Weber, 
"Archises of Pediatrics,” November, 
1925, page 743, states- that the 
British rc-earch committee on vita- 
mins has shov. n that driesl milk con- 
tiins lat sobiablc "A” and water 
soliible “R” in abundance 


The Proof 


The Spray Process is the one employed 
in the manufacture of Lactogen. 


The analysis of Lactogen when diluted 
one part to seven of svater is: 

Butter fat 3.12% 

Lactose 6.66% 

Protein 2.02% 

Mineral salts 0.44% 

Moisture 87.76% 


According to Holt, “Disease of Infancy 
and Childhood,” page 178, one ounce 
of human milk contains 20 calories. 

According^ to McLean and Pales. 
“Scientific Nutrition in Infancy and 
Early Childhood,” page 162, one 
ounce of Lactogen when diluted for 
infant feeding (I to 7) contains 19.4 
calories. 


Repeated tests in our laboratory have 
shown that the fat globules in_ Lac- 
togen, even after the food is diluted 
for feeding, remain in a more finely 
divided state than the fat globules 
in either human or cow’s .milk. 


According to Dunn, the average amount 
ol butter fat found in human milk 
is 3 to 4%. The butter fat con- 
tent in Lactogen when diluted (I to 
7) is 3.12%. 


In Lactogen the protein content is 
lowered by the addition of lactose. 
The cascinogen, which is a most im- 
portant food containing organic phos- 
phorus, docs not curdle in large 
lumps, but forms fine, llocculent 
curds. 


Long and careful Laboratory investiga- 
tions, supplemented by actual animal 
experimentation, show that Vit.i_miu 
“A” and Vitamin ‘|B” .are definitelv 
present and unimpaired in Lactogen. 
Vitamin “C” is not so markedly 
present, but as human milk or cow's 
milk is not rich in Vitamin “C", the 
use of fresh fruits and fresh vege- 
tables is recommended. 




Senpfn and (tttrature mailed (o physicians upon request'-' Nestle « Food Company, Inc. 
130 Williom St., New York Citi 


■ I 


M-STI.L'i- lOQll CfAfl'ANY. Inc., 130 William S:., New York 

I'I'-xi. rer, i r- with-'cr c:.ar*c compte-e jr.f.rrinjtlun o-i “Laclogen,' togrth-r villi sartplri. 

— _ 7'or-n or Cif*, - ... __ 

-‘■‘'"t .Ste'e 
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Care of the Teeth During Pregnancy 

Nothing is more important during pregnancy than to properly care for the teeth of 
the expectant mother. 


This includes the selection and recommendation of a dentifrice that can be depended 
upon. 



REVELATION TOOTH POWDER dissolves deposits that are 
liable to accumulate, prevents fermentation, and keeps the enamel 
highly polished. 

REVELATION contains no glycerine, acid, grit or a corrosive 
compound. 

TRY IT when recommending a tooth powder in your next obstet- 
ric ease. 

TO GET A FULL TRIAL SIZE CAN of Revelation for test 
pui poses, all you need to do is to write your name and address 
plainly in the space below and mail to us. 
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THE USE OP FLUIDS IN THE TREATMENT OP HYPERBMESIS 

GRAVIDARU2J- 

By Victor J. Harding, D.Sc., and H. B. Van Wyck, A.B., M.B., 

Toronto, Ont. 

(Frcnn The Depaiiment of Pathological Chemistry, University of Toronto, and The 
Metaholi-sm Ward, Burnside Maternity nospital, Toronto General Rospital) 

Q uite recently there have appeared in this Journal two papers^^’ 
dealing with the treatment of pernicious vomiting of pregnancy, 
the one advocating, at least in certain cases, the use of sodium chlo- 
ride as “specific neutralizing antitoxic protective” substance, and the 
other advocating the use of insulin together witli glucose. The pub- 
lication in so short a time of two methods of treatment apparently so 
different and each reporting a successful therapy, can only mean 
that even yet the fundamentals of treatment of pernicious vomiting 
are not understood. In our opinion, in both papers there is a misin- 
terpretation of data. 

In order to make clear our position, it is necessary to review briefly 
the steps which have led to our treatment of hyperemesis gravidarum 
and describe the routine procedure Avhich has given excellent results 
in this hospital during the last four years. 

The theory of carbohydrate deficiency or glycogen deficiency of 
the liver as the etiologic cause of the nausea and vomiting of preg- 
nancy was first stated by Duncan and Harding in 1918^ and published 
in extenso by Harding in 1921.= (Titus, Hoffmann and Givens® inde- 
pendently published a similar theory.) It postulated either an abso- 
lute or relative lack of glycogen reserve in the maternal liver. It 

•We wish to thank the Medical Research Committee o£ the University of Toronto 
for a grant which has made this work possible; also, :Mrs. IC D. Allin- for the 
analyses given in this paper. 
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allowed a correlation of the fatty degenerated liver found at autopsy 
in this condition with physiologic fatty infiltration due to hunger, as 
noted by Mottram,'* and thus brought in the factor of starvation as 
one, if not the main, contributory cause of the clinical entity. It is 
important to note that at no time was the ketonuria, which usually 
accompanies pernicious vomiting of pregnancy, ever thought to be 
more than secondary to a lack of carboh 3 ’'drate and never of itself the 
cause of the vomiting. Nevertheless, as both the vomiting and the 
ketonuria were believed to be dependent uiion the common origin of 
lack of carbohj'-drate, the determination, either qualitatively or quan- 
titatively, of acetone bodies in the urine became an indication of the 
clinical condition. This fact was later borne out by the work of 
Harding and Potter.’^ It thus became logical to treat such cases with 
carbohydrate in an attempt to supply any deficiency, and a scheme 
of treatment was elaborated by Harding and Watson.® Mild cases 
were treated with small meals, consisting mainly of carbohydrate, 
throughout the day; more severe eases, where it was impossible to 
supply food by mouth, were treated by the use of glucose solutions 
reetally, interstitially, or intravenouslj’’, as the case demanded. 

From the investigation of a number of cases treated in this manner, 
it soon became evident that the best laboratory guide for treatment 
was the observation of the daily excretion of urine. Cases which re- 
sponded successfully to the therapy showed, coincident with improve- 
ment in clinical condition, a greatly increased volume of urine with 
a lowered specific gravity. The investigation of Harding and Drew’' 
on the N.P.N. and uric acid content of blood in vomiting of preg- 
nancj'’ led to the conclusion that the raised values, often found in 
these patients, were due to dehydration; for, consequent on the pro- 
duction of diuresis, the high values for these substances became nor- 
mal. The value of this particular piece of e^^dence has become some- 
what weakened by the later discoveries of Harding, Allin, Eagles, 
and Van Wyclc;® but furtlier evidenee that dehj'di’ation plays a 
marked part in pernicious vomiting of pregnancy has been found in 
the behavior of the serum proteins during treatment.® So important 
do we consider the factor of dehydration, that any patient admitted 
for vomiting of pregnancy to the wards of tlie Toronto General Hos- 
pital is at once treated, as a matter of routine, with 1000 e.c. of 5 per 
cent glucose solution in 1 per cent saline given intravenously each day 
until a diuresis is obtained. By “diuresis” is meant that the twenty- 
four-hour output of urine shall reach at least 1000 e.c, and shall have 
a .specific gravity of 1010 or less. During this period of treatment 
the patient is isolated from the remainder of the ward and no visitors 
allowed. At the same time rectal enemata of 200 e.c. of 10 per cent 
glucrmc in normal .saline are given three times daily and at bedtime 
;!(> to 00 gi'.ains of sodium bromide are given in each enema for 
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the first day or so. No attempt is made to feed solids by mouth, but 
fluids are urged even if the patient is vomiting freely, and she is 
encouraged and allowed to drink an 3 ^ liquid she maj’ fancy except 
tea, coffee, milk, or cocoa. This treatment usualty re.sults, within 
three or four days, in such marked improvement that the patient is 
able to take food. It is not continued for a period longer than six 
days without clinical improvement. In the event of failure under 
these conditions therapeutic abortion is performed. The treatment 
may thus briefly’- be described as rest in bed with isolation, and the 
forcing of fluids by all routes. The use of glucose, though important, 
thus has become secondary to the use of fluids in treating a severe 
case of pernicious vomiting of pregnanc 5 ^ The later improvements in 
treatment were described bj^ Harding.^" 

The first paper referred to is-that of Haden and Guffey, who came 
across a case of pernicious vomiting of pregnancj’’ in which an exam- 
ination of the blood revealed a slightly raised N.P.N., urea N and 
uric acid, but more significant, according to their own interpretation, 
a lowered chloride content and a raised CO, combining power. Led 
by the studies of the chemistrj’’ of high intestinal obstruction made 
by Haden and Orr,^- these authors postulated an analogous condition 
of “toxemia” and treated their case accordingly. Their patient was 
admitted May 10, suffering from severe vomiting of pregnancy. On 
May 11 and 12 they gave 1500 and 500 c.c. respectively of 3 per cent 
sodium chloride subcutaneouslj’’ ; on Maj^- 13, 400 c.c. of normal saline. 
The amount of fluid given on May 13 and 14 was not recorded, but 
1 gram of sodium chloride was given on each da 3 \ The patient con- 
tinued vomiting until Ma.y 14, when, according to the report, there 
was a striking response to the tllel’apJ^ The blood findings dated 
May 13 showed normal figures, although perhaps the chlorides might 
be considered as still slightly low. The urine volumes of May 10, 11, 
and 12 were not noted. Presumably the amount Avas small, and Ave, 
ourselves, knoAv hoAV difficult it is to obtain complete tAvent3’'-four-hour 
specimens of urine from such patients. For absolute accuracy it 
demands a special nurse and constant attention. On Maj’’ 13, hoAv- 
ever, the mine volume was stated as 1180 c.c. ; the specific graAuty Avas 
not given, but we feel sure from the evidence before us that the 
urine volume on that daj’^ Avas very much larger and more easily col- 
lected than on the preAuous daj’-s, and that Haden and Guffey had 
reached that stage in therapy AAdiich we designate as “diuresis” and 
AAffiich Ave always find is accompanied bj’- clinical improvement. Our 
interpretation of the case cited bj^ these authors is that they success- 
fulb’^ overcame the dehydration of the patient quite independentlA’- 
of the supply of sodium chloride. This assumes that the cure was not 
brought about by death of the fetus, an explanation Haden and Guffey 
are loth to accept. Our position is much strengthened by preAuous 
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observations of the chloride content of blood in pernicions vomiting 
of pregnancy given by Harding and Drew, a paper which Haden and 
Guffey entirely overlooked. There we found many times a loivered 
chloride content of the blood, often below threshold value, which rose 
to a normal figure at the time of diuresis. Our interpretation was 
that the low'ered chloride of the blood was due to the consequent 
dehydration. It is true that the general case of pernicious vomiting 
of pregnancy does not show such a lowered content of the blood as 
was found by Haden and Guffe 3 ^ The loivest figure observed by 
Harding and Drew was 330 mg. Quite recently, however, we have 
been able to observe another case of pernicious vomiting with a low 
chloride content and raised COo combining power, analogous to that 
of Haden and Guffey, although there was no raised N.P.N. or urea. 

Case 1. — P-l-k., age thirty years, para v; Uvo months jircgnant. She 
luid been vomiting for six days, her eyes •were sunken, her skin di-y, and there 
was evidence of jaundice. She complained of epigastric pain; her iniisc was 134, 
and temperature 100 to 102° F. The urine was higlily colored, and of small volume. 
The blood showed slightly raised uric acid with the NaCl content 290 mg. and 
COj combining power G3.1. For the first two days the patient was treated in the 
usual way with intravenous glucose, glucose enemata, and urging of fluids. There 
was an immediate clinical improvement, and on March 21, the third flay of treat- 
ment, tlie blood chloride had risen to 412 with a CO, combining power of C0.4. 
During those two days sodium chloride had been given in the enemata and the 
intravenous glucose to the extent of C.5 gm. On March 21 and 22 the treatment 
was continued as on the two previous days, except that the sodium chloride was 
CKcludod from the intravenous glucose and the enemata. The patient continued 
to improve, but the chloride content of the blood sank from 412 to 375 mg., 
the CO, combining power remaining approximately the same. By this time the 
liatient was able to take a little milk and water and a small carbohydratci meal. 
Sodium chloride was now supplied with the meals to the extent of C gm. a day. 
The patient continued to improve, and on March 25 the blood chloride was 455 
■vnili a CO, combining power of GJ.fi. The patient made steady improvement, and 
on March 27 the sodium chloride was 511 mg. and the COo combining power had 
dropped sharply to 4S. The case, therefore, is similar to that observed by Haden 
and Guffey and was treated .succcssfullj' without the use of hj-pertonic saline, and 
the chloride content of the blood rose or fell in accordance with the intake of 
salt. The CO. combining power did not drop until the chloride of the blood was 
well above the threshold value. Small amounts of chloride appeared in the urine 
on March 2.3, 24. 25, and 2G, indicating a lowered l)irc.«hold, but cfiloride etiuilibriiim 
was not e.ot.'ibli.ehcd niKil March 27 at a time when the CO. combining power had 
fallen to what would be a more normal figure for the condition of i)regnanc.y. 
Tim dotail« of the ca‘-e are shown in Table I. 'Whatever may be the exact 
significance of a lowered chloride content «)f the blood in vomiting of pregnancy, 
it ceitninly dcics not demand the u'^e of hyj»ei tonic saline in order to le.stoie 
chcinical equilibrium, and the clinical condition of hypeieme.sis giavidimim is in 
no way dep( ndent upon that iiarticular balance of ion*-. 

The secojul pajter is that <tf Tltalliiiner,’" atlvocatijig the use, of 
iiis;ti!il) !ni(1 gltieose for the treatment of excessive vomiting of ])reg- 
linney. 'hhis paper is rnie ffl' a series jnthlished by the satne .•inthor, iti 
tvhich reports ;sre given of ten cases of hyjterenu-sis gravidarnm with 
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successful results. The author’s advocacy of this method of treat- 
ment would appear to depend upon two claims. The first, that in 
this condition we are dealing with a true acidosis brought about by 
the production of acetone bodies, and the second, that the use of insulin 
considerably shortens the time' of treatment and is thus advantageous. 
Thalhimer’s interest in the treatment of this condition was apparently 
stimulated by his success in the treatment of some cases of postopera- 
tive vomiting, “ where .often there may occur a true acidosis with a 
lowered CO, combining poiver and an increased hydrogen-ion concen- 
tration. The usual case of pernicious vomiting of pregnancy, how- 
ever, does not show any degree of aeido.sis which Ave should consider 
as significant. Judged by the CO„ combining poAver of the plasma 
there is a slight degree of aeido.sis. (We are using this term in a 


Table II 



1 CO, COSIBIKING POAA'ER 

CASE 

Admittance 

EecoA’cry 

P-n-t 

— 

4S.5 

n-1 1 

39.5 

54.S 

D-l-r 

48.4 


N-k ! 


49.0 

P-l-k 

63.1 

50.9 

H-y 

42.6 

53.9 

D-l-g 

— 

57.4 

M-r-s 

40.6 

- 

R-b-n 

51.3 

! 50.3 


A>'ery general Avay; the finding of a Ioav CO2 combining poAver of 
plasma does not necessarily indicate a true acidosis.) Losee and Van 
Slyke,^° examining a series of cases of pernicious Ammiting of preg- 
nancj^ found only a slight diminution of the COo combining poAver 
Avhen compared Avith normal pregnancy, and it must be remembered 
that a normal pregnancy even in its earlj'' stages sIioaa'^s a loAA^ering of 
that figure. Thalhimer is aAvare of this for he makes reference to 
some Avork of Williamson,’^” yet apparently he ignores the conclusion 
to be draAvn, for he states “the figure for a normal alkali reserve 
being 60 .” The CO^ combining poAvers found in cases of pernicious 
A^omiting should be compared Avith a figure of 50 instead of 60 . 
Harding and Potter in their series of cases of pernicious Ammiting 
Avere able to find only one case in Avhich the ahmoli CO, tension was 
significantly Ioav (Case C-k). 

In Table II Avill be found the CO, combining poAvers of some recent 
eases under observation in the Toronto General Hospital before, and 
after treatment. It Avill be seen that, compared AAuth the Amlue for a 
normal pregnancy, the CO, combining power of the plasma is not sig- 
nificantly Ioav. Moreover, Harding and Potter shoAved that although 
large amounts of ketone bodies might be produced, the concentration 
of these substances in the blood did not rise to the high level com- 
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parable witli that found in diabetes, and showed evidence of uncom- 
pensated acidosis. 

The vomiting of pregnancy is thus usually not characterized by 
acidosis, although there is always a ketonuria arising, undoubtedly in 
part, from the starvation aeeompanjdng the condition. Without consid- 
ering whether an uneompensated acidosis per se can produce the symp- 
tom of vomiting, there is no doubt that a simple ketonuria does not 
give rise to this effect. In a recent publication Harding, Allin, Eagles, 
and Van Wyck® described the action of high fat ketonuria-producing 
diets in pregnancy. These diets produced no symptoms of nausea 
or vomiting, altliough in some cases the ketonuria was marked. 
Moreover, we have given these same high fat diets to one or two pa- 
tients who had just recovered from pernicious vomiting, under the 
treatment described, without reproducing the symptoms. 

The use of insulin in order to abolish ketonuria is thus clearly un- 
necessary. Its use in skillful hands may be harmless, but ive do not 
believe it to be a valuable adjuvant to treatment. While this is true, 
we should not like, however, to denj’^ that there may be an occasional 
case of vomiting of pregnancy in which the production of acetone 
bodies becomes so great, or their elimination becomes so impaired that 
a condition of true uncompensated acidosis may occur and the patient 
pass into coma. Here the use of insulin would be clinically justified. 
We should clearly recognize, however, that the insulin is used to com- 
bat the coma or impending coma, and not pernicious vomiting of 
pregnancy per se. The level of COo combining power is, however, no 
index of the severity of the clinical condition. Tlius, our most serious 
cases Avere undoubtedly D-l-r and P-l-k AAdiere the values AAmre 48.4 
and 63.1. It Avould be justified also Avere aa^o able to prove in this 
class of patient an inability to utilize cai’bohydrate based upon a lack 
of insulin. Such an inability is A'crj”^ improbable. It is impossible, of 
course, to utilize the glucose tolerance test in this connection, but Ave 
ourselA'es, and Titus and GiA'ens,^' haAm determined blood sugars, onlj’ 
to find nonnal figures. Tlie utilization of glucose giAmn intraA'enously 
is normal. Such an injection .should, of course, be giAmn sloA\dy, and 
Tlialhimer’s remarks and directions on this point are excellent. Most 
ph 3 ’sieians are afraid to giA'e daily intravenous glucose solutions, yet 
their use is attended AA'ith no untoAA’ard results, proAuded proper care 
is taken in the sterilization of the solutions, and the temperature and 
rate of administration are carefully controlled. Although aa'C have 
thus stated our belief that glucose is utilized by this class of patient, 
Are do, hoAvcA-er, think the effect of continued dehydration upon glu- 
cose tolerance AA'orthy of further inA-estigation. 

The second claim of Thalhimor’s for the use of insulin AA'otild appear 
to rest on a comparison of lii.s OAvn results Avith those given by Harding 
and Potter. Tlie eases cited by Harding and Potter AA'crc those in- 
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vestigated early in the liistoiy of this Avork, and Avhere an intra- 
venous or an interstitial giucose solution Avas only giA'en occasionally. 
Even so, a study of the protocols reveals that the majority of cases 
Avere able to tolerate light carbohydrate meals on the third or fourth 
day. As stated in the forepart of this paper Ave then became impressed 
Avith the importance of dehj'^dration, even Avhen, from a clinical AdcAV- 
point, it did Pot appear to be Amry great. We have examined our 
more recent records and find that in uncomplicated cases the patients 
are able to take small meals in from three to six days. The average 
for fourteen cases is 4.1 days from admittance to cessation of vomit- 
ing and the taking of food. 

A study of the cases cited by Thalhimer sIioaa’s that he has carried 
out a veiy similar form of treatment, plus the use of insulin. By use 
of intraAmnously giA^en fluids Thalhimer has overcome the dehydration 
of his patients and brought about the improvement in their condition. 

CONCLUSION 

The successful treatment of h3’’peremesis graAodarum depends upon 
the use of fluids. 
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REPORT OP A CASE OP ECTOPIA VISCERUM, RACHISCHISIS, 
MALFORMATION OP THE SACRUM, PELVIS INVERSA, 
HYPOPLASIA OP THE THORACIC DUCT, AGENESIS 
OR HYPOPLASIA OP VARIOUS ABDOMINAL 
VISCERA AND PLACENTA PREVIA 

By Ralph G. Mills, M.D., and Bernard E. Walpert, M.D., 

Chicago, III, 

(From the Department of Pathology, University of Chicago, Chicago, Illinois.) 

T he ease here reported appears to be unique in its combination of 
abnormalities; search through the literature fails to reveal a sim- 
ilar instance. Some are more extensive, others combine different sets 
of anomalies, but the exact counterpart was not found. 

The parental history contains nothing that appears to have any 
bearing upon the cause of this abnormality, the details are given, 
however, for the sake of completeness. 

Clinical JUstory. — T. G. B., liousewife, ago tweiity-seveu, Polish. Slic has been 
healthy all her life; had measles at the ago of ten years, "Worked as a housemaid 
when single. Menstraation began at fourteen, regular, twenty-eight-day type, with- 
out pain or discomfort. Has been a little anemic for some time past. No x-ray 
examinations. 

Husband well and healthy'. No history or evidence of syphilis or other venereal 
disease. lias been a rather heavy' diunkcr of alcoholic liquors for a number of 
years. 

Obstetrical Distory. Married nine years, V-para. Children normal, all living, 
all delivered by Ji midwife during easy and normal labors. Complete recovery. No 
miscarriages. 

Present Pregnancy. Last monstnial period Ajrril 14, 1924, termination of preg- 
nancy* expected Jan. 19, 1925. Delivered Nov. 26, 1924, calculated age of child 
about seven months. 

First months of pregnancy were passed without any untoward symptoms. Fetal 
movements felt at nineteen weeks. Has had some pain, occasionally quite severe, 
in the epigastric and lOTOchondriac regions on both sides, present in any position, 
but aggravated on lying down, greatly disturbing her sleep and rest. At about the 
end of the fifth month of gestation the patient fell into a .shallow ditch striking her 
right knee and elbow against the soft ground, contusing them slightly, but the 
abdomen was not injured to the slightest degree. 

Three weeks before delivery, while in the recumbent position and witliout the 
slightest known provocation, a hemorrhage of a scrosanguincous character appeared, 
continuing for one day, during which time she continued with her housework. Tliree 
days later it reappeared, lasting for another day*. It returned again two weeks 
later, or two days before delivery. Some clots were passed. It was supposed to 
have been associated with lifting a bucket of coal. Fetal movements wore not felt 
after this time. 

Tyqiieal Labor pains began next day, and continued throughout the day. In the 
evening tlie hemorrhage increased in severity* and the patient’s anemia became so 
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noticeable that tlie midwife called a physician, who diagnosed a placenta previa 
centralis. The presenting part was of a very puzzling character. ISTo fetal out- 
lines could be made out. 

Operation . — Manual dilatation of the cervix, and rupture of the membranes, en- 
abled a diagnosis to be made of transverse presentation with what appeared to be 



Fig. 1. — Front view o£ fetus showing the probable position of tlie arms and legs 
in utero. The anterior abdominal wall is short and has been reflected upward to 
show the position of the viscera. Note the evidences of maturity of the upper portion 
of tlie body and the abnormal shortness of the lower half. 

D, right half of the diaphragm; H, heart; L.L., left lung; L, llv'er; C, colon; St, 
stomach; Sm. L, small intestine; F, placenta; MemV., amniotic membranes; Sp., 
spleen. 

the fetal abdomen at the parturient canal. Podalic version was performed, and 
attempts made to bring down a leg in the usual manner by hooking two lingers in 
the hip of the fetus. Xo leverage could be secured and had to be abandoned as the 
fetal legs seemed to be firmly set in complete abduction. There seemed to be no 
hope of placing them in the reversed position. By diverse and painstaking nianeu 
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veriug, success was Unally attained by bringing down first the left and then the 
right leg, followed immediately by the body as far as the shoulders, the delivery of 
which plainly revealed the abnormal character of the fetus, since practically all its 
viscera wore outside the abdomen and wrapped up with the placenta. Similar diffi- 
culties were encountered in the dcliveiy of the arms, since they too, were found to 
be firmly fixed in abduction. The after-coming head was delivered with comparative 
ease. The child was dead, but not macerated. The amount of liquor amnii was 
scanty. 

Fostpartum notes . — The hemorrhage ceased immediately and there was no ab- 
normal amount of lochia, No postoperative rise in temperature. The patient ro- 



Fifj. 2. — Back view of fetuii. Note the .stralshtne.>;.s of Uu: vertebral column and tbc 
relation it bears to tlie cloaca. Vert., vertebral column ; D. 31. Ij., demarcation line 
between the normal skin and the membr.ana reunions; 31. R., membrana reunleh.s ; r/. 
liver; P, placenta; Cl., cloaca; Cord, umbilical cord; 3Jr.mb., amnlotic membranes. 


mained in bed for nine days and made an uneventful recovery except for a little 
bleeding for a period of about six weeks. 

The clinical notes and personal history had to be obtained from the patient after 
dcliverj', as the physician was called only two liour.s before the birth of the child 
and had no previous opportunity to examine the patient. There i.s no evidence of 
any cxatiiinafions by the midwife. 

AUTOP.SY PROTOCOL 
Gf'.o.ss Dn.scnirTio.s' 

T'Ttrrnal Apprnronrr . — The body is that of a fetus, which in the upper half of 
the trunk appeal to be well formed and fully matured. It measure 37 cm. in 
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length, from the top of the head to the tip of the toe of tlie right leg, tlio one 
■which is capable of being extended to the greatest degree. The weight, excluding 
that of tlic placenta, is 2,000 gm. 

Evidences of matiirity.~The skin is smooth ajul shiny, and lanugo is everywhere 
present. The head and shoulders are covered -vvith the usual amount of veniix 
caseosa. The cartilages of the nose and ears are well developed. The nails of the 
fingers project well beyond the tips of the fingers, while those of the toes are slightly 
shorter. The cranial bones are well ossified and are in contact at the sutures. The 
occipitofrontal circumference of the head is 33 cm. and that of the shoulders, ex- 
actly the same. The hair of the head measures 3 cm. in length. 

Head . — The head is well formed and presents no obvious abnormalities. It is 
symmetrical, except for a veiy slight prominence of the right frontal eminence. 



Fig. 3. — Drawing of a clis.section of tlic .'itructuro.s of the hack. The left leg 
passes upward and the right leg stretches to the right of tlie figure. XII, twelfth 
dorsal vertebra ; L.V., lumhar vertebrae ; S, .sacrum : M, myelomeningocele ; L.8.N., 
left sciatic nerve ; R. S. N., right sciatic nerve : L. I., loft ilium : R. I., right ilium 
(partly in outline) ; G, costal margin; MemV. rctin,, memhrana reunions; D. ill. L., de- 
marcation line between skin and niombrana reunions ; B, bladder ; V, vagina ; L, liver ; 
A, adrenal ; Ov, OVary ; Sp., spleen. 

Trnnlc , — Tho anus and shoulders are well fonned and present no abnonnalities. 
The chest is greatly compressed, the diameter, measured from the left nipple to the 
tip of the right scapula, being 31^ cm., while the opposite diameter measures 
cm. The free margin of the ribs extends cm. below the nipple, and is the same 
on both sides. The right side of the chest extends G% cm. farther fonvard on tho 
right than on the left. The xiphoid process begins % cm. below the nipple line and 
is 3% cm. below the episternal notch. The epigastrium protrude.^, and through tho 
thin abdominal wall may be felt a large round mass. 

Posteriorly the chest eonfonns to the description as given above. The spinal 
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Fiff. 4, — X-ray taken from the left posterolateral position. The curvature in the 
spinal column is a modciate lordosis and not a scoliosis, (cf. Fips. 1 and 3.) At the 
Io's\er end, rcpre‘'CntinR: the lumbar vertebrae there is an obvious separation of the 
ocsincation centers ’v%hich marks the site of the mj elornoninsrocele. The indennue 
at the right of the apparent end of the spine is the sacrum. Above and to 
the right of this may be soon the two femora, in relation to indefinite shadoj^s vhich 
represent tlic portions of the pelvic bones. Tlje dense shadow beiiind is the iiearL 
The fracture of the left femur shows somewhat higher, ■where it lies above the rlhs 
on the right ride. 

Belov* the bfxly are the colls of small intestine on the left o\erIying the placenta 
brlow, which is separat^^ into tv. o portions (ruptured during deUvcj*>’). Tiie 
kidney and other \lsccra an** above the placenta. TJie skull shows the saw cut b> 
which the calvarium w’as removed. 


MILLS AND 'WALPERT: ECTOPIA VISCERUM 


15 


column is straight in the upper dorsal region, but in the lumbar portion its course 
cannot be definitely determined. The buttocks point backwards, a cloaca occupying 
a position where naturally the right hip should be. The outer convexity of the 
legs is in contact with the back, and touches the tips of the scapulae on either side. 
The left thigh lies in a groove in the back corresponding to the deformity of the 
chest, the right arm and right leg being in actual contact. The articulation of the 
femora is uncertain as to its exact relations to the pelvic bones, but there is no 
ankylosis. Motion is considerably limited by the skin over the sacral region, wliich, 
instead of following the axis of the spine, traverses the cord of a circle and is 
firmly united with that of the mid-dorsal region. There is included a considerable 
mass of tissue beneath the skin, between it and the spinal column beneath. 

The right leg is about the usual size in the thigh and calf, but lies in an unnatural 
position, pointing upward until it probably lay near the face. The inner surface, 
which is here the outer one, is greatly flattened and the foot is bent into an extreme 
talipes calcaneovalgus position. The left leg is much smaller than the right, the 
thigh extending upward and outward until the knee rests just over the left scapula. 
The lower leg then turns downward parallel with the axis of the body. The calf 
is still smaller, the motion at the knee being greatly limited by contraction of the 
skin in the popliteal region. The foot is flattened and somewhat misshapen, assum- 
ing an equinovarus position. Over the left trochanteric region is a small teat-like 
projection of the skin which is soft and w'ithout definite form or structure. In the 
midline of the buttocks there is another, but smaller cutaneous appendage. Theso 
probably represent the labia. 

Cloaca. — In the usual anal region is a single opening, somewhat larger than nor- 
mal, and covered by a tab of skin which projects from below upwards. -Drawing 
tlus aside and domiwards there is exposed a bluish-colored mucous membrane lin- 
ing a shallow pit. From the center of the pit there projects forward the lips of a 
sinus somewhat suggesting the cervix, but longer and more membranous. A probe 
passed through this goes to a depth of about 1 cm. The lips of the central cavity 
lie closed unless opened with instraments. There are two smaller openings into the 
cloaca, one above and one below. 

Failure of abdominal walls to unite. — In the upper portion of the abdomen the 
skin comes to an abrupt end. Down to a definite line the skin is normal in appear- 
ance, and is well vascularized. This line of demarcation is 6 cm. below the ensifoim, 
3 cm. below the right margin of tlie ribs, 2% cm. below the cloaca and % cm. 
below the left costal margin. Below the demarcation line the skin is continuous 
with a thin undifferentiated membrane which contains no visible blood vessels. This 
membrane is about 1 cm. wide in front, but posteriorly is extended to a distance 
of 12 cm. at the point where it is reflected onto the inner surface of the placenta. 

Umiilical cord. — The cord begins at the demarcation line bet^veen the skin and 
the thinner membrane, about 2 cm. below the right costal margin. It continues 
backward follouung the demarcation line, and diverges from it 2iy^ cm. below the 
cloaca. From this point to that at which it is attached to the surface of the 
placenta it has a length of 5 cm. It is irregular in width throughout its course, 
and has a wing of thin membrane attached to its opposite sides, continuing down 
to and onto the placenta. There is a large ragged hole through the membrane 
between the attachment to the cord and that portion described above, as being the 
longest portion. This hole appears to be of traumatic origin. 

The thin membrane appears quite irregular in structure in its different portions, 
in some places seeming to be double. This point is not very clear in most areas. 

Protrusion of abdominal contents. — As the body lies on the table, most of the 
abdominal viscera protrude from under the costal margin. The liver on the right 
side is entirely exposed, the gall bladder notch occupying the lowest position. It is 
attached to the lower surface of the membranoiis diaphragm at that point in the 
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dome which is adjacent to the upper side of the left lobe. The quadrate lobe is 
distinct, protmding through a hole in the peritoneum just above the lesser curvature 
of the, stomach. The stomach is vertical in position, but is found in approximately 
the normal region. The spleen is attached to the posteiior side of the stomach by 
a group of vessels and by its ligaments. The transverse colon lies immediately be- 
low the greater curvature of the stomach, but is reversed in direction as rotation 
has not taken place. Below the colon are to bo seen a number of loops of small 
intestines. There is no omentum, ■'l^^len the body is turned over the organs appear 
in the some position as just described, except that the central area is occupied by 
a rounded mass lying in a sac, the upper and posterior part of which is attached 
to the tip of a long conical flexible body which projects downward from the region 
of the cloaca. Attached to the tip of this conical body is a tuisted narrow tube 
which ends in a small fimbriated structure. Below the left costal margin is a 
lobulated mass resembling an adrenal and just behind it a smaller mass of uncer- 
tain nature. 

Description op the Organs 

Heart . — This organ occupies a median position in the epigastrium, the pulmonic 
valve lying immediately beneath the xiphoid process. It is normal in its general 
relations, and the anterior surface is comprosed largely of the left ventricle. It 
measures 3x3 cm. and is structurally normal. The foramen ovale is open. The 
heart is completely enveloped by the pericardium, which is normal in all respects. 

Lungs . — The right hing is completely envelopred in the pleura wliich has the usual 
form and relations. The lower, or diaphragmatic surface, is in contact with the 
membranous diaphragm to be described later. The right lung is small, not ex- 
panded, and has suggestions of throe lobes. The left lung is partly enclosed in a 
pleura which extends upward only as far as tiic fourth lib, and below its cavity 
is continuous ivith that of the peritoneum, the diaphragm in this region being ab- 
sent. It is normally formed and divided into two lobes, and has not expianded. 

Thymus . — This is grossly lobulated in structure, occupies the entire antcrioi 
mediastinum from the base of the heart upward, passes beneath the clavicles and 
reaches to the lower edge of the thyroid. It is normal in appearance and structuic. 

Diaphragm . — Tliis occupies the usual position on the right side, but is mem- 
branous in structure with the exception of the ring of attachment to the body wall 
and a slender band wliich extends from the vertebra behind to its attachment to 
the anterior abdominal wall. The left half of the diaphragm is missing, allowing 
the loft pleural cavity' to communicate with the peritoneal cavity'. Transversely 
across the posterior wall at the point of normal attachment of the diaphragm is a 
muscular ridge; this is absent on the anterior surface. 

Liver . — This is a flattened globular organ, occupying the usual situation but 
hanging free, being attached above to the under side of the diaphragm, and pre- 
senting on its anterior face two notches, one in the upper right side for the 
umbilical vein which, in this instance, comes in from above instead of from below. 
(The umbilicus is represented by' the insertion of the cord, which is ju-st under the 
tip of the right costal margin.) The gall bladder notch is on the lower left and 
free margin. Attachment is maintained by slender adhesions to the diaphragm 
above and by the group of vcs.^cls in the liilum, which bring it into clo.«c relations 
with the stomach. On the surface are seen several subcai)Hulnr hemorrhages. I he 
gall hladdcr is represented by a slender, ductlike structure lying in the bottoxn of 
a deep groove. Its relations iijipear to bo normal. The liver measures 7 cm. ver- 
tically, S cm. horirontally and cm. antcroposteriorly'. 

Splrcn. — This is a flattened tapering body mca.'^uring -tVGx.'ixl cm. It is at- 
tached by tlie hiluni, fiom which emerge the normal ve.‘-«c]s, enclosed in the fold of 
peritoneum representing the gaslrosplenic ligament. There is no attachment to th'* 
I'.idiiey. On the .mirfaeo are no moulded areas indicating pie‘-sure. The structure is 
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normal. There are two very small accessory spleens attached to the ligaments near 
the hilum. 

Pancreas. — This organ is 3 x 1 cm. in dimensions and occupies the usual rela- 
tions to the spleen and duodenum. It appears noimal in every respect. 

Gastrointestinal tract, — The stomach is a free-ljdng organ, almost vertical in 
position, and measures 5 cm. in length. The esophagus above and the small intes- 
tine below are in normal relation to it. It contains a small amount of brownish 
mucus. The loops of small intestine liaug loosely and have normal mesenteric at- 
tachment. There is no Meckel’s diverticulum. The appendix is noimal. The colon 
lies in a large loop across the abdomen just below the stomach, but it has not 
I'otated. The lower portion of the colon bends backward and upward to its end in 
the cloaca. The teiminal 5 cm. of the intestinal canal is ensheathed by a muscular 
tube, which at the upper end, is scarcely attached to it. This represents the mus- 
cular walls of the rectum wliich have grown upward and have ended abruptly in 
the form of a sleeve. The lower bowel contains a small amount of meconium. The 
amis is patent. 

Adrenal. — Only one adrenal is found and is presumably the left. This lies im- 
mediately below the muscular ridge which represents tlie left side of the diaphragm, 
and is covered with peritoneum. It measures 2^ x 2 cm. and is relatively quite 
large. On section it appears normal. 

Kidney. — Only one kidney is present and this lies to the right of the niidline 
behind. This organ is enclosed in a fold of peritoneum, which is a complete sac. 
This is believed to be the right kidney because of the course taken by the ureter 
attached. There is a band passing from the lower pole to the mesentery of the 
colon and the upper pole is firmly attached to the lower portion of the liver. It 
measures 5x3%x2 cm. The capsule is thin and strips readily. Tliis, however, is 
quite firmly attached to the fold of peritoneum which surrounds it. On section the 
cortex and pyramids appear normal. Only one pelvis is present, and this is nor- 
mally related to the calices. The ureter is relatively large, and contains a very 
slight amount of yellowish fluid. It is not quite unifoim in diameter, but there 
are no definite dilatations. It follows a circuitous course upward, lying in con- 
tact with the right side of the uterus and opens by a patent orifice into the bladder. 

Bladder. — This is a small well-formed normal appearing organ, measuring 2 cm. 
in both diameters. On section the mucosa is found to be in folds. Only a single 
ureteral orifice (right) can be demonstrated. The urethral orifice is patent and a 
probe passes easily into the cloaca. There is no urachus present. 

Genitalia. — The vagina is a small normal-appearing cavity which opens into the 
cloaca. Its walls are thrown into folds and no abnomalities are seen. The hymen 
is represented by a lipped orifice in the center of the cloaca. The vagina is the 
basal undifferentiated portion of a conical elastic body, 1 cm. in diameter at the 
base and 5 cm. in length. The terminal part is the uterus with a simple cavity of 
small diameter which tapers off into a single fallopian tiibc, which is attached 
directly to the tip. The walls are tough and dense, cutting like fibrous tissue. 
There is no suggestion of a fundus. The fallopian tube is rather tortuous and very 
small in size. Its patency could not be determined. The irregularity of the tube 
makes it uncertain whether the entire mass is composed of the maldeveloped tube 
or whether there is also present a rudimentary ovary. The mass is terminated by 
a fimbriated structure. There is a structure Ijdng just posterior to the adrenal, 
which is believed to be an ovary. This lies buried in a fold of peritoneum, and on 
the surface is a small cauliflower-like growth, which looks like the vesicular ap- 
pendage of Morgagni. On section it has a homogeneous structure and at the base, 
near the point of attachment, is a circular body of unknomi character. 

Sex, — This is determined to be female. 
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Placenta. — This structure is 15x18 cm. in diameter, and has been ruptured 
half-way across, almost to the point of attacliment of the cord. A fibrinous clot is 
still attached to the traumatized edges. The cotyledons appear normal and no 
unusual features are seen. 

NecTc organs. — The thyroid and parathyroid glands are normal. No abnormalities 
are seen. 

Aorta and vessels. — The general structure and course of the aorta in its thoracic 
portion are normal. The branches which pass to the upper portion of the body aro 
normal in arrangement and relations. The ductus arteriosus is patent. At the level 
of the diaphragm there are several small branches given off to the muscle of this 
structure, and a small one to the rudimentary left half of tlris body. The abdominal 
aorta passes directly downward giving off the usual branches in the epigastrium, 
except that there is no right ovarian or adrenal branch, the ones to the left organs 
being present. The celiac axis is very small and somewhat irregular in distribution 
owing to the abnormal position of the organs supplied. The right renal artery is 
present and passes to the only kidney found. At this point the course of the 
abdominal aorta is directly backward, passing close to and around the end of the 
spinal column, wliich in this ingion is bent abruptly backward. In this recun'cd 
portion are given off the branches to the ovary, adrenal and kidney as above men- 
tioned. The iliacs are very small and pass to the corresponding lower extremities. 
The single umbilical artery is very large and a direct continuation of the aorta. 

Lymphatio System. — The thoracic duct begins about 2 cm. above the diaphragm 
by the union of two very small vessels leading from the adjacent tissues and tra- 
verses an irregular course on the riglit side of the vertebral column. At about the 
level of the fourth dorsal vertebra it passes obliquely to the left side in the gen- 
eral direction of the left subclavian vein. The exact point of entrance was not 
determined, but the size of the vessel would indicate that there was no obstruction 
in its course. 

Osseus system. — The chief malformations have been described above. In addi- 
tion it is determined that tlie processes of the lumbar vertebrae are missing, leaving 
a hole through which protrudes a myelomeningocele. The sacrum is a malformed 
body, continuous with the lumbar vertebrae, but bent abruptly backward and to 
the right until its posterior surface is directed downward. It comes into rather 
close contact with the ilium of each side, but the pelvic girdle is not properly 
formed. The obturator foramen is lacking on both sides and the portions of the 
girdle would not be recognizable as such morphologically. The relation to the 
acetabulum has been preserved, although the upper portion of the right femur is 
enlarged and misshapen. The bones of the feet have been malformed incident to 
the unusual position of the lower extremities. There is a fracture of the middle third 
of the loft femur, but the surrounding tissues are not infiltrated with blood. 

Muscular system.- — The failure of the abdominal wall to develop and the ab- 
sence of the left half of the diaphragm aro the most noticeable abnormalities. The 
muscles of the hips arc much misplaced by the abnormal position assumed by the 
legs, and their relations to the pelvic girdle are disturbed. 

Kervous system. — The brain exhibits no definite abnormalities. The upper por- 
tion of the cord is apparently normal and the branches given off in the upper por- 
tion of the body arc seemingly well formed and properly distributed. In the lum- 
bar region, immediately below the body of the last donsal vertebra, the dorsal proc- 
esses aro absent, leaving a liolc through which a tubular process formed of the 
rnemlmuics of the cord protrudes. This myelomeningocele is about cm. in length 
and extends downward over the malformed sacrum. Within arc to bo seen some of 
the small branches forming the eauda equina spread out over its inner surface. 
The two sciatic nen-es, liowcver, are not involved in the .‘■•ac. but pass out behind 
it and are seen running to the left and right leg.®. All the other branches an* 
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found in the sac. The sciatic nen-es, particularly the right one, are of good size 
and follow a course as direct as possible, considering the abnormal position of the 
pelvic bones. 

MICROSCOPIC EXAMINATION 

Examination of various tissues confirms the gross diagnosis and adds the fol- 
lowing information. 

1. Wall of the spina bifida. This is composed of numerous nerves supported by 
fibrous tissue such as found in the dura, and by fatty areolar tissue. 

2. Portion of termination of fallopian tube continuous with the uterus. There 
is a small ring of mucosa arranged in folds, such as lines the fallopian tubes. In 
addition there is a small mass definitely separated from it wliich is a rudimentarj' 
ovary containing numerous follicles. 

3. Small mass supposed to be an ovary. This proves to be such, and the nodule 
close to it of unknown nature is a portion of a fallopian tube. 

4. Demarcation line between the skin and the membrana reuniens. The skin 
with its rudimentary glandular stimctures comes to an end and is continuous with 
a structureless membrane composed of strands of fibrous character, but not sup- 
plied with glands or blood vessels. 

5. Umbilical cord. This is relatively normal in general structure, contains a 
large vein, one large and one small arteiy. The latter is normal in appearance, 
but is empty. There are no signs of vestigeal stnictures. It is partly surrounded 
by amnion of characteristic structure and appearance. 

ANATOMIC DIAGNOSIS 

History of placenta previa centralis, artificial rupture of the placenta, version 
and extraction. 

Maldevelopment of the processes of the lumbar vertebrae, with myelomeningocele. 

Maldeveloiiment and lateral displacement of the sacrimi. 

Upward and lateral displacement of the pelvic girdle to the right, pelvis inversa, 
with corresponding alterations in the relations of muscles and associated structures. 

Moderate lordosis and slight scoliosis. 

Hypoplasia of the thoracic duct. 

Congential absence of the anterior abdominal wall, with complete ectopia viscerum. 

Congenital absence of the omentum. 

Displacement of the heart downward and slightly to tlie right. 

Absence of the left half of the diaphragm, witli maldevelopment of the right 
half. 

Absence of the left diaphragmatic pleura. 

Failure of rotation of the colon. 

Absence of the left kidney and right (?) adrenal. 

Hypoplasia of the riglit (?) ovary and fallopian tube. 

• Persistence of the cloaca. 

Compression deformity of the thorax. 

Partial atrophy of the left leg. 

Loft talipes equinovarus. 

Bight talipes calcaneovalgus. 

Abnormal development and shortening of the umbilical cord, with reduction in 
size of one umbilical arterj'. 

Accessory spleens. 

Subscapular hemorrhages in the liver. 

Accidental obstetrical fracture of the loft femur. 
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DISCUSSION 

The mechanism by which anomalies might have been produced has 
been discussed in almost every report published in the last seventy- 
five years. “Maternal impressions” as an hypothesis took the place 
of the still more vague beliefs in the influence of “malignant spirits.” 
During the past forty years there have been developed numerous 
theories by which to explain deformities on a mechanical basis. The 
older anatomists and obstetricians studied large series of cases and 
drew from them deductions as to the possible sequence of events and 
the influence of one upon another, thus laying the foundations for 
our present knowledge of embryology. Serious objections have been 
raised against each of these theories in turn, until the exceptions to 
a rule almost outnumber the eases which conform to it. Numerous 
writers, principally the German and French, have sought to modify 
the previous theories to fit the individual ease which they reported. 
The literature has therefore become extremely complicated by this 
form of analytical reasoning. In fact, it seems that advancement 
through this form of study has almost reached its limit. 

Eelativelj’' little attention has been paid to the possible influence of 
fluid accumulations in the body, except in the amuiotic cavity, and 
the results of changes in o.smotic pressure in tlie different parts of 
the body and at different stages in its development have been little 
appreciated. 

Retroflexion of the spine in very young normal-appearing embryos 
has been occasionally observed, and was figured by Ilis^ as a possible 
normal stage in development. This has been disputed by most embry- 
ologists who consider this as purely accidental. It seems likely that 
it occurs during preservation of the specimen, from differences m 
osmotic pressure between the fixing fluid and that of the ammotie 
cavity before the latter has completely enveloped the embryo. 

Ahlfeld* developed the idea that the belly stalk is responsible for 
many malformations of the fetus. Sudden increase in the amniotic 
fluid might di’aw the intestines away from the vertebral column and 
thus interfere with the closure of the abdominal Avail. The vesicle 
Avas supposed to be a sac Avhieh, if it remains uneonneeted Avith the 
exterior, might fill Avith excretion, and becoming thin, finally burst. 
Its front Avail Avould be lost and the hinder part remaining Avould be- 
come coA’ered Avith mucous membrane, an ectopic bladder I’csulting. 

Abt® laid more stress upon fluid accumulations than most other 
AATiters haA'c done. lie has gathered instances of stasis, h3’drops ot 
cavities, edema of local tissues, decrease in the number of red cor- 
puscles and anomalies of blood a'csscIs as instances of fluid or vascular 
abnormalities. 

Dakin'* reported a ease of marked retroflexion of the spine in AA'hieh 
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there was a large cyst in the abdomen. When this was perforated the 
spinal deformity disappeared. It seems reasonable to assume that a 
cyst on one side, or the greater accumulation of fluid on one side 
made possible by a weakening of the ventral wall, might cause a 
lateral bending of the spinal column to the opposite side. Tlie imes- 
ence of a large abdominal hernia on one side has been repeatedly ob- 
served, usually on the side opposite the convexity of a markedly 
scoliotic sjiine. The spinal deformit}'' has been interpreted by some 
writers as a result of the eventration, and by some as its cause. 

The accumulation of fluid in the cavities of the brain when the 
normal exit channels are closed has been shown bj’- Dandj’- and Black- 
fan®- " to produce hydrocephalus in man and in animals. The same 
might be true of h3^droraehis leading to spina bifida, but in this in- 
stance the results would be less marked because of the yielding nature 
of the elements composing the spinal column. The pressure is thus 
relieved at an early stage and less deformitj^ results. The general 
opinion of embryologists and some of the evidence from experimental 
embryologj’’ is opposed to this view. The number of cases of even 
large meningoceles without spinal deformity and without disturbances 
other than nervous, would indicate that hj^droraehis is not an impor- 
tant deforming factor in most instances. A small meningocele in tlie 
presence of marked spinal abnormality maj’’ be taken to indicate the 
bulging of the dura through an area unprotected by its normal bony 
covering. Such it appears to be in the case here reported. 

H3’'drops of the various cavities of the trunk have been reported 
from time to time. Ascites is the most common of these, and its im- 
portance is usually considered in relation to d3'stocia. Occasionally 
adhesions between the viscera have been mentioned and the sugges- 
tion has been made that, in the absence of obvious infection, the cause 
might be the entrance of amniotic fluid through some rupture of the 
wall. The possible relationship betAveen incomplete development of 
the thoracic duct and congenital ascites has not been discussed in any 
of the references consulted. It has been mentioned, hoAvever, as a 
possible explanation of congenital edema. (Smith and Birmingham.®) 
Fluid accumulations in the pleura and pericardium are veiy rare. 

Cysts of unknown origin haAm been noted in A'arious parts, particu- 
larW of the abdomen, and C3^stic distention of the different hollo av 
organs has been frequentl3' reported. Distended bladder from 
urethral obstruction, h3'dronephrosis, cystic kidne3', cysts of the 
urachus, and many other varieties have been recorded. It is doubtful 
AA’^hether these have an 3 ’ influence upon degenerative changes other 
than those in the organs concerned. 

External pressure has been stated as the cause of many malforma- 
tions. An excess of fluid, as in hydramnios, has not been considered 
to be as important a deficienc 3 ' as oligoh 3 'dramnios, in Avhicli the pres- 
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sure of the uterine walls becomes applied to the body at an unusually 
early stage of development. Amniotic adhesions are often associated 
with this condition and have served to confuse the picture. Opinions 
have differed widely as to the importance of these phenomena, but 
the fact remains that both may be associated with the most profound 
alterations in structure and function. The absence of both in some 
of the most marked malformations tends to detract from their impor- 
tance as causal factors. 

External pressure is found to be greatest in cases of ectopic preg- 
nancy, but in a series of 87 eases reported by von Winckel,'’ in whicli 
fully 50 per cent were deformed there was not a single instance in 
which the spine or abdomen were particularly abnormal. 

There is reason to believe, then, that the real cause of many of 
these most profound disturbances must reside within the fetus itself. 
The recent experimental work of Little, Bagg, and Naujoks,^®' 
with the x-ray on animals tends to confirm this point of view. Not 
only may malformed animals be produced in this way, but if they arc 
callable of reproduction, the germ plasm may be so altered that their 
offspring may be deformed. There is no history, however, of tiie 
x-rays having been used on the mother of this abnormal fetus, 

In the normal process of growth the metabolic changes in certain 
parts which accelerate growth and those which inhibit it in other por- 
tions must involve marked changes in fluid tension. Even a slight 
abnormal increase in such a situation as the abdominal cavity might 
so interfere with the union of the anterior wall that a condition 
similar to tliat here described would result. The intensity of this con- 
dition and the stage at which it occurred might explain the varying 
degrees of ventral defects from simple umbilical hernia to complete 
absence of the abdominal wall. An early appearance would prevent 
the closure while a later one, in the presence of a ■wall already well 
formed, "SYOuld lead to a large ventral or umbilical hernia with a rela- 
tivelj' nai’ro-sv neck. Only the early appearance of increased intra- 
abdominal pressure Avould lead to malunion of tbe urogenital system 
and a diastasis of the symphysis pubis. Continued pressure would 
interfere wdth vascular and nerve supply to the organs, and would 
account for the anomaly of a perfectly formed organ existing beside 
a rudimentary one. The existence of pressure at the time an organ 
is being differentiated nmuld determine its atrophy or complete dis- 
appearance. 

There is very little evidence, from a careful stud.y of the fetus, that 
would point to the site of such an accumulation, or that "would indicate 
the stage of development at wdiich it occurred. Nor is it to be sup- 
posed that this would ncce.s.sarilj' explain all the deformities which 
have been observed. It is not even certain that there ever was such 
an accumulation of fluid, for it is unusual to find adhesions or other 
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structural alterations in hydropic conditions in later life. This gen- 
eral theory is, however, put forward as an explanation for many 
anomalies which are now attributed to pressure or some mechanical 
influence coming from the uterine walls or exerted upon the fetus 
from the exterior. 

The following tentative explanation is offered for the developmental 
defects observed in this ease based upon the assumption that some 
alteration in osmotic pressure or insufficient drainage caused a large 
accumulation of fluid in the abdomen some time during development. 
The upper half of the body, including the head, shoulder girdle, arms, 
and thorax with its enclosed organs are essentially normal. As de- 
velopment takes place from the head toward the tail end of the em- 
bryo we may assume that conditions were normal during the early 
weeks of development. The spine is practically straight and nor- 
mally formed down to the first lumbar vertebra. Here a small myelo- 
meningocele is found replacing the arches of all the lumbar vertebrae. 
The size of this cystic structure would suggest that it had little effect 
upon any deformity except possibly that of the vertebrae concerned. 
The sciatic nerves pass out under noi’mal conditions and only the 
smaller branches of the eauda equina are involved in the wall of the 
sac. Hydrops of the spinal canal is therefore not probable. 

Hydrothorax is excluded by the fact that only one pleural cavity 
opens into the peritoneum and this is the one so greatly compressed. 
The tissues between the two pleural cavities have not been abnormally 
thinned and there are no anomalies of the vessels in the vicinity upon 
which a distended pleura might press. The diaphragm has once 
formed and then been stretched until the right side has become very 
atrophic and the left side widely perforated. The presence of the 
large fetal liver may have partly protected the right side. In nearly 
every case of partial defect of the diaphragm the left side has been 
the one involved. Bayne-Jones^^ reports an exception to this state- 
ment together with a systematic survey’’ of the reported cases of per- 
foration. It is assumed therefore that the defect in the diaphragm 
was the result of increased pressure from below rather than from 
that originating above. 

The pei’icardium is completely closed and bears a normal relation 
to the heart. There is no evidence of any fluid accumulation within 
its cavityL 

In the urogenital sy’stem there is no sign of hy’drops of any organ. 
The single kidney is normal in its structure and appearance. It is 
nowhere cy'stic and not of the horseshoe ty^pe. The ureter is patent, 
it opens on the proper side of the bladder which is normal, with the 
single exception of the absence of the left ureteral opening. There 
is no urachus or remains of one, the urethra is patent and the urine 
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from the single kidney evidently found its way to the amniotic cavity 
unimpeded. 

By exclusion, therefore, one ina}'^ hypothecate an accumulation 
within the peritoneal cavity. The position of the remains of the 
diaphragm suggests that this ascites occurred relatively late, at least 
after the migration of that structure into its normal position. The 
normal condition of the upper portion of the spinal column and its 
abrupt bend backwards also suggests a relatively late accumulation. 
The absence of the vitelline duet and of a Meckel’s diverticulum strongly 
suggest that the difficulty arose after the intestine had become sepa- 
rated. No trace of its remains could be found in the cord. 

The ventral bodj’’ wall forms at about tlie tiventy-fifth to the 
thirtieth somite period, i.e., the fourth week. The yolk stalk has 
already formed and the gut closed oif at this time. The splanchno- 
pleure reaches the edges of the bellj’- stalk at about the thirtieth to the 
thirty-fifth somite stage. The presence of a membrana reuniens re- 
placing a large portion of tlie ventral wall indicates interference with 
local development between the time that the gut is closed and that 
at which the cord is formed, hence about the sixth week. 

The absence of anj’’ tributary of the thoracic duct below the dia- 
phragm may well explain the accumulation in the abdominal cavity of 
a quantity of fiuid normally drained away through the lymphatic 
channels. There was no edema of the legs, hence it may be assumed 
that the lymph from those regions reached and Avas retained within 
the peritoneal cavity. 

The absence of any pressure suiTaces on any of the organs siiggest.s 
that the fluid accumulated eaidy enough to prevent their production and 
that it persisted perhaps until the end of pregnancy. It could not be 
determined at the time of delivery that there Avas any fluid in tlie 
abdomen because of the placenta prcAua Avhich demanded A’'ersion and 
extraction. The abnormal condition Avas not suspected until the child 
appeai’ed. 

The absence of A'arious organs and the rudimentary condition of 
others can be attributed in a general Avay to pressure AA'hich Avould 
either preA'ent their formation or cause their “anlage” to disappear. 
The fact that the missing organs, particularly those Avhich ai’C paired, 
arc not from the same side, is not easy to understand. The absence 
of the corresponding Imanches of the abdominal aorta, as noted ahoA'c, 
AA'ould be expected. The fundamental nature of the disturbance i.s, 
hoAvcA’cr, emphasized by the fact that the umbilical artery is single 
in the abdomen and is a direct continuation of the aorta. The ten- 
dency for the formation of tAvo i.s shoAAm by the branching Avithin the 
cord, one of the brandies being much reduced in size. (Complete 
absence of an umbilical artery is a common finding in monsters, espe- 
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dally those with large abdommal defeats in which the herniation is 
not in the niidline. 

Partial rotation of the lower portion of the body is sometimes 
observed in various types of malformations, but abrupt angulation of 
the spine is unusual. Not more than a half-dozen are reported in 
the literature cited in the bibliography. The absence of the 
kidney, i.e., on the side away from which the pelvis rotated, might 
be explained on the basis of a lesion in the spinal column, whether 
this defect is primary or secondary. The primarj'- (wolffian) duct 
should connect with the cloaca at the twenty-fifth to thirtieth somite 
stage (fourth Aveek). Abnormal relations at or before this time Avould 
probably prevent this union and lead to atrophy and disappearance 
of the corresponding kidney and ureter. 

The probable position within the uterus associated with the abnor- 
mal placentation and a short cord Avould suggest that a possible rota- 
tion and angulation Avould be increased rather than decreased by 
the more or less transverse position necessarily assumed bj’- the fetus. 
There are veiy fcAV reports of monsters similar to this which have 
been found in placenta previa (eleven or tAvelve in all), hence as- 
sistance on this point from the literature is not available. 

It is not at all uncommon to find the body of very young embryos 
shoAving a more or less spiral or serpentine form, suggesting that 
even under supposedly normal conditions the body does not develop 
exactly equally. If there Avere a replacement of the normal ven- 
tral curvature of the spine in the tail end by a backward angulation 
or bending, the later development Avould tend to increase this deform- 
ity. The legs AVOuld groAV in any direction in Avhich there AAmuld be 
encountered the least resistance, and the pelvic deformity Avould tend 
to increase. Muscles AAmuld assume iieAv and abnormal relations to 
bones and to each other, and bones Avould be molded in form to suit 
the posture. Clubbed feet Avould indicate that the extremities had 
reached the available limit for longitudinal groAvth or had suffered 
from some interference Avith their vascular supply. (The iliaes in 
this case Avere extremely small.) When the legs are folded against 
the Amntral surface of the body the pehus Avould develop in the nat- 
ural Avay, but AAi-hen bent baclnvards the symphysis Avould tend to 
separate and in extreme cases the rami Avould turn backAvards AAuth 
an abortive tendency to dcAmlop a pehdc caAuty behind the sacrum 
instead of in front of it. The condition called peh-is inversa Avould 
be the result. If the process is .still more marked and the ribs and 
abdominal Avails also turn back, the so-called schistosoma reflexum is 
produced. This has been obseiwed in cahms on seA’eral occasions 
(Amn Fingerliuth,^'’ Gurlt,^® Halperin,^" Lucae^®), and an incomplete 
case in a human fetus has been reported by Zander.*® 

There are very feAv cases on record in AA-hich the malformation is 
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as extensive as in the one described. Marked deformity of the spine, 
specially retroflexion or acute angulation, is usually, but not always, 
associated with extensive abdominal wall defects. The converse of 
this statement is not so universally observed. Even cases of com- 
plete abdominal Assure, involving the urogenital system, may have 
no noticeable spinal deformity and no anomaly of the pelvis other 
than a split symphysis pubis. 

There is a very intangible factor which is recognized as being in- 
volved in development, but which is difficult to demonstrate or meas- 
ure. Note was made above of the relations between the rectal wall 
and its muscular sheath. In the lower portion this is intimate, but 
farther up the two are quite separate. This suggests that the “devel- 
opmental thrust” wffiieh produces the muscular sheath continued 
until its force had been exliausted or had been inhibited by some 
intercurrent condition. The edge was thus left free and unattached. 
The same might be said of the skin of the abdominal wall. Here it 
has grown forward, accompanied by its blood supply, until its force 
has been expended and there it came to an abrupt end, the transfor- 
mation of the primitive membrane remaining incomplete. The pres- 
ence of some form of internal pressure, presumably that of fluid accu- 
mulation, appears to be the most likely cause of such a condition of 
suspended activity of otherwise normally growing tissues. 

SUMMARY 

1) A case illustrating multiple fetal malformations is reported, with 

fuU pathologic studies, which is not duplicated in literature. The 

chief points of interest are as follows: 

A. Normal apparently full-term development of the upper half 
of the body, 

B. Absence of most of the anterior abdominal wall, its place be- 
ing taken by a membrana reuniens. 

C. Abrupt termination of a relatively straight and normal spinal 
column at the lumbosacral junction with acute angulation, and 
lateral displacement of the deformed sacrum. 

D. Backward displacement and deformity of the pelvic girdle, 
(pelvis inversa). 

E. Partial rotation and backward displacement of the buttocks, 
wnth extension of the legs up toward the occiput. 

P. Absence of one of certain paired organs and the rudimentary 
development of others, not all on the same side of the body. 

G. Hypoplasia of the thoracic duct. 

n. Practically complete development of the female generative 
tract from one miillerian duct, the other being rudimentary 
and widelj* sepaimted. 
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I. Complete development of the urinary system except for one 
kidney and its ureter. 

J. Persistent cloaca (failure of development of the uro-rectal 
septum) . 

K. Association of a major form of fetal anomaly with placenta 
previa centralis. 

2) A theory is proposed to account for many or all of the anomalies, 
based upon an assumed congenital ascites due to a disturbance of 
fluid distribution occurring during growth, thus emphasizing a 
much neglected factor capable of producing extensive alterations 
in fetal form and function. The incomplete development of the 
thoracic duct is possibly a contributing factor. 

3) An extensive bibliography has been prepared, giving all references 
to similar major malformations which could be found in litera- 
ture, together with a brief summary of the principal findings when 
not mentioned in the title, and a letter indicating the library in 
which each has been found. 

Specimen. This monster has been placed in the museum of the Department of 
Pathology, University of Chicag'o, Chicago, Illinois. 

AcTcnoioledgments. It is with pleasure that the friendly criticism and assistance 
of Profs. H. G. Wells, and G. W. Bartelmez are acknowledged. 


BIBLIOGRAPHY 

The searcli through the literature has involved so niucli time and effort, and 
there are so many gross errors in the citation of authors that it has seemed wise 
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cerum, etc., with Remarks on the Frequent Association of these Anomalies 
and its Cause, Tr. Obst. Soc. Bond., 1890, xxxii, 200-15. (Che). 

Delm, M. : Eine Missbildung mit Eventration, Monatschr. f . Geburtsk. u. Frauenkr., 
1864, xxiv, 175-99. 3 figs. (Che), Pelvic deformity and partial rotation to 
left. 

Do Moerloose, Mile.: Un cas intdressant de tdratologie (cdlosomien pleurosomo) 
Rapport de M. P. Albrecht, Presse med. Beige, Brux., 1884, xxxvi, 385-7. 
(Wm), Spinal curvature; Bibliogr. 

Dcntan, P.; Description d’un foetus atteint de fissure abdominale _ avec hernie 
funiculaire. Bull. Soc. med. do la Suisse Korn. Laussane, 1879, xiii, 158-01. 1 
pi. (Wm), 

Deshusses, L, E.: Etude sur les monstres celosomiens, Lille, 1903, 152 pp, (Chu). 

Doran, A.: Dissection of the Genito-urinary Organs in a Caso of Fissure of the 
Abdominal Walls, Jour. Anat. and Phj’siol., Lond., 1880-Sl, xv, 226-34. I h 
XIX. (Wm). Specimen in Museum of Royal College of Surgeons, Spinal 
and pelvic deformity. 

Drew, J.: Curious Birth, and Lusus Naturae, Med. Times and Gaz., o. s., sxxu, 
n. s.. Sept. 8, 1855, xi, 236, (Wm). Eventration, transverse presentation, 

spinal deformity. _ _ „„ 

Dujol, G., and Cattin: Monstre rmitaire coelosomien, Loire m6d., St. iSticnne, 31—', 
xxxvi, 335. (Chu). Left leg missing, lateral eventration, 

Duncan, J, M., and Huny, J. B.: On Extensions or Rctroflexions of the Ictus 
Especially of the Trunk, During Pregnancy, Trans. Obst. Soc, Lonu., Ibb - , 
xxvi, 206-25. (CIic). Eventration, retroflexion rvithout scoliosis, 2 cases. 

Falk, E.: Ueber angeborene Wirbclsaulonkriimmungen, eino pathologiscu- 

anatomischo Studio, Jena, 1914. 26 text figs. 7 pi. G. Fischer, (Che), cf. pp. 

. 217-404, PL IV-X. 8 cases. Eventration and pelvic deformity. 

Falk, E.: Demonstration von Scliizo!=oma reflexum, Bcrl. klin. WchnscUr., 

li, 1290. (Chu). In sireniform fetus. „ 

Fleislunann, F. L.: Bildungslicnmngcn der Menschen und Thicrc, Numberg, 36.— • 
410 pp. (Wm), SvHtcmatie di-'^cossion of Voiown anomalies; ndi bihUogr. 
to older literature. 'Spinc, p. 224; Pelvis, p. 267; etc. 
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Forsyth, C. B.: Gastroschisis, Child Boin -n-ith Abdominal Cleft, Jour. Am. Med 
Assn,, 1908, li, 1972, (Chu). 

Fraenckel, A.: Be organorum generationis deformatite rarissima, Inaug. Biss., 
Berlin, 1825. 18 pp. 2 figs. (Latin text) (Wm). Beseribes spec. No. 6021 
in Anat. Mus., Berlin. Eventration, cloaca, spina bifida, club foot, one umb. 
arteiy. 

Filed, G. A.: Foetum intestinis plane nudis extra abdomen propendentibus natum, 
Argent,, 1760. (Wm). Eventration. 67 references to similar cases. 

Friedlander, G. ; Presentation of Case Before Society, Monatschr. f. Geburtsk. u. 
Frauenkr., 1856, vii, 243-7. 3 figs. (Che). Also in Verhandl. d, Gesellsch., f. 
Gebui'tsh., Berlin, 1857, ix, 61-4. (Che), Inversion of bladder, atresia ani, 
cloaca, liydrorrhacliis, pelvic deformity. 

Friedman, A. : Eine Finicht mit Spina bifida und mehrere anderen Missbildungen, 
Konigsberg, 1897. (Chu). Abd. defect, split pelvis, etc. 

Gaedkens, B, : Ein Fall von Ectopie der Baucheingeweide complicirt mit Spina 
bifida, Inaug. Biss., Berlin, 1880. (Clic), Angulation of spine, pelvic de- 
formity with ant. and post, split. 

Gastelier: ^ Sur un Foetus monstrueux. Jour, de med., chir., pharm, etc., Paris, 1773, 
xxxix, 27-42. (Wm). Celosome with pelvis inversa. 

Genova, A.: Bi un feto gastroscliisi ed altra anomalie della parete abdominale, 
Ann. di ostet, e ginec,, Milano, 1923, xlv, 660-8, (Che), Eventration. 

Genova, A.: Bi un caso raro di mostruosita fetali multiple e placenta previa, Ann. 
di ostet. e ginec., Milano, 1923, xlv, 376-86. 1 pi. (Wm). Eventration, ab- 
sence of left leg and half of pelvis, vascular and visceral anomalies. 

Geoffroy-Saint-Hilaire, I. : Histoire generale et particuliere des anomalies de 
Porganisation chez I’homme et les animaux, Paris, 1832. (Che). Systematic 
classification of abdominal defects, etc. 

Geoffroy-Saint-Hilaire, I.: Philosophic Anatomique, des Monstruosities Humaines, 
Paris, 1822. 550 pp. (Wm). Section pp. 155-223, Bescription d’un monstre 
liumain ne en Octobre 1820, et etablissement a son sujet d’un nouveau genre 
sous le nom d ’Hyperencepliale. Complete eventration. 

Gerard, G. : Bescription d’un monstre celosomien. Jour, de I’anat. et physiol., etc., 
Paris, 1899, xxxv, 311-32. (Chu). 

Giles, A, E., and Probjm-WiUiams, R, J.: A Case of Exomphalic Foetus, Tr. Obst. 
Soc, Bond., 1894, xxxvi, 174-6, (Chu). Pelvis deformed, 

Gruber, G. B. : Fotale Missbildungsbecken, Arch. f. Gynak., 1921-22, cxv, 615-23. 

6 text figs. (Che). Beseribes 4 pelves, 3 of them previously described by 
Gruber and Best, and by Best, Gruber, and Hofiing. 

Gruber, G. B., and Best, E.: Beitrage zur Frage der Bauchspaltenbildung, II, 
Angeborene Bauchspalte, okkulte Kloake und Eachischisis bei einer siren- 
formen Missbddung, Ztschr. f. urol. Chir., Berlin, 1921-22, viii, 190-203. 5 
text figs. (Chu). 1 case, pelvic deformity, etc, 

Guinard, M. L,: Presentation de deux squelettes de monstres celosomiens, Mem. 
et compt.-rend. Soc. d. Sc. med. de Lyon., (1892) 1893, xxxii, Pt. 2, 131-5. 
(Wm), Also Lyon med., 1892, Ixxi, 161-5. (Che). One case, streptosome, 
eventration, pelvic deformity, one case, chelonisome. Cites 5 previous cases. 

Hall, A.; A Case of Monstrosity, Tr, Obst. Soc. Bond., 1868, Lx, 271-5. (Che). 
Left leg missing, large eventration, pelvis rudimentary. 

Hallett, C. H.: Observations Hlustrating the Anatomical Structure and Physio- 
logical History of Monsters with Eventration, Edinburgh Med. and Surg. 
Jour., 1847, Ixviii, 303-42. PI. XII-XIV. (Wm). Beseribes _3 cases, eventra- 
tion with spinal deformity, survey of other cases, scholarly discussion. 

Hankins J. L,* Two Interesting Cases, an E.xample of Eventration, Old Bominion 
Jour. Med. and Surg., 1909, viii, 327-8. (Clic). Spinal deformity, etc. 

Harrison, J. B.: Case of Monstrosity, Bublin Quart. Jour., 1852, xui, 229-31. (Che). 
Hydramnion, eventration, pelvic displacement, etc. 

Hasenest B. J. G.: Foetus monstrosi ex imaginatione deturpati, Acta physico- 
medica Acad.' Caesareae Leopoldino-Carolinae naturae curiosorum. etc., 1742, 
vi, 41-4. PI. I, Figs. 1 and 2. (Wm). Low eventration, spine twisted, legs 

Hawkins V. J.:* A Case of Malformation in a Fetus at the Eighth Month; Foetus 
Schistosoniic; (Ectopia Viscerum) with Sjmpodie Lower Extremities; Pla- 
centa Adherent to Peritoneum of Foetus, Northwest Lancet, St. Paul, 1892, 
xii, 70-1. (Che). Pelvis retroverted. 

Hein R.: Beschreibung einer Missgeburt. (Fchlen der vorderen Bauchwand mit 
’ Ektopia viscerum und mangelhafter Ent%vicklung der Extremitliten, Virchow’s 
ArcliV, 1873, Iviii, 326-8. (Chu), Spinal deformity, placenta previa. 
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Herliol^ C.: Widernaturliclie Geburt eines monstrosen Kindes, Stark's Arch f d 
Geburtsh., 1787, i, 37-47. 2 pi. (Wm). Eventration. 

Hermann, Beschreibung zweier klissgeburten, Med.-Ghir. Zeitung, Innsbruck, 

1822, iv, 93-6, 110-12. (Wm). One case ■with aneneeplialus and ectopia cordis, 
TT ^ ectopia viscerum, absence of right leg, spinal and pelvic deformity. 

HeiTzfeld^ M. : Ein Fall von Nabelsclmurbi'ucli, Inaug*. Diss., Konigsberg, 1892, 
26 pp., 2 pi. (Wm). Describes case similar to subject of paper, Placenta 
previa, collects 15 ^ cases in addition to those cited by Thomer, l.c. Some 
omitted here as being of minor degree. 

Heryford, W. B.: An Obstetrical Anomaly, N. Am. Pract., Chicago, 1889, i, 428-9. 

(Che). Complete eventration, spina bifida, genitalia rudimentaiy. 
von Heusinger, C. F.: Beobachtung einer kDssgeburt mit Verwachsung dor Haut 
und des Amnions, Mangel der rechten unteren Extremitat. n. s. w., Ztsclir. 
f. organ. Physik., 1828, ii, 208-13, 3 pi. (Chu). Thin abd. vail. 
Hirigoyen, L.: Monstre celosomien, agdnosome, spina-bifida, Bui. Soc. d’anat. et 
physiol., etc., de Bordeaux, 1884, v, 239-41. (Wm). (Cited hy Boot as Her- 
rigoyen) Schistosomus. 

Hirst, B. C. : A Specimen of Defective Development of the Abdominal "Wall and 
Eventration, Cyllosoma, Presented to the Wistar Museum b}' I. Leopold, 
Med. Nevs, Philadelphia, 1895, Ixvi, 213. (Che). Left leg missing. 

Hirst, B. 0., and Piersol, G. A.; Human Monstrosities, 4 parts. Lea Bros, and Co. 
1893. (Wm). Total of 39 photos, 123 voodcuts. Part I, p. 62 bibliogr. and 
classification. Part II, Fig. 19, eventration, pelvic and spinal deformity, 
(Prom Mutter Museum. Coll, of Phys., Phila.) 3 other cases cited in this 
Mbliogr. 2 cases first description. Part IV, p. 207 bibliogr. 

Houel, M. : Case Report. (No title.) Bull. Soc. anat. de Par., 1849, xxiv, 217-20. 

(Wm). Lateral eventration, body bent. Head anomalies. _ 

Houel, M. : Monstre celosomien du genre agenosome (Geoilroy-Saint-Hilaire) _Mdra. 
de la Soc. de Biol., 1850, ii, 107-17. (CIk). Torsion of spine, pelvic de- 
formity, good critical discussion. 

Houel, M. : Anatomic d’un monstre humain celosomien, Mem. de la Soc. de Biol., 
1851, iii, 51-2. (Che). Pelvic defomity, spina bifida. 

Houel, M. : Memoire sur les adlierences du placenta ou des cnveloppcs a certaines 
parties du corps du foetus, Gaz. med. de Par., 1858, No. 3, 32-4. (^’")' 
Abstr. Canst. Jahrsb., 1858, iv, 6-7. (Wm). 4 cases, 1 previously described 
(Houel, Bull. Soc, Anat., 1849). All with some eventration and spinal de- 
formity. In Dupuytren Mus., Nos. 154-7. 

Hubert, A.: Description d’un foetus monstrueux du genre des agdnosomes (elasa- 
fication d 'Isidore Geoff roy-Saint-Hilaire), Jour, de mdd., de chir., ct de 
pharmacol., 1887, Ixxxiv, 615-8., 2 figs. (Wm). _ 

Jester, K.: Eine Prucht mit Himbruch, Bauchbruch und amniotischen Venvacli- 
sungen, Inaug. Diss., Kdnigsberg, 1892, 27 pp., 1 pi. (Wm). Placenta ad- 
herent to skull, eventration, torsion of spine, etc. ^ i 

Jewett, G. : Monstrosity, Brookljm Med. Jour., 1897, xi, 132-7. _(Chc). Right leg, 
and half of pelvis missing. R. L. Dickinson cites a similar case, not puo- 
lished, in museum of college. , n + i 

Joachimsthal, G.; Ektopia vesicae, combinirt mit andcren Yerbildungen, Doutci. 

med. Wchnschr., April 28, 1898, No. 12, p. 74-5, 1 fig. (Clm). .Split .«iymptiy.«iP. 
Johnson, D.: Report of Case of Deformed Fetus with Placenta Adherent 1° ' 

Intestines XJneovered and Presenting, with Description of Delivery, Ir. Ou.s . 
Soc. Lond., 1871, xiii, 53-4. (Chu). 

Johnston, J. A.: Extrusion of the Intestines, Lancet-Clinic, Cincinnati, n. s., 1 u, 
li, 64. (Che). Unpublished case mentioned by hi. A. Tate. _ 

Jelicoeur and Colleville: Malformation, Union med. du nord-est, Rcun.s, 1888, A • 
5, p. 99-100. (Che). Notice of ease presented to society. Spine ends abnipt , 
at end of lumbar vert. No sacnim. Uiae rudimentary. Various other 


anomalies. 

Karpcles: Ein Pall von Eventration, Inaug. Diss., Miinchen., 1893, 15 pp. 
Kermauner, F. : Uobor Missbildungen mit Storungen des KoJpen’er.=chlu.‘=.‘> Arc i. 
f. Gyniik., 1906, Ixxviii, 221-66, 1 pi., 2 text figs. (Clm). 5 ca.^e.®. Various 
abd. defects. Some with pelvic and spinal defonnity. Bibliogr. 

Klautsch, A.: Znr Casuistik dor Bauchspalten, Centralbl. f. allg. Path. n. pat i. 
Anat., May .3], 1S9.1, vi, 3S5-9-I, 1 text fig. (Chu). Placenta prevm circiim- 
vallata. Eventration and retroflexion. _ i t i r 

von Klein; Besehroibung eines scltcncn missgestalteten Kindes ohtic 5 ^ 

Untcrloiljs-Eingcweidc, Meckel’s Dcutscli. Arch. f. d. J'iiy.siol., 1SJ7, in, U*'' 
1 pi. (Chu). Comjilcte eventration, left foot ini.'=.=ing, and part ox pelvn-. 
Scoliosis. 
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Kjiauf, G. : Ueber einen Fall von Baucli-Blasen-Genitalspalte, Inaug. Diss., Miinchen, 
1904, 36 pp, 2 pi. (Wm). Split pelvis, lordosis, scoliosis. 

Koch, M. : Multiple Hemmungs — und Defektbildungen bei einem nougeborenen 
Kinde, Virchow’s Arch., 1909, cxcvi, 207, 2 figs., 3 text figs. (Chu). Exter- 
nally relatively noimal, pelvis much deformed, etc. 

Kocheim, W. : Zur Pathologic der Eventration vmd mehrerer anderen Missbildungen, 
Inaug. Diss., Breslau, 1914, 33 pp., 1 pi. (Wm). ‘Pelvic and spinal deformity. 

Kriwsky, L. : Ein Pall von Bauch-blasen-schambeinspalte mit Verdrehung der 
unteren Extremitaten, Monatsehr. f. Geburtsh. u. Gyniik., 1900, xi, S95-7, 
3 figs. (Che). Transverse presentation. Large low eventration, pelvic de- 
formity. 

Krumrey, A. F. K. : Ein Fall von Encephalocele, Hiatus thoracis et abdominis 
lateralis mit Ektopie der Eingeweide und anderen Missbildungen in Polgc 
von amniotischen Verwachsungen, Inaug. Diss., Grief swald, 1893, 34 pp. ("Wm). 

Kuppenheim: Demonstration einer Missbildung, Monatsehr. f. Geburtsh. u. Gjuiak., 
1906, xxiv, 126-7. (Che). Transverse presentation, absence of right leg and 
half of pelvis. 

Lamb, D. S. : Malformations and monstrosities in the Army Medical Museum, Mil. 
Surgeon, 1911, xxix, 374-400. (Che). Describes 11 cases of abd. defect, 
eventration, etc. 

Liiwen, A.: Ueber einen Fall von kongenitaler Wirbel-Bauch-Blasen-Genital und 
Dannspalte mit Verdoppelung des Cocums und des Wurmfortsatzes, Bcitr. 
z. path. Anat. u. z. allg. Path., 1912-13, Iv, 575-94, 1 pi., 2 text figs. (Chu). 
Symphysis split. 

Leavitt, F.: Case of Congenital Eventration; Fetus Bom Dead at Seventh Month, 
Northwestern Lancet, hlinueapolis, 1902, n. s., xxii, 319, 1_ fig- (Che), 

Lewis, H. P. : Gastroschesis, Surg., Gynec. and Obst., 1921, xxxiii, 193-4. (Chu). 
Placenta pre\ua marginalis, retroflexion, evisceration. Another case mentioned 
with split symphysis, small abd. defect. 

Lichtenstein, M.: Ueber einen Fall von angeborener Bauchspalte, Inaug. Diss., 
Miinchen, 1913, 27 pp. (\Vm). Details of 7 cases, only last of which is of spe- 
cial interest. Placenta previa, eventration, spinal deformity. 

Lockwood, C. B.: Retroflexion of an Early Human Embiyo Associated with Ab- 
sence of the Spinal Medulla and Imperfection of the Vertebral Column, 
Trans. Obst. Soc. Lond., 1887, .xxix, 234-43, 7 figs. (Chu). 

Lowne, B. T,: Descriptive Catalogue of the Teratological Scries in the Museum of 
the Royal College of Surgeons of England, Animal malformations, by B. T. 
Lowne, London, 1893. (Chu). cf. cases 324-340. Spinal curvatures, subclass 1, 
2, with ectopia of the viscera. Also p. 83, subclass III, group I, and p. 8(5, 
gi'oup II. Defective development of somatopleural laminae, thoracic, abdominal 
and neural. 

Macmahon, J. R.: An Embrjmlogical Curiosity, Lancet, Lond., 1898, ii, 686-7. (Chu). 
Eventration, scoliosis, semicloaca, oligohydramnion. 

Magid, O. M. : Ectropion of Abdominal Viscera, Am. Jour. Obst. and Gynec., 1921- 
2, ii, 446-7. 3 figs. (Chu). Retrofle.xion, pelvic defect, etc. 

Magnussen, P.: Beitiiige zur Casuistik der Bauch-Blasen-Schambeinspalte mit 
” Eventration, Inaug. Diss., Berlin, Mar. 1, 1886, 43 pp. (Wm), 3 cases with 
spinal, pelvic, and abd. wall defects. 

Manley, T. H. : Embrjmnic, Umbilical Hernia, Containing the Stomach, Small In- 
testines, the Cecum and Colon, with the Liver, Spleen, and Pancreas, in a 
Newborn Female Infant, Canad. Jour. Jlcd. and Surg., Toronto, 1899, v, 295- 
7. (Che). 

Martin: Eventration mit beiderseitiger Hydronephroso und Uterus didclphys nebst 
offener Harnblaso und Dickdarm mit deutlicher Oeft’nung des Diinndarm und 
ausgebildetem Mastdarm bei einem acht Monate altcn Neugeborenen, Monat- 
Echr. f. Geburtsk. u. Frauenkr., 1864, xxiv, 161-5. PI. 2, Fig. 2. (Chu). 

Martland, H. S. : Case of Imperfect Closure of the Ventral Abdominal Wall. Jour. 
Med. Soc. New Jersey, 1909-10. vi, 304-5. (Che). 

Matzdotr, E.: Ein seltcncr Fall von Missbildung, Inaug. Diss., Berlin, 1887. (Chu). 
Retroflexion, scoliosis, marked pelvic deformity, eventration. 

Maygricr: Monstre celosomien, du genre plcurosomc; atrophie du mombre supericur 
droit. Hydrocephalie ct malformations de la face. Commencement d ’amputa- 
tion congenitale de deux orteils. Anomalie du cordon ombilical; brides amni- 
otiques. Hydramnios, Bull. Soc. d’obst. de Par., 1898, i, 19-28. 1 pi. (Wm). 

Jilayne, R. G.: Provinc. Med. Jour., No. 177, 1844. Abstr. Schmidt’s Jahrb., 1844, 
xliii, 50, under title “Fall von Wassersucht der Nabelschnur mit Bildung.shem- 
munq.” Abdominal defect, absence of diaifliragm, scoliosis, compres'^ion of 
thorax. (Che). 



34 THE AJIERICAN JOtJRNAE OP OBSTETRICS AISTB GYNECOLOGY 


Mczger, G. : Beschreibung einiger Missbildungen mit Storuug des Koi^en'erscldus- 
ses, Inaug. Diss., Strassburg, 1911. 29 pp. 5 text tigs. (Cliu). 5 cases, all 
ivitli eventration, or spinal and pelvic defomity, or both. 

hGtcliell, T. H.: Presentation of Abdominal Viscera, Brit. Med. Jour., 1903, i, 19G. 
(Chu). Eventration, atresia ani. 

Monier, A., and Roche, G. : Monstre celosomien. Bull. Soc. d’obst. ct de gynec. do 
Par., 1913, xvi, 616-8. (Wm). 

Montault, J. -J.-H.: Accouchement laborieux; presentation du bras droit, et intes- 
tines par un foetus affecte d 'eventration j version de 1 'enfant qui offrait 
pleusieurs -sices de conformation remarquables ; prompt retablissoment de la 
mere qui a pu reprendre ses occupations le douziemo jour apres 1 'accouche- 
ment, Gaz. d. hop., 1832, vi, 293-4. (Wm). 

Montgomery, W. P. : Description of a Very Remarkable Malformation in a Foetus, 
in ^lich Nearly All the Abdominal Viscera and the Intestinal Canal "Were 
External to the Body, Dublin Med. Trans., 1830, n.s., i, 375-83. 1 fig., (OIic). 
Pelvis and spine distorted. 

Montgomery, W. F. : Case in IVliich the Wliole of One Lower Extremity and the 
Side of the Pelvis Were Deficient at Birth, Ossing to Cohesion of the Pla- 
centa -ssith the Body of the Cliild, Dublin Jour. Med. Sc., 1855, xxi, 257-64, 
1 fig. (Che). Describes 2 cases conforming to title. 

Montgomery, W. F. : Same title as preceding. Dublin Quart. Jour. Med. Sc., 1856, 
xxii, 68-73, 2 fig. (Che). 

MuriUo, A.: Los celosomianos; un schistosomo. Rev. med. do Chile, Sant, de Chile, 
1892, XX, 49-57, 2 pi. (Wm). 

Mysclildn, M. M. ; Zur Lehre von der Z-ft'illingsschwangerschaft und von der Entste- 
hung dor augebomen hlissbildungen. Part II, Monstrum humanum kyplioscol- 
ioticum cum spina bifida consocutivisque abdominis hiatu complete ct gcnital- 
ium cxtremitatumque, Virchow's Arch., 1887, cviii, 133-64, 3 fig. (Chu). ^so 
in Trudi Obsh. Russk. Vrach, v, S. Petersb., (1885-6) 1888, liii, 56-61. (Vm)- 
Under longer Latin title giving further details. Bending of upper part of 
spine and absence of lower portion. No legs or pelvis, abd. wall missing. 

Napier, L. : Foetus at Seven Months Illustrating Celosoma with Retroflexion, Menin- 
gocele, and Talipes Varus, Tr. Obst. Soc. Lond., 1894, xxxvi, 116, and 302-6. 
(Che). Latter reference is report of committee appointed to study case. ^ 

Nubiola, P. : !M6nstro autosito celosomiano. Arch, de ginecop., Barcel., 1911, xxiv, 
67-70. (Wm). 

Oehlcr; Einc seltenc Missbildung im Abdominalbereich, Charitd-Ann., Berlin, 1909, 
xxxiii, 433-9. (Che). Lateral eventration. 

0 'Farrell, M. Z.; Nina nacida con cventracion dc los orgnnos abdoniinalis, Semana 
mdd., Buenos Aires, 1903, x, 815-6, 1 fig. (Che). Eventration, no mention made 
of spine or pelvis. _ 

Opitz: Demonstration of Case Before Society, Centralbl. f. GjuiUk. 1899, xxiii, No. 
19, 572. (Che). Placenta attached directly to body, split bladder and pel- 
vis, legs in abnormal positions. 

Orihuela, R. !M. : Curioso ejemplar de un monstnio teratosomo a tipo 

con espina bifida, Rev. de med. y cinij. dc la Ilabana, 1918, xxiii, ooV-jf- 
(Clic). Eventration, no mention of anv pelvic deformity and not shown lu 

des Ormeaux, V.: Enfant monstre celosomien aspalo.«omc, Gaz. med. dc Nante.s, .. s., 
3913, xxxi, 272-5. (Chu). Complete eventratioJi, etc. 

Otto, A.: Uber Spaltungsmis-sbildungcn am untcren Korperendo, GjTiiik. Rundschau, 
1907, i, 105-11, 2 figs. (Che). Scoliosis, split symphysis, eventration. ^ 

Otto, A. G.: Monstronim scxccntormn doscriptio unatomica, Vratislaviac, 1841, 

pp., 30 pi., Latin text. (Chu). Cases of eventration figured in PI. IN, 3, NI, 
1 and 2, Xll, 1 and 2. 

Ihirson, L.: A Case of Twin Pregnancy Occuning Two Years After Ovariotomy; 
Attended with Abnormal Development of One of the Children, Lancet, Lon- 
don, Mnr. 17, 1866, i, 2S1-.5, 2 fig.s. (Che). Eventration, retroflexion, spina 
bifida, etc. 

Petit: Di'«^'ription d'tm foetus diiTonne, Mem. Acad, roy, d. sc., Par., 1716, p. 82- 
(WjT).^(not seen) Citation in Monatschr. f. Geimrtsk. n. Frnuenkr., 1865. 
xxvi, 2.55-7. (Ciic), P<‘!vi« inver.‘-a, ectopia vesirae. 

Piditpeanx, .1. M.: Note s-ir un Ladim inon'-d rcanx a eventration complete, du i-exe 
fem.inin. Gar. m.'d. d- P.ar., -tth kt., .Mur. 15, W7.3, ii, No. 11, 146. (ChO- 
Pln'-enta aii!.t>r< nt to abiloinmi, •-'.■oHo'-is, spina bifida, ntroi>!iie right h’g, ete. 
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Pollack, M. : Kombination von Spina bifida, Kloakenmissbildung und Eventration 
an einer und derselben Eruclit, Inaug. Diss., Miinclien, 1914, 28 pp., 1 fia. 
(Oku). Retroflexion. ’ ^ 

Ramsay, S. : Communication, Northwest Med. and Surg. Jour., 1857, n.s., vi, 449-50. 
(Wm). Entire abd. wall missing. 

Eaybaud, and Bruneau: Note d’autopsie sur un monstre celosomien, Marseille med., 
1902, xxxix, 438-9. (Wm), 

von Recklinghausen, F.: Entersuchungen fiber die Spina bifida, Virchow’s Arch., 
1886, cv, 243-330, and 373-455, 1 text fig., 2 pi. (Clm). Many cases of spina 
bifida with more or less abd. defect. Case 32 with eventration. Several with 
scoliosis, lordosis, etc. 

Reil: Merkwfirdige Missbildung, Ulustr. med. Zeitung, 1853, iii, 83-92, 4 figs. (Che). 
Eventration, left arm attached in groin, scoliosis. 

Remfrey, L. : Remarks on Fetal Retroflexion: Report of a Specimen Sliowing 
Origin of Gluteus Maximus from Occipital Bone, Tr. Obst. Soc. Lond., 1894, 
xxxvi, 227-37. (Che). Figures.' Bending in ceiwical region. 

Rischpler, A.: tlber drei Falle von Eventration, Inaug. Diss., klarburg, 1898, 43 
pp., 1 pi., 2 figs. (Wm). Also in Arch. f. Entwcklngs. mechn. d. Organ., 
1898, vi, 556-96, 1 pi. (Chu). Spinal curvature, vascular anomalies. 

Roe, C. D. : A Remarkable Case, Lancet, London, 1889, i, 324-5. (Che). Complete 
eventration, diaphragm absent, atresia ani, scoliosis. 

Root, E. H. : Celosomus, Varict}-, Schistosomes, Recovery, Tr. Chicago Path. Soc., 
(1894-5) 1896, i, 247-52. (Clm). 

Rose, E. : Ueber das Offenbleiben der Blasen, Monatschr. f. Geburtsk. u. Frauenkr., 
1865, xxvi, 244-72, 3 figs. (Che). Pelvis deformed. 

Eosenhaupt, H. : Eine seltene Missbildung, Bauchblasenschambeinspalte mit Beteil- 
ung des Dames, Verlagerung einer Niere, Fehlen der rechten Nabelarterie 
und Uterus separatus duplex, Arch. f. Kinderh., 1905, xli, 361-9. (Chu). 
Split symphysis. 

Routh, A.: Foetus with Heniia Umbilicalis Congentia, and Spina Bifida Lumbo- 
sacralis, Tr. Obst. Soc. Lond., 1893, xxxv, 102-6, (Che). Report of commit- 
tee appointed to examine specimen, shown to society in previous year (ibid., 
1892, xxxiv, 463). Ectopia visceruni, retroflexion, pelvic deformity, etc. 

Russo, V.: Di un feto mostnioso con fessura abdominale ed ernia di tutto il 
pacchetto intestinale. Arte ostet.; Milano, 1916, xxv, 241-5. (Chu). Eventra- 
tion, no mention of pelvic deformity. 

Sachs, W. : Ueber einen Fall von Eventration, Inaug. Diss., Marburg, 1877, 14 pp., 

1 pi. (Wm). Marked scoliosis, rotation of body % of turn. 

Saerfi, J.: Description d’un monstre agenosome, Ann. de la Soc. anat.-path. do 
Brux., 1861, iv, 28-31. (Wm). 

Schaefer, P. : Descriptio anatomico-patliologica monstri cum eventratione, Inaug. 
Diss., Bonnae, 1837, 22 pp., 2 pi. (Wm). Absence of right leg and half of 
pelvis. Bibliogr. 

Schaller: Multiple Missbildung mit totalen Defekt der Nabelschnur, Med. Cor.-Bl. d- 
wfirttemb. arztl. Landesver., Stuttg., 1906, Ixxvi, 953-5. (Chu). Torsion of 
body, no cord, ams absent or rudimentary, etc. 

Sehonck, S. B. : A Case of Gastroscliesis, Perforate Diaphragm, Anorchidy, Cloaca, 
Absence of Colon and Rectum, Imperforate Anus, Spina Bifida, Spinal Scoli- 
osis, Sacral Lordosis, and Split Pclrfs, Am. Jour. Obst., 1919, Ixxx, 38-46. 
(Che). 

Schmidt, C. G. : A Case of Total Eventration, New York Med. Jour., 1900, Ixxii, 
710-11. (Che). Hips and spine nomal. 

Schwenke, J.: Ueber drei FiiUe von Bauchspalto mit verschiedenen Komplikationen, 
Beitr. z. path. Anat. u. z. allg. Path., 1912, lii, 445-75, 1 pi., 2 text figs. 
(Chu). Eventration with scoliosis, etc. 

Shcehy, W. H. : Fetal Malformation, Brit. Med. Jour., Feb. 27, 1875, i, 275, 1 fig. 
(Chu). Complete eventration, pelvic deformity, visceral anomalies. 

Simons, F. A. : Eventration in Kombination mit verschiedenen anderen Missbildun- 
gon, Gynak. Rundschau, 1914, rfii, 354-00. (Che). Right leg missing, scolio- 
sis, spina bifida, pelvic deformity. 

Simpson, A. R.: Dystocia from Exomphalos of the Foetus, Edinburgh Med. Jour., 
1881-2, xxvii,* 873-8, 1 fig. (Che). Complete eventration, retrofle.xion, refers 
to 14 cases of retroflexion. 

Sommering, S. T.: Abbildungen und Beschreibungen einiger Missgeburten, Mainz, 
1791. (Che). Figmres case in PI. Yin, scoliosis, ventral hernia. Also PI. X, 
Pig. 3, large umbilical hernia with cord on side. 

Stern, H.: Eine Frucht mit Eventration und mehreren anderen l^Iissbildungeu, 
Inaug. Diss., Konigsberg, 1S9G, 17 pp., 1 pi. (Wm). Left leg rudimentain'. 
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Sternberg, C.: Kssura abdominis vesico-intestinalis mit vollstandiger Umkelining 
des Beckens. (Pelvis inversa), Verhandl. d. Gesellscli. deutsch. Naturf. n. 
Aertze, 2, Pt. 13, 82nd meeting. Sept. 20, 1911, pp. 13-14. 1st Div. Section 
on Gen. Patli. and Path. Anat. (Che). Eepoiis same case as in following 
reference. 

Sternberg, C.; Title as above. Centralbl. f. allg. Path. u. path. Anat., Peb. 15, 
1911, xxii, No. 3, 101-6, 2 figs. (Ch«). 

Strassmann, P. : Idissbildung mit grossem Bauchbruch. Fehlen der Nabelschnur. 
Prolaps der Placenta, Ztschr. f. Geburtsh. u. Gynak., 1895, xxxi, 178-80, 
PI. VH-IX. (Che). Placenta previa centralis, hyperlordosis, eventration. 

Struve, P. P, W. : Eine Prucht mit Eventration und mehreren anderen Missbildun- 
gen, Inaug. Diss., Konigsberg, 1897, 1 fig. (Chu). Lordosis, scoliosis. 

Stute: Pall von Placenta praevia mit totalem Pehlen der Nabelschnur, Monatschr. 
f. Geburtsk. n. Prauenkr., 1856, vii. No. 1, 36-8. (Wm). Complete eventra- 

tion, placenta attached to abd. wall, spina bifida. 

Tag'licht, P. : Ein Pall von zahlreichen Missbildungen bei einer totgebomen Prucht, 
Virchow’s Arch., 1920, ccxxix, 303-36, 1 fig. (Chu). Scoliosis, pelvic de- 
formity, eventration. 

Tiinzer; Case Report (no title), Ztschr. f. Geburtscli. u. Gynak., xiv, 249. Re- 
ported to Gesellscli. f. Geburtsh. n. Gjmak. z. Berlin. Dec. 10, 1886. (Wm). 

Complete ectopia, retroflexion. 

Thomer, E. : Ueber eine Hemmungs-Bildung des Amnion bei eincm menschliclicn 
Poctus verbunden mit anderweitigen Missbildungen, Miillcr’s Arch. f. Anat., 
1869, pp. 200-6, PL VI A. ' (Chu). Complete eventration, deformed pelvis 
displaced to left, spina bifida. 

Todd, G. B.: A Case of Poetal Malformation Showing Ectopy of the Liver, Omen- 
tum, and Bladder, Lancet, London, 1895, ii, 142-3. (Cliu). 

Toumeux, P., and Wertheimer, E.: Description d’un monstre celosomien avco 
spina bifida (Hj’drorachis interne), Jour, de I’auat. et physiol., etc.. Par., 
1882, xviii, 578-87. (Wm), 

Ulrich, G. L. : Deformationem foetus human! rariorora dcscribens, Inaug. Diss., 
Marburg, 1833, 16 pp. (Wm). Abd. fissure. 

Underhill, C. E.: Case Report (no title), Tr. Obst. Soc. Lend., (1880-81) 1881, vi, 
78. Meeting of Mar. 23. (Wm). Retroflexion, transverse presentation, spina 

bifida. 

Van Deusen, E. H.: Monstrosity by Defect; Abdominal Walls and Diaphragm Ab- 
sent, Tr. Homcop. Med. Soc. Penn., (1890) 1891, xxvi, 149-52. (Chu). Rota- 
tion of spine and sharp retroflexion. 

Verrier, E. : Dystocie teratologique ; note sur un cas d 'eventration footalc avee un 
seul membro infcricur, considcre au point do vuc de la dystocie, Medecin prat., 
P.-iT., 1882, iii, 589-93. (Wm). Viscera presenting. 

Voron, and Grivet; Placenta previa. Malformations foetales multiples. Bull. Soc. 
d’obst. et de gjaiec., 1923, xii, 118-9, 1 pi. (Wm). Eventration, adiiesion of 
placenta to head. 

Vrolik, W.: Tabulae ad illustrandam embrj-ogenes in honiinis et mamm.alium, tam 
naturalem quara abnormem, 1854, Lipsiac, 224 pp., 100 pi. T. 0. Weigel. 
(Wm). (not seen) (Latin and German title pages, Latin and Dutch te.xt). 
Retroflexion of trunk, PL 21 and 22. 

Wodl, C. : Bauchspalte cinos scchsmonatlichcn menschliclicn Fotus, Ztschr. d.k.k. 
Gesellscli. d. Aerzte in Wien. iled. Jahibiichor, 19th year, 1SG3, i, 14.3-8. 

. .... 

Vcrtlioim, C. C.: Vollshindigcr Mangel des Kreuz-und Stci.s.sbcins boi cincm 
Neugebornen, Monatschr. f. Geburtsk. u. Prauenkr., 18.17, ix, 127-31. (Clw). 
Spine ends with last lumbar vert. Cystic tumor replaces sacrum. 

White, C. : The Pelvis witli Congenital .;Ujsencc of tlie .Sacrum, .Jour. Obst. ana 
Gyncc. Brit. Emp. Lond., 1911, xix, 47S-S1, 2 pL (Clic). 

Winkler, P. N.: 1st Ektopia visccrum vielleicht nur cine Folgc abnormcr^muskeb 
insortionen an der Riickscite des Rumpfes? Arch. f. Gynaek., 3877, xi, 
504-7. (Ciiu). Pclvi.s invcisa, scoliosis, nnusu.al insf>ition of glutei. 

'.on Woer/.. II.: Eine Mi'-sbildung mit AmnionimbeL Ektojiic der Blase, Symphyfien- 
spaltc und .Spina bifida. ZeiitialbL f. Gynilk., 1891, xviii, 34-7. (Ghc). 

Wolfe, S, A.: Ri'port of a Case of Cyllosomn, a Rare Fetal Monster, Alt. Joui:- 
On.sT. .1X1) Gvx'ix., April, 192.5, 'ix. No. 4, 5 10-4, 1 fig. (Wm). 

Wolfe IL: Ueber Mis'-bildnnuen mit einfacher Nabolarteric, Arcli. f. Gynak., !• 9-', 
Jvjj, C3r.-r.l, PL XXVI. (Chu). 2 cases ilinstrated. One with eventration, 
spinal and j’clvic defect--. 



WILLIAMSON : APPLICATION OF FORCEPS TO TRANSVERSE HEAD 37 


PLACENTA PREVIA ASSOCIATED "WITH MAJOR PETAL ANOMALIES 

See articles by Breus, Commiskey, Genova, Hein, Hertzfeld, Klautsch, Lewis, 

Lichtenstein, Strassmann, Stute, Voron and Grivet, as cited above. Also, 

Greenliill, J. P. : The Association of Foetal Monstrosities and Deformities with 
Placenta Previa, Surg., Gynec. and Obst., 1923, xxxvi, 227-31. (Chu), 

Wilhelm, J.: Bin Beitrag zur “Foetalen Eventration," Inaug. Diss., Jena, 1906, 
36 pp. G. Neuenliahn. (Wm). Photostat cop 3 '^ placed in (Chu). Circum- 
vallate. 

SPONDYLOLISTHESIS 

Neugebauer, F. L.: Spondylolisthesis et Spondj'Mzeme, Par., 1892. English Tr. 
by New Sydenham Society, 1888, cxxi, 64 pp. (Che). Cases in later life, 
many figures, attempts compilation of all on record. 

Neugebauer, F. L.: Berieht fiber die neueste Kasuistik und Literature der Spondjd- 
olisthesis, mit einsclilagigen Bemerkungen fiber die Differential Diagnose, 
Ztschr. f. Geburtsh. u. Gjmak., 1893, xxvii, 348-438, 45 text figs. (Wm). 
Adds to previous compilation S clinical cases and 7 dissections. 

Perrone, A.: Ueber kongenitale Skoliose, Ztschr. f. orthop. Chin, 1906, xv, 353-89. 
(Che). Critical review and summary. 

Schwartz, G. : Atiologie und Genese der Spondj'lolisthesis, Inaug. Diss., Strassburg, 
1901, 34 pp. (Wm). Bibliogr. Ci-itical discussion. 

Taylor, J. M., and Winsor, H. : A Collective Review of the Literature of Spondjdo- 
pathology, in their A Study of Sjunpathetic and Vasomotor Pathologj', 
etc., Philadelphia, 1922. (Chu). cf. pp. 9-21. Correlation of congenital 
anomalies with visceral and other disease. 

SPINA BIFIDA 

Woltman, H. W.: Spina Bifida: a Review of 187 Cases, Including Three Associ- 
ated Cases of Mj-^elodj^splasia Without Demonstrable Bony Defect, Minn. Med., 
1921, iv, 244-59. (Che). Critical review with unsuccessful attempt at clas- 
sification. 


APPLICATION OF THE FORCEPS TO THE TRANSVERSE 
HEAD FOR DELIVERY OF PERSISTENT 
OCCIPITOPOSTERIOR CASES* 

By Hervey C. 'Williamson, M.D., New York, N. Y. 

W E are aU aware of the frequency of the occipitoposterior position 
and to many, its management is something of a &e^e noir. Labor 
■with the head in this position often results in premature rupture of 
the membranes, long delay in the dilatation of the cervix and second- 
ary inertia before rotation occurs. As the baby’s back extends to 
accommodate itself to the posterior part of the flattened uterine ovoid, 
deflection of the head takes place. The syncipital and occipital ends 
of the head, lever, balance with tlie head in half extension as .soon as 
the contractions force it against the cervix or the peMs. This leads 
to the passage of the occipitofrontal diameter of the head through 
the pelvic cavity with consequent delay. 

If secondary inertia develops, the labor should usually be terminated. 
At this time the head is generally unrotated and in midpel-vis, with 
the cervix not completely dilated. 

*Road at a meeting of the New York Obstetrical Society, Ma.v 12. 1925, 
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There are four methods of. terminating the labor. The first is by 
external manual rotation of the shoulders at the same time that the 
occiput is hftecl forward by vaginal manipulation. The patient may- 
then be allowed to deliver spontaneously or forceps may be applied 
to the liead in the anterior ^losition. The difficulties attending the 
success of this procedure are great and the head usually returns to 
its original position. 

The second method is version and may be used if the head is unen- 
gaged or lying in the inlet of the pelvis. Before electing this opera- 
tion, one must malic certain that the pelvis is not contracted and that 



Fig, 1. — Rotation of Uic head to the transverse position. 


the lower uterine segment is not unduly thin. As a rale version is 
not to be performed after unsuccessful attempts at delivery by for- 
ceps because of the danger of rupture of the uterus. 

The third method consists of the application of forceps to the head 
in the occipitopo.stei-ior po.sition, Avith traction and rotation. Reappli- 
calion of tlie forceps is made Avhen the head is in the anterior position. 
This double appliealion is knoAvn as the Scanzoni procedure. In 
1D15 it was modified by Bill who applied the forceps to the head in 
the. posterior position and then raised the handles so that flexion Avas 
secured. This left the Avell-moldcd, nearly round occiput to be rotated 
by swinginu the forceps handles in an arc. Under these conditions 
rotalion is almost instantaneous because there is practically no re- 
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sistanee to overcome if llie liead be in midpelvis. After rotation and 
slight traction the forceps is reapplied. 

The fourth method, which I wish now to describe, has the advantage 
of requiring but a single application of the forceps. It is a eombina- 
tion of manual rotation of the head to a transverse position and the 
application of the forceps with the posterior blade in the hollow of 
the sacrum and the anterior blade under llie sj'mphj^sis. The blade.s 
thus face the occiput so that reappliealion is not necessary. 

TECHNIC 

It has been found that the best instrument for this and other mid- 
pelvic work is an Elliott forceps. The model that we use differs from 
the instrument generally sold in having a longer shank, better liead 



2. — Intirduotion of llio poctuioi l)I.i<le of tlu* foic’P'.. 


curve, and wider opening at the tips. The measurements are : 39 cm. 
total length; 10 cm. length of shank; 8 cm. between the blades at the 
maximum of the curve; 3 cm. between the tips; and 8 cm. from a 
level surface to the summit of the blades. 

A positive diagnosis of the position is made by the jialpation of an 
ear with the whole hand in the vagina. If one takes this precaution 
the head should never be drarni out in a posterior position. The next 
step is to introduce the proper hand to rotate and hold the head, the 
left hand in an R.O.P. and the riglit in an L.O.P. The hand is cupped 
in such a manner that the fingers are posterior to the head with tlie 
occiput lying in the palm. The palm then simulates the levator ani 
muscle. If this procedure does not rotate the head readih’, firm pres- 
sure is made vdth the other hand upon the fundus, thereby forcing 
rotation on the artificial levator. P.y this maneuver, fle.xion is secured 
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and the head held in the pelvis. This step is the crux of the whole 
procedure. 

With the head in the transverse position, the success of the single 
application of the forceps depends upon the proper technic in the 
insertion of the blades. In the R.O.P. position, the right blade of the 
forceps is applied posteriorly and should be introduced first. Without 
withdrawing the hand which has acted as the levator, the blade is 
passed in the midline and the handle depressed. This is necessary in 
order to avoid the promontory and it keeps the blade in close appo- 
sition to the head. The hand being now withdrawn, the blade will 
hold the head in the transverse position. The second blade (left) is 
now introduced along the side of the pelvis and rotated into position. 
The technic is important as the blade has to pass over the baby’s 



FIk. 3. — The anterior blade Introduced along the side of the pelvi.s. 

face. Its placing will be facilitated by depressing the handle, which 
will then cause the blade to slide with the utmost ease forward be- 
neath the symphysis to the biparietal diameter of the head. Inasmuch 
as the right blade was introduced first it will he necessary to cross 
the handles before they can be locked; this is easily accomplished. 
In the L.O.P. position the left blade, as usual, is first introduced. The 
technic is the same as described for the R.O.P. except that the handles 
do not have to be crossed. 

The interesting feature of this procedure is now apparent, namely, 
that in many cases when the forceps is locked, the head instantly 
rnlatc.« to the anterior position. In those cases in which it does not, 
only slichl rotation is necessary to accomplish this rc.sult. Rotation 
must alw.ays bo completed before traction is made. Under these con- 
<!itinns tin re is no danger to the soft tissues. 

The drlivcry is then made ns in any other anterior position. For 
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the midpelvic operations episiotomy will often help before traction 
as it gives, unconsciously to the operator, a better direction of pull. 
The incision should be made from the center of the fourchette to a 
point midway between the anus and the tuberosity of the ischium 
(mediolateral), thereby avoiding all danger to the sphincter. 

The single application of the forceps has been used in a few cases 
of high forceps with good results. It may be better in the high forceps 
operation to draw the head to midpelvis in the posterior position after 
which the technic just described can be followed. There ai’e two 
conditions in which this method is not advised. If the head is well 



Fig. •!. — Tlie anterior blade is rotated into position. 


on the perineum in a posterior position, a rare occurrence in a pri- 
mipara, it is usually better to draw it out in that position than to 
attempt ISO degrees of rotation. In a funnel pehds, if the head is 
deeply placed in a posterior position, it is often better to extract in 
that position as the ischii converge and the bulkier part of the head 
is allowed to escape in the po.sterior triangle which is bounded later- 
ally by soft tissue. 

ST.VTISTICS 

One hundred mid- and liigh forceps cases ti-eated by this technic are 
reported. They are as follows: Thirty-nine from the Second Obstet- 
rical Division of Belle-cue Hospital, 23 from the ]\ranhattan i\Iaternity 
and Dispensary, and 38 from private and consultation cases. At 
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Bellevue Hospital and at ]\Ianhattan Maternity these operations were 
performed either hy me or hy members of the staff who follow this 
technic. 


FORCEPS : 

HIGH 

MID A. 

MID B. 

MID (Unclassified 
probably B.) 

Bellevue 

12 

12 

11 

4 

■Manhattan 

0 

5 

9 

9 

Private 

1 

2S 

9 

0 

Totals 

liT 

45 

“2F 

lit 


At Bellevue Hospital there were no maternal deaths and no still- 
births. One baby of 3890 grams died on the fifth day with meningeal 
symptoms. One of the babies had signs of intracranial hemorrhage 
but recovered. Five babies had facial paralysis which promptly 



Fipr. — Thij forceps in position. 


cleared up. In two of the high forceps cases the single application 
was made after the head was drawn up into the pelvis. 

At [Manhattan [Maternity and Dispensary there was no stillbirth due 
to the forceps procedure and but one neonatal death. This was a 
eiiihl of 27.‘)0 giu. who died on the twenty-ninth day, of cerebral lieiii- 
orrliaRc, Tlicre was one stillbirth due to an occult prolapsed cord 
and one neonatal death due to an imperforate anus. 

At this institution one mother died. This patient was forty-one 
hours in labor. A median B forceps operation was done for a deep 
trans\ iT'scdy ]>!aci‘d fifud. A livintr 3H2.5 gin. baijy was delivored with 
<iifiicidty. The pati<-nt %\cnt iiitn a .‘^liock atid died later tliat day. The 
autojisy showed a deg«‘n''ration in a sniall area of llie wall on cither 
side of the lower uterine segment, and seetion.s of this area revealed 
an inf* eted. heniorrhagi** neeroti*’ process willi an opening into th*‘ 
abdominal cavity on the h-ft sid*'. tlie .si?e of a dime. Apparently this 
perforation was due to pressure necrosis-. 
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In the private and consultation cases llicre was no maternal death. 
There were four stillbirths tnit none could tie attributed direetty to 
this maneuver. In the first no fetal lieai-t sound was lieard liefore 
delivery; in the second the head was easily exti-aeted but shoulder 
delivery was very difficult, the batiy weig-hed 4500 gram.s; the third 
was seen in consultation and the famil.v phy.sieian had given 3 e.e. of 
pituitrin at intervals before the oiieration, wliieli was very easy; the 
fourth occurred in an eclamptic patient on whom labor was induced. 
In the entire series there were five stillbirths and three neonatal 
deaths. One of the stillbirths and two of tlic neonatal deaths miirht 
be attributed to the forceps operation. 



SUM ARY 

The principle of this procedure is the application of the forceps to 
the head lying in a transverse position in tlie pelvis. In the maneuver 
to deliver the occipitoposterior head by one application of the for- 
ceps the hand is introduced into the vagina, tlie head rotated to the 
transverse position and the posterior blade of the forceps introduced 
into the hollow of the sacrum. The second blade is inserted along 
the sides of the pelvis, the handle depressed and the blade placed on 
the side of the head beneath the symphysis. The important feature 
in the introduction of the blades is to depress the handles. Eotation 
takes place spontaneously in many cases and very easily in the others. 
It should always be complete before traction is made. Extraction is 
the same as in any other anterior head position. 
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HEAUT OUTPUT DURING PREGNANCY 


By H, J. Standee, M.D., E. E. Duncan, M.D., and W. E. Sisson, M.D., 

Baltimore, LId. 

(From- the Department of Obstetrics, Johns HopJeins University and Hospital) 

I N view of the increase in body Aveight, in blood volume,^ and in the 
size of the nterns during pregnancy, one might suspect that the 
gravid state is also associated with an increased cardiac output. Dur- 
ing the latter part of pregnancy the response to effort becomes re- 
sti'icted, as is evidenced by the appearance of breathlessness upon an 
exertion Avhieh hitherto had been accomplished with ease. HoAvevei’, 
up to the present no one has adduced direct evidence to shoAv that 
the heart does more work during pregnancy. In order to gain such 
information Ave have studied the cardiac output in animals both in the 
nonpregnant and pregnant state. 

The amount of blood which passes through the lungs in unit time, 
or the so-called “minute volume,” has been directly studied in goats 
by Barcroft, Boycott, Dunn and Peters.^ These investigators em- 
ployed the principle of Fick^; later elaborated by Zuntz,"* according 
to Avhich 

0 


M.V. 


A-V 


Avhere hl.V. — minute volume; 0 — total oxygen in c.c. used by the 
animal per minute ; A = the c.c. of oxygen in 1 c.c. of arterial blood ; 
and V — the c.c. of oxygen in 1 c.c. of Amnous blood. 

E. K. hlai’shall, Jr.,'' has developed a technic for applying this 
direct method to the dog. In our experiments Ave have used dogs ex- 
clusively and haAm folloAved the technic of Marshall. 

Meihocl . — In our experiments we haA'e found it necessary for the dog 
lo receive considerable preliminary training so as to accustom it to 
the several procedures, and to alloAv us to subject it to various manipu- 
lations Avithout manifesting excitement or Avithout visible signs of 
pain. This is especially necessary for, should the animal become ex- 
cited and struggle, the ro.sults obtained Avould be Amlueless. Conse- 
quently only Avell -trained and Avilling animals can be used. It might 
be noted that most of our animals behaved so well that it Avas never 
necessary to discontinue an experiment AA’ith a Avell-lraincd dog during 
the months of obserA'ation. 

The principle of the method consists in dctci*mining the amount of 
oxA'gcn the animal uses in unit time, and the oxygen content of its 
arterial and a'Cuous blood, re.spectively. From annly.scs of the in- 
' spired, or room air, and the expired air, one can determine the actual 
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amount of oxygen used. Tlie expired air is collected for a definite 
period of time in a Douglas bag, and is measured and analyzed for 
oxygen and carbon dioxide. Tlie artei’ial and venous blood samples 
are taken from the left and right sides of the heart, respectivel.y, and 
are analyzed for oxygen content in a Amn Slyke apparatus. 

Apparatus. — For the breathing part of the experiment Ave employ a 
tight fitting mask, Avhich is made of plaster of Paris bandage moulded 
over the muzzle of the animal, alloAved to dry, and then soaked in 
paraflin in order to render it air-tight. The mask is connected by 
means of a short rubber tube to a Lovtm valve, the rubber coverings 
of Avhich are frequently changed. The Loven valve communicates 
through a tAvo-Avay valve AA’ith a tAventy-five liter Douglas bag. For 
measuring the volume of the expired air, we use a three liter Avet- 



meter. The analysis of the expired air is carried oxit in a Haldane gas 
analysis appai'atus. 

To obtain the blood specimens. Ave puncture the heart Avith a 3.5 
inch, 20-gauge needle. The needle is attached to a 10 c.c. Luer syringe, 
AAdiich contains about 2 c.c. of paraffin oil. The blood sample, as soon 
as obtained, is transferred to a small bottle containing paraffin oil and 
a sufficient quantity of oxalate to pi’CAmnt clotting. 

Technic. — After all preparations have been made, the dog is placed 
on a Avell-padded table and alloAvcd to re.st for half an hour. The .skin 
OA’er the point of maximum impulse of the heart is then cleaned and 
the area anesthetized Avith 2 per cent procaine. A second area on 
the right side, corresponding to the P.IM.I., but one interspace higher, 
is similarly treated. The animal is noAv connected AA'ith the breathing 
apparatus by means of the mask. Avhich is rendered completely air- 
tight AAuth soft plasticene. The dog is alloAved to breathe for about 
a minuie and then the tAA'o-Avay A’alve is connected AA'ith the Douglas 
bag. The animal nOAv breathes into the bag for, say, four minutes, a 
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stop watcli being used to measure the time. At the end of the breath- 
ing period the bag is closed by turning the two-way valve, the mask is 
disconnected, and the dog turned on its back and held gently while 
the heart punctures are made. It is not necessary to use any force 
to keep the well-trained animal in position. 

The arterial blood sample is procured by introducing the needle 
througli the skin on the left side of the animal, at the point of maxi- 
mum impulse, and tiien pointing it downwards in a line at right angles 
to the surface. The needle enters the left heart at a depth of about 
1.5 inches in tlie average sized dog. As soon as the needle enters the 
cavity of the ventricle, the blood is forced up into the syringe at 
each heart beat. 

The area of selection for punctuidng the right heart is a point on 
the right side of the sternum one interspace higher and slightly more 
lateral than the left puncture point. In this case, the needle is intro- 
duced in a slightlj’- caudal direction and towards the left side of the 
animal. After some experience, one learns to .make the punctures 


Table I 


Kesults Obtained From ISTonpregnant Dogs 


DOG 

DATE 

CONDITION 

WEIGHT 

PULSE 

SYSTOLIC 

OUTPUT 

MINUTE 

VOLUMF, 

No. 1 

1/13/20 

Normal 

12.4 kg. 


26.1 c.c. 

3243 c.c. 


1/29/2.1 

Normal 

11.8 kg. 


29.2 c.c. 

3209 c.c. 


4/22/25 

Normal 

14.3 kg. 

HBi 

22.8 c.c. 

319G c.c. 

No. 2 

1/15/21 

Gi-ox\'iiig 

9.7 kg. 

IGO 

7.9 c.c. 

1271 C.C. 


1/28/21 

Growing 

9.0 kg. 

135 

8.5 c.c. 

1140 C.C. 


2/24/25 

Gron-ing 

11.3 kg. 

112 

14.8 c.c. 

1053 C.C. 

No. 3 

11/12/24 

Normal 

11.3 kg. 

88 

14.5 c.c. 

1275 c.c. 


12/23/24 

Normal 

10.9 kg. 

112 

10.9 c.c. 

1221 c.c. 


1/22/25 

In cstrus 


IIG 

15.9 c.c. 

1842 c.c. 


1/31/25 

Normal 


100 

15.4 c.c. 

1540 c.c. 

No. 4 

1/14/25 

Normal 

10.9 kg. 

130 

15.5 c.c. 

2017 c.c. 


2/2G/21 

In cstrus 

1.3.4 kg. 

108 

23.1 c.c. 

2497 c.c. 


10/24/25 

Normal 

ll.S kg. 

100 

15.0 c.c. 

1502 c.c. 


Table II 


Dog No. 5. Condition Before, During, and After the Pregnant State 


DATE 

1 CXINDITION 

, WEIGHT 

PULSE 

SYSTOLIC OUTl’UT 

MINUTE VOLU.MK 

12/20/24 

Nonprognant 

17.4 kg. 

104 

30.7 c.c. 

3193 c.c. 

1/ S/25 

Noni)rcgnnnt i 

IG.S kg. 

lOG 

28.4 c.c. 

3015 c.c. 

1/24/25 ; 

Nonpregnant 

17.0 kg. 

94 

33.3 c.c. 

3135 c.c. 

2/12/25 ! 

Nonpregnant 

1G.9 kg. 

96 

29.0 c.c. 

2785 c.c. 

2/28/25 j 

Nonpregnant 

IG.S kg. 

30G 

29.1 c.c. 

3091 c.c. 

C./ 2/25 

Prc'gnaut 

19,3 kg. 

330 

29.G c.c. 

3S44 c.c. 

E/15/25 

Pregnant 

19.5 kg. 

101 

.■!(i.4 C.c. 

37S4 c.c. 

6/19/25 

I’regnan! 

i 20.9 l:g. 

101 

41.7 c.c. 

4341 c.c. 

6/2 i/25 

Prf gnani 

’ 21.0 kg. 

320 

34.7 c.c. ) 

41G5 c.e. 

7/11/25 i 

1 1’uerperal 

17.7 kg. 

100 

35.1 C.C. i 

.3514 c.c. 

<-/ .5/25 

Piierpej-til j 

JG.S kg. 

9G 

3 5.1 c.e. ; 

3277 c.c. 

9/ r,/25 

N(>riiial I 

t;,4 kg. . 

9G 

31.5 c.c. 

3027 c.c. 

10/29/25 

, Normal j 

192? kg. i 

102 

30.1 c.e. 1 

3072 c.c. 


Non:; Ti.!“ tU-R' v Jtin- 1525, of lotir younc. 
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Table III 

Dog jSTo. 6. Condition Before, During, and After the Pregnant State 


DATE 

CONDITION 

WEIGHT 1 

PULSE 

SYSTOLIC OUTPUT 

MINUTE VOLUME 

2/21/25 

Nonpregnant 

15.0 kg. 

116 

21.4 C.C. 

2484 C.C. 

3/19/25 

Nonpregnant 

16.3 kg. j 

100 I 

21.2 C.C, 

2117 C.C. 

4/ 7/25 

Nonpregnant 

15.9 kg. 

95 

29.1 C.C. 

2769 C.C. 

4/1S/25 

Nonpregnant 

IG.S kg. 

104 

20.8 C.C. 

2166 C.C. 

4/20/25 

Nonpregnant 

17.0 kg. 

106 

26.4 C.C. 

2798 C.C. 

10/ 6/25 

Pregnant 

23.7 kg. 

100 

37.8 C.C. 

37S1 C.C. 

10/15/25 

Puerperal 

18.0 kg. 

100 

29.2 C.C. 

2919 C.C. 

10/23/25 

Puerperal i 

17.4 kg. 

106 

22.S C.C. 

2420 C.C. 


Note: This dou was delivered October G, 1925, of nine young:. 


without difficulty, and feels sure that one lias entered the left or 
right ventricle, as the case maj’’ be. 

The blood samples are at all times out of contact ivith the air, and 
are kept under oil until anatyzed. The analyses should he done within 
twelve hours, as the blood might change in its oxygen content on 
standing. 

Calculations . — ^Prom the analysis of inspired and expired air, one 
obtains the percentage of oxygen actually absorbed by the animal. 
Prom the total amount of expired air, reduced to standard conditions 
of pressure and temperature, the percentage of oxygen used and the 
length of the breathing period, we can determine the volume of 
oxygen absorbed, or “0” in the equation, 

]\r V = 9 — 

The actual volumes per cent, of oxygen in the specimens of arterial 
and venous blood give us tlie “A” and “V,” reispectively, in this 
equation, while “M.V.” is the minute volume. 

Besults . — We have experimented on six Avcll-trained female dogs, 
four of which remained nonpregnant, while two became pregnant. 
In Table I we give the results obtained in the first group, wliile in Tables 
II and III are shown the values for tlie two dogs which became preg- 
nant, and the conditions obtaining before, during, and after that state. 

The figures for tlie nonpregnant animals show that the method is 
dependable, as is evidenced by the fact that the heart output varied 
very slightly during the entire course of observation. The minute vol- 
ume has a much more constant value than the .systolic output, as already 
shown by Mar.shall. 

In two of the animals, No. 3 and No. 4, we were able to procure val- 
ues for the minute volume during the cstrus cycle. These indicate 
that the cardiac output is increased at that time, itiarshall, in a 
personal communication, states that he has obtained similar results in 
his detailed studies on the estrus cycle and the minute volume in 
dogs. It is evident that several factors are involved in the problem, 
and, from our few determinations during the estrus period, we can 
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Fig. 3. 


only say tliat there is a definite tendency toward a higher cardiac 
output. 

During pregnancj' the results are quite definite and instructive. 
Dog No. 5 had an average minute volume of 3073 c.c. before preg- 
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nancy. About one week before delivery her minute volume had risen 
to 4165 C.C., and within one month after delivery her heart output had 
fallen to 3277 c.c. per minute. Two determinations made two and 
three months, respectively, after delivery gave a minute volume of 
about 3050 c.c. The ehanges noted in this animal are shown in Fig. 2. 

Dog No. 6 shows even more strikingly the increase in cardiac out- 
put during pregnanc 3 ^ Before ge.slation, her heart pumped 2467 c.c. 
of blood per minute, but just prior to delivery, and while evidently in 
labor, the figure rose to 3781 c.c., an increase of 53 per cent. After 
deliver}' it gradually dropped, and Dvo weeks later was 2420 c.c. per 
minute. Fig. 3 records these changes grapliically. 

DISCUSSION 

Since we have demonstrated that the cardiac output is increased 
from one-third to one-half during the latter part of pregnancy in the 
dog, and as we know that pregnancy is not associated with a fall in 
blood pressure, it becomes apparent that the heart is called upon to 
perform a greatly increased amount of work. This is undoubtedly 
due to the uteroplacental circulation, the general increase in bod}' 
weight, and to such disturbing factors as displacement of the heart 
and interference with the shape and movements of the chest.®’ ^ 

Pregnancy in the dog is associated with a general increase in body 
weight of about 25 to 50 per cent, depending upon the size of the lit- 
ter, while in the human we note an increase of only about 20 per cent. 
Accordingly, it is conceivable that the increase in cardiac work dur- 
ing pregnancy may be somewhat less in women than in dogs. 

Whether this additional work is effected by actual hypertrophy of 
the heart or merely by drawing upon the reserve force of the heart 
has not yet been decided. Mackenzie believed that no hypertrophy 
occurs in the normal pregnant woman, while other investigators note 
a slight increase in size of the heart. However this may be, it is ap- 
parent that some mechanism must be called into play to meet the in- 
creased demands of pregnancy. 

Genei'ally speaking, it would appear that in the normal individual 
this demand is met Avithout difficulty, but that in those presenting a 
definite cardiac abnormality, such an added strain cannot be regarded 
with indifference. In the latter circumstances, it is necessary for us 
to employ every means at our disposal to evaluate the cardiac reserve 
force and to determine Avhether it is .sufficient to meet the added 
demands of pregnancy. 

CONCLUSIONS 

3. The minute volume of the heart has a far more constant value 
than the systolic output. 

2. The cardiac output of the nonpregnant dog A'anes only Avithin 
slight limits. 
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3. During pregnancy the minute volume is markedly increased, be-, 
ing one-third to one-half greater than before. 

4. Following labor the minute volume gradually falls and regains 
the nonpregnant value within two to three weeks. 

5. During the estrus cycle our studies indicate that changes occur 
similar to those in pregnancy, but to a slighter degree. 

6. Whether the increased output in pregnancy is the result of 
hypertrophy of the heart, or not, has not been determined, but it ap- 
pears probable that, at least in part, it is accomplished by drawing 
upon the reserve force of the heart. For this reason, it would seem 
that before expressing a prognosis in cases of pregnancy complicated 
by abnormalities of the heart, one should always attempt to evaluate 
the reserve force of the heart. 

7. A direct method for determining the cardiac output in women 
would enable us to make an intelligent prognosis in cases of preg- 
nancy complicated b}’’ heart disease; but until a suitable method be- 
comes available, we shall have to be content to base our prognosis 
upon the available clinical data. 

We wislx to express our appreciation to Prof. E. El. Marshall, Jr., for his sugges- 
tions and advice in our investigations and to Ev. C. H. Peckham for valuable help 
in some of the experiments. 
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STERILITY-FERTILITY STUDIES lY ANIiMALS AND THEIR 
BEARING ON HT::\rAN PROBLE]\rS'' 

By R..L. Dickiksox, M.D., New York 

(From the Committee on Maternal TTealth) 

'^HE Standard textbook, ^Marshall’s Plu/siologij of Jlcprochtciion 
(1922), expounds in sucla detail and perspective, and refers so 
fully to the literature, that one need only touch on special points 
among animals in general. iMany suggestive investigations are avail- 
able concerning pedigreed quadrupeds, .such as the mare and cow, which 
have a gestation period like that of woman. Tliey differ from human 
beings in that they are of siich high value that elaborate studies of 
fertility and sterility paj'-; they have a fixed date for isolated copula- 
tion,- they permit the act only a few hours every Ihree weeks; such 
dates are registered, and, last of all, each patient may come to autopsy. 
Data thus accessible are rarely presented in Innnan unions. 

Do the small ovaries sometimes found in sterile women (with other 
genital organs normal) necessarily indicate defective ovulation? Not 
if we are to judge by the cow. Her right ovary measures five-eighths 
to three-fourths of an incli in diameter. Tlie left is frequently less 
than one-fourth the volume of the right, but this small ovary func- 
tions nearly as actively as its fellow. Williams found, in the abat- 
toir, in 1700 pregnancie.s, 55 per cent in the right and 45 per cent in 
the left horn of the uterus. Incidentally we may note that Zschokke, 
of Zurich, reported that in heifer calves, only 70 per cent of the ova- 
ries were normal; 8 per cent had fibroid and various tumors; others, 
chronic oophoritis (usuall.v tuberculous), while sclerosis, and persist- 
ent corpus luteum were present also. Albreehsen claims that SO per- 
cent of cure of ovarian inflammation and delayed ovulation is the re- 
sult of cui-ing infections along the genital tract. P. C. Holden has 
sti-essed cervical and other birth canal infections as causes of ovarian 
disorders, many of which have to do with sterility, but he lacked the 
Dane’s diagnostic advantages. The veterinary can reach every part 
of the genital apparatus through the thin rectal wall and verify the 
diseased conditions and the shrinkages that result from cure of infec- 
tion. 

What is the hearing of persist enf corpus luteum on amenorrhea and 
sterility ? 

The lack of absorption of the yellow body is asserted by Zschokke 
to be due in cattle, to some foreign material in the uterus, such as 
fetus, retained placenta, or pathologic discharges. Some persistence 
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is said to be due to feeding with malt or slop from sugar beet (sug- 
gesting our swiftly developing human sugar-fat sterility). Nielsen 
first expressed the persistent corpus luteum and reported most cases 
of sterility cured thereby. Persistence is said to be found in 70 per 
cent of sterilities and, in the worse conditions, to be accompanied by 
metritis. Albrechsen ignores the corpus itself and focuses his atten- 
tion on the infection. Therefore in women 'Nte may query, by the 
vaginal .smear test, whether infections in the genital tract suspend 
ovulation. The yellow body would be the center of suspicion. Such 
delay might well occur even under conditions less spectacular than 
in those instances of premature menopause reported by Oschner, 
which were found to be due to sudden chilling at the pei’iod and a 
resultant persistent corpus luteum, and shown by him to be curable 
by laparotomy and shelling out the offending mass. The veterinary 
has merely to reach into the bowel up to his elbow and by palpating 
through the rectal wall, clear out the yellow body with finger pres- 
sure. Thereafter, conception occurs in four days, 95 per cent of those 
so treated coneeiving at the first service. It is possible that witli thin 
and relaxed abdominal walls or a low-ljdng ovary, the human organ 
might be subjected to bimanual compression and the corpus ruptured. 
Halban, in speaking of amenorrhea due to corpus lutem cysts, while 
stating that these may subside spontaneously, draws attention to the 
ease with which they may be ruptured, owing to the tliinness of their 
walls. Rubin suggests that unrecognized, absorbed, early gestation, 
intra- or extrauterine, may be the cause of corpus luteum cysts. 

When a cow does not show estrum within sixty days after parturi- 
tion, the delayed rupture is expedited manually. Perhaps doctors 
have been careless about resumption of menstruation after parturition 
and weaning, and in the absence of anemia or other adequate general 
reason to explain delay, they may have let ovaries neglect their duty 
and therebj'- haA-^e permitted one-child sterility to result. In cattle 
this question has a further practical bearing; by rupturing the yeUow 
bod}’' four days before the desired heat, any preferred series of dates 
may be arranged for a bull which is overworked by the simultaneous 
estrum of his herd. Incidentally it may be noted that yohimbin is 
said by Williams to have no effect in producing estrum, though three 
writers haA’^e seen genital hyperemia in animals from its use. There 
is a report extant that a conspicuous pharmacologist has developed, 
by animal experiment, aphrodisiacs too effective to be published. 

May small cysts in ovaries cause sterility or sexual excitability? 
Nymphomania with sterility occurs in all species of domesticated an- 
imals, but preeminently in the coav. It is never encountered in the 
pregnant animal. The .symptoms are these : The heifer or coav belloAvs 
a great deal, CA’^en more than in estrum, and in a voice like a bull’s. 
The actions are like those of an exaggerated estrum Avith mounting 
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of other cows or any other animal, — even man or a partition, or allowing 
estrous cows to mount lier, and, witli some exceptions, allowing copu- 
lation at any time. Thus, sexual appetite is intense in tlie presence of 
complete sterility. After a few weeks, the pelvic ligaments soften, 
the pelvis becomes deformed, and sacroiliac slipping produces a wab- 
bling gait. Fractures of the pelvis are often seen. Atony of the 
genital canal occurs, with mucopurulent secretions. The course of tliis 
excitability is four or five years. Recovery occurs in 50 per cent of 
the cases. Chronieity is rare. It is particularly likely to take place 
in pedigreed dairy cows being forced for the severe tests and strain 
common to the endeavor to make official records for high milk and 
fat quantities. It cuts short the careers of many, so tliat prizes spell 
ruin. 

Albrechsen says the cause lies in abnormal ovaries, usually c.ystic, 
74 per cent being single cj’^sts, 8 per cent multiple, 6 per cent thick- 
Avalled and deep, and 2 per cent tuberculous. As a cause, he claims 
infections and reports 86 per cent of cures by abolishing the infection. 
Williams speaks as if it were in a special type of cystic degeneration 
that nymphomania occurs, the ovisacs being distended with follicular 
liquid, and no rupture taking place, no lutein tissue developing, and 
no spontaneous cure to be expected. The cj'sts are one to three inches 
in diameter, one to four in number, not multilocular, and as a rule, 
present in both ovaries. Even if showing in only one ovary, the cow 
is sterile. 

The treatment consists of crushing the cysts through rectal palpa- 
tion, or crushing or puncture by the vagina. Since copulation makes 
the disease worse, the cow is kept from the company of her mates. 

It would be of the weightiest moment if animal studies could fur- 
nish icsis aiyplicahle io tvoincn which could determine the date of ovula- 
tion. We then could tell (1) what day or days in the internienstrual 
period we should select for coitus (or artificial impregnation) in or- 
der to render conception most prohdblc, that we might time the arrival 
of optimum semen in the tubes to meet the o%uim there ; (2) whether 
ovulation has ceased, in a given case of sterility or amenorrhea; (3) 
at what exact period in the menstrual cycle ovulation occurs, in 
order to settle whether (and when) a “safe” period exists; (4) 
•whether iri-adiation of the ovaries in various dosages arrests ovula- 
tion, and how long the effect continues; (5) whether sperm injections 
hypodermically (spermatoxins) are as effective in women as in lower 
animals, in checking ovulation and the duration of the effect; (6) 
whether one of the new extracts would or would not control ovarian 
activity, either bj* arrest or stimulation; (7) whether an aav\y pregnancy 
is present; (8) whether regularly menstruating women ovulate cveiy 
month or can show a skipping habit, and (9) whether some women 
o-vTilate more than once a month. 
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The Vaginal Epithelial Cycle and Ovulation . — Stockard and Papani- 
coloan, in 1917, discovered that in the guinea pig there is a change in 
the vaginal secretion Teonrrmg just before each ovulation, by which 
the cycle can be accurately folloAved during life. The A^aginal fluid 
contains leucocytes and desquamated epithelial cells. Between the 
periods of estrus, cells of both types are iiresent but not very numer- 
ous. A feiv hours before ovulation, hoAvever, the leucocytes disappear, 
and there is a general desquamation of cornified epithelial cells, ivliich 
are often shed from the vaginal wmll in large sheets. A feiv houns 
thereafter the leucocytes reapjiear in great numbers, the epithelial cells 
disintegrate, and Anally conditions revert to the interestrous state. 

Long and EAmns, studying 1000 white rats during a period of four 
years, very fully picture in their monumental ivork the changes in 
the Arnginal epithelium. “There appeal’s at any one time only one 
type of epithelium, the changes taking place at the same rate over the 
entire mucosal surface.” The proliferation of vaginal epithelium dur- 
ing proestrus, the production of keratin, the raising of the vacuolar 
epithelium, and the easting off in estrus are always typical. Loch 
(1923) states that it is the substance given off by the mature follicle 
that combines with the vaginal acid and there produces the max’ked 
proliferation. Corner, in young macacus rhesus monkeys, Avhich have 
a menstrual ej’-cle not unlike that of human beings, found a tendency 
toward cycle Amriation. Ovulation occurred about fourteen or fifteen 
days after the onset of the last menstruation in two animals in Avhich 
the OAuim Avas recoAmred from the fallopian tube. In six others, men- 
struation probably took place AAdthout ovulation. Lehmann (1921), 
from smears made in the gynecologic clinic, AA’orks out four types. 
His idea is that different degrees of leucocjdosis depend upon the bac- 
terial condition of the loAver genital tract and that normal ovarian 
function protects the vaginal Avails against bacterial invasion. 

The Committee on Maternal Welfare Avas fortunate in bringing to- 
gether biologist and clinician on this matter, and a considerable series 
of human tests is under Avay at the Woman’s Hospital, NeAV York. 
The monkey, liOAveAmr, Avill be our intermediary for some time yet. 

The day of ovulation in human beings . — ^Among the AAUAms of German 
soldiers avIio, early in the Avar, Avere only at home from two to eight 
days, many hundred obserAmtions Av^ere made (Siegel, Pryll, Zange- 
meister), AA'hieh shoAved that the last six or seven days of the inter- 
mensti'ual interAml Avere practically sterile. Siegel’s 320 cases shOAved 
a fertilization curve reaching its highest point on the sixth day after 
the beginning of the period, remaining at nearlj^ the same height until 
the twelfth or thirteenth day, then sloping evenly to the tAvent3’’-first, 
Avith no conceptions from the tAventy-seeond to the tAventy-eighth daJ^ 
As the result of laparotomy inspections, E. i\Ieyer and Euge II, exam- 
ining 106 specimens, placed OA'ulation in the first Aveek of the inter- 


DICKINSON : STERILITY-FERTILITY STUDIES IN ANI:mALS 


55 


menstrual interval; but Ruge later made it between the eighth and 
fourteenth day after the beginning of the flow. Schroeder, from obser- 
vations in 100 operations, placed rupture between the fourteenth and 
sixteenth day after onset of the period. Here inspection at operation, 
however, is said by Papanicoloau to be of veiy moderate value, without 
sections. Snyder, from the .state of tubal epithelium, believes the thir- 
teenth day to be the time of rupture. 

“If,” says Corner (1923), “we aceeiit a regular ovulation occurring 
about the twelfth day — that is, from the tenth to the fifteenth day 
before the onset of menstruation, and a.ssume the viability of the germ 
cells in the O'sdduct for a space of two weeks following coitus, then 
all the known interrelations of the human reproductive cycle can be 
seen to follow.” He goes on to say that there is a bare possibility 
that, if all the causes of error be ruled out of such statistics as Siegel’s, 
the human female might actually be found to be fertile only during a 
limited portion of each cycle near the day of ovulation. In the end, 
the problem, as it espeeialfy concem.s our own species, “will be solved 
by taking into the clinic the great advances in method now in the 
making bj’- physiologic anatomists.” 

We have made search for studic.s that would indicate the frcqncnci/ of 
intercourse most favorable both for impregnation and health, and also 
anj'’ that will demonstrate what interval produces a semen that is opti- 
mum. In general, it may be said that the average frequency of coitus in 
cat’tle ranges close to that of human beings. Katherine Davi.s, study- 
ing 1,000 educated American couples, at about the age of thirty years, 
showed twice a week to be the most frequent habit, while 10 per cent 
cohabited daily or oftener. While the number of copulations which 
a bull should be permitted is said not to have been .sufficiently studied, 
and there are known to be wide variations in the power of sexual 
endurance, yet veterinary practice is fairly agreed u])on the following: 
In 2000 observations on brood mares, Pearson, Lee and l\Ioore report 
the commonest frequency to be two foals produced by three coverings. 
The average productivity is said by AYilliams to be one viable calf for 
each three services. In an exceptionally healthy herd 43 per cent suc- 
ceeded, with 40 per cent viable calves resulting. Two copulations a 
week is the probable maximum of efficiency measured by percentage 
of pregnancies, their safety, and the vigor of the young either with 
bull or stallion. Three cows in any one day is considered the limit by 
Zschokke, to be followed by a rc.s-t of one or two days. Noted stallions 
are said to have served 200 to 300 mares in a year, without injury. 
Glinicallj*, bull after bull is found breaking down after very moderate 
use with too frequent service. -\.l.so the .>^permatozoa disappear en- 
tirely under these conditions. Younger animals are carefully guai-ded 
against overuse, being restricted to one-third of the service of full- 
groum adults. 
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Does the fertile period last many days? The cow is willing to take 
the hull once in three weeks. The bull in pasture promptly recognizes 
estrum. In controlled breeding, estrum is frequently too far advanced 
when discovered for coitus to succeed, many periods being overlooked. 
The healthiest cows have the shortest duration of estrum, frequently 
dropping to or below fifteen hours. So one has to watch a cow twice 
a day, or else lose three weeks. 

Animal studies have a bearing on the question raised with human 
beings, concerning the relative importance of ejaculation of semen 
directly into the uterus. This process cannot occur in the cow, for the 
cervical canal is too small for any penetration by the bull’s organ, and 
the copulatory injuries that sometimes occur are never in the cervix, 
but only in the vagina. Also it is found that after amputation of the 
bull’s penis the relation is quite as effective as before. In heat, the 
cervix, always corrugated, is somewhat relaxed, and the canal, while 
not dilated, is more dilatable than at other times. The hyperemic 
cervix permits entry bj^ the finger. On the other hand, in rams there 
is a phallic uterine installation tube, a long slender process. When 
this is cut off, as it is purposely done on the march to markets, con- 
ception cannot occur. 

Does the cervix such in semen? Heape has described such an action 
in the rabbit, the os uteri dipping down into the semen in the bottom 
of the vagina, to be withdrawn again in coordination with a rhythmical 
contraction by the uterine muscles. Human reports are conspicuous 
for their infrequency of actual observation of this action. 

What studies of semen and testes in animals suggest research for 
betterment in the human male? 

Testicles. — In the horse the testicles are rarely of the same size, the 
right being clearly the larger, as a rule. Firmness and density are 
found to be an important index of healthy organs. The commonest 
seat of infection is the tail of the epididymis. Cryptorchidism in bulls 
is likely to be passed on to progeny. The intraabdominal testicle does 
not funetion because it is in too warm a spot. An active testis after 
being transplanted inside the belly ceases to form spermatozoa. Testis 
grafts cease to form sperms if planted anywhere but in the right tem- 
perature, as in the serotum. In the guinea pig, if the testis is exposed 
to heat 8 degrees above normal for five to ten minutes, the spermatozoa 
are killed and all the seminiferous tubules damaged ; but the mother cells 
may recover and repair the damage. It is reported that some Japanese 
males may be sterile from hot baths, as the Japanese stand tempera- 
tures of 115 degrees readily. 

As to the host interval for producing vigorous semen, — ^in dogs there 
was no betterment after a ten-day wait (Lloyd, Jones and Hays). 
This is in accord with a limited series of mj’- own wherein seven to ten 
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days produced the best specimens, and thereafter the quality de- 
teriorated. 

Semen . — ^Horse semen kept at body temperature is killed by its own 
germ growth. After withdrawal from the vagina of mare and cow, 
the motilitj’- of the sperms persists about four hours under laboratory 
conditions. The spermatozoa traverse the twenty to twenty-five inches 
of the cervico-uterotubal canal in two or three hours. In the rabbit, 
Hensen estimates that the migration of the semen requires from fifteen 
minutes to two hours. 

Williams gives several clinical studies of individual semens of bulls, 
with microphotographs. Where there is much abortion, the sperm was 
always found to be pathologic. He determined the presence of the 
streptococcus, Staph 3 dococcus albus, and the colon bacillus in bulls 
whose fertility had lessened or disappeared. The author pictures 
small-headed and tailless and other abnormal forms familiar to the 
medical eye. Some of these animals jnelded 30 per cent to 66 per 
cent of conceptions. Cows not conceiving ■with a bull below par, gave 
a higher or perfect ratio with other bulls. In an animal vdth a low 
motility sperm and 30 per cent conceptions and 38 per cent abortions, 
vesiculitis and spermatocystitis were found. After the death of the 
animal, cultures from the genitals were negative. 

Sperm loses power in proportion to dilution. There is a direct 
relation between duration of fertilizing power and concentration. 
“The fertilizing substance is identical with the agglutinizing substance 
of the spermatozoon, which is lost by staling’' (Gemmil). Lillie says 
twenty-four hours is the likelj’’ limit of capacity to fertilize. Mall de- 
clares that sperms have lost their fertilizing power by the time thej" 
have passed the tube. In 25 cows killed for the purpose of stud}’’, 
Lewis found, in onlj’ three, sperms alive more than twenty hours. 
Boj’^ce and Teacher (and Triepel also) conclude that fertilization must 
occur Avithin fortj^-eight hours after copulation. Lillie shoAvs that 
sperms are exceedingty sensitive organisms in seA*ei*al respects, and 
draAA’S attention to the fact that motilitj' is not a criterion of fertilizing 
poAver and that liAnng the long pei’iods claimed does not mean that the 
sperms can fertilize all that time. Their life depends not a little on 
the rapidity AA'ith AA’liich they use up their owm energ^L Constantly 
giving off COj, they make the fiuid in AAdiich they are suspended suffi- 
cientlj' acid to inhibit their oaaui movements. Thus immobilizing them- 
selves in the testis, tlicA* save energj’’ till ejaculation. Then the GO- 
is absorbed by the neutral prostatic secretion. Anything OA’cr 0.045 
per cent solution of seA’eral acids kills horse sperm. Semen is buffered 
against both acids and alkalies (Heape). Anderson found the be- 
haAuor of the semen of a large number of mammals to A*arious agencies 
very similar. 
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Reaciions hehveen vaginal sccreiion and semen liave been studied in 
guinea pigs by Papanicoloau, particularly the destruction of sper- 
matozoa by pliagocjdes. The adrantage of this study in lower ani- 
mals is that they have a copulation period. MoreoYer, the cycle being 
exactly knowui, the action of various bacteria can be developed. Every 
form of bacteria in the vagina is found to have a modifying influence 
on the expressions of the cycle. The bearing of those facts on sterility 
is evident, and also on the use in the vagina of chemical agents and 
their veiiicles as contraceptive agents. Kross, for instance, in his work 
at the Crocker Laboratory, tested the effect of Cary’s formula on 
rabbits and found that 2 per cent lactic acid had no restrictive effect 
on conception. 

Is semen absorbed? Do sperms penetrate the vaginal walls? Can 
excessive semen absorption cause sterility? Can dilutions of semen, 
given hypodermically, suspend ovulation? 

Kohlbrugge reports that in normal copulation of rats and other 
rodents the spermatozoa penetrate the epithelium of the generative 
mucosa and invade the underlying connective tissue. If this process 
takes place in women, the sterility that is common among professional 
prostitutes may be in part due to spermatoxins ; and this might be the 
cause of sterility with strong spei'm, ojDcn tubes, proved ovulation, and 
very frequent intercourse. There is said to be an Abderhalden reac- 
tion to testicular proteins after every coitus. 

Spermatoxins were produced in 1899 by Metchnikoff and by Land- 
steiner. The former developed an isospermic serum. De Leslie ren- 
dered male mice sterile in from four to five times the normal interval, 
by injection of spermatoxin serum. 

Dittler found that hy immunizing female rabbits with progressive 
doses of dilute rabbit ejaculation, they were made sterile for a period 
of four months or longer. He injected into the ear vein the fluid which 
he withdrew from the vagina after copulation, and which he gave at 
intervals of one to eight days, repeating the injection two to ten 
times until a total of 2 to 5 c.c. had been given. He continued the 
injection until an antibody had been found in the blood, — ^usually 
within six to eight days. O^mlation was not hindered, nor was be- 
havior affected, and no anaphylaxis occurred. There was no individ- 
ual specificity. 

Guyer speaks of "spez’matoxic” sera prepared by injecting fowls 
repeatedly with the sperm of rabbits Avhich are toxic in vitro for the 
spermatozoa of both rabbits and guinea pigs. "When introduced into 
the blood stream of male rabbits at intervals, for four to five weeks, 
such serum imoduced partial or complete sterilitj^. Even complete 
disappeai'ance of sizermatozoa from the semen occurred. Microscopic 
examination of the testis of a serum-treated male showed disintegra- 
tion changes taking place in the seminiferous tubules. The sper- 
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raatozoa of a rabbit Avliicb has been repeatedly injected witli its own 
semen aie mncli less Yiable both in normal rabbit semen and in sper- 
matoxic serum than are normal spermatozoa. 

McCartney found that (1) female rats could be sterilized for a 
period, of from two to twenty-two weeks by subcutaneous injection of 
spermatozoa or testes extract, combining? the work of Guj'er and 
Dittler ; (2) the sterility seems to be due to the presence of sperma- 
toxins in the vaginal and uterine secretions of the immunized animal, 
and that (3) -within limits, the degree of immunity appears to be 
proportionate to. the amount of antigen injected. Kennedy found 
autosperm worked best and degeneration rare in the testicles of 
guinea pigs. 

Sterility and genital infections . — Evans found rats had infections, 
often epidemic, not unlike gonoiThea. Their sterility runs from 10 to 
15 per cent, the highest figures occurring among the domesticated 
albinos. Reynolds and Macomber report it as high as 20 to 35 per cent 
in certain strains. No animal carries infection in the birth canal more 
commonly than the sow. Among cows, there is a great frequency of 
placental retention (25 per cent). Infection of the genital canal in 
cows runs, in some herds, as high as 60 per cent. The descriptions 
exhibit curious parallels to those concerning women, along the lines 
of pyosalpinx, hydrosal])inx. and ovarian or pelvic abscess. Pyometra 
seems common, however, and the granular venereal disease wide- 
spread. The Streptococcus viridans is the most frequent organism 
found in the vagina, as also in the semen. 

Abortions in heifers and cows run about 19 per cent. Ergot will 
produce abortion, but only just before it causes the death of the 
mother. Therefore, the best way to abort a cow seems to be to reach 
ui) into its bowel and rupture the corpus luteum of pregnancy. In from 
one to three days the uterus empties itsell ; this again raises the query 
as to Avhether the corpus luteum can be ruptured in thin Avomen by 
rectoabdominal seizure, thereby interrupting ])regnancy. 

Is sterility among ayparcnily healthy animals a common occurrence? 
We have noted the frequency among prolific animals like rats. The 
Danish Breeders’ societies show from year to year a constant of 11 
per cent sterility and abortions, taken together. Albreehsen .shows 
that temporary sterility averaged, in 112,400 head, close to 5 per cent. 
On some farms, 20 to 30 to 100 per cent are temporarily sterile; on 
others, none. He says 76 per cent is a good conception rate. It may 
be noted that in rats in the laboratory, pregnancy can be expected fol- 
lowing 80 per cent of single copulation. 

In bulls sterility is common and generally due to infiamniatory 
trouble or infection of the seminal ve.sicle.«, or of seminiferous tnbule.s 
and epididymis. No bull, says Williams, .should be bought until his 
semen has been examined for motility, morphology, and bacteria. Liv- 
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ing spermatozoa, however abundant, do not in and of themselves 
afford proof of fertility. They may be deformed or diseased or the 
secretions of prostate and vesicles may contain germ growth fatal to 
them. Some sterile bulls apparently render females sterile. 

Diarrhea or pneumonia in the young calf causes low fertility at 
adult age. Cervical atresia is a negligible cause of sterilitj’’, and endo- 
cervicitis constitutes the most common affection, as in women. Tuff, in 
97 sterile cows, could identify disease in 64, mostly cervical catarrh. 
The assumption is false, says Williams, that a cow may be sterile with 
a very fertile bull and yet conceive with some other bull. 

During the most active stages of growth animals do not breed. 
Ovulation and spermatogenesis cease during acute infectious disease. 
Overwork, such as the training of stallions for the turf, eauses tempo- 
rai’y sterility with no evidence of injury to procreative power later. 
Nutrition pla 3 ’'s an important part. Semiwild cattle generally conceive 
Avlien the grazing is best. Mere quantity of food does not necessarily 
give proper nutrition or secure estrum and fertility. Obesity may 
show the reverse of vigor, though obesity and vigor may coexist. The 
sterile heifer or cow frequently has h’regular lumpy deposits of fat, 
especially great lumps about the external iliac and ischiatic tuber- 
osities, The hair becomes rough and lusterless. The genitals may 
be normal save for rather small ovaries. The estrum may be capricious. 
Impotence in the obese male is due to confinement, high feeding, and 
lack of exercise. In countries where cattle are habitually worked, 
like Korea and Japan, the bulls are kept in breeding condition by 
moderate draft service. Such Avork prevents viciousness. Some ani- 
mals will breed although steadily subjected to any or all errors in 
care and overfeeding. In the breeding male, the proteins are pushed. 
The relations of vitamines to fertility will be taken up in another 
paper. 

Is it true that artificial insemination in cattle can give us data of 
value? The process is not difficult and there can be no question of 
its efficacj’’. It will never be important, Williams thinks. It is chiefly 
of use in fashionable sires to conserve their strength, but it queers the 
pedigree. The procedure must approximate the essentials of normal 
coitus and be used during the one day or one-half day estrum. More- 
over, when semen has to be secured after coitus from the vagina of 
one female in order to be convejmd to that of another, disease may be 
thus convej^ed among animals. Ivanow reports 8000 mares artificially 
impregnated by his group in Eussia. 

Further problems, such as the effect of irradiation in stimulating 
or aiwesting ovarian activities (on •which the committee is furthering 
animal research) ; the relative fertility of intergrade or intersex in- 
dividuals, and vitamin-nutrition experiments, are part of a second 
paper. The foregoing are samples of nrgentlj' needed studies on fer- 
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tility and sterility that are scattering and unorganized. To secure 
orderly progress and timely transfers from one science to another, and 
adequate funds, a forward step is in order. Such a step would be for 
many or all of the agencies studying sex problems, infrahuman, human, 
or social, to clear and confer through a stated meeting of representa- 
tives, or under some existing organization, or through interlocking direc- 
torates, or else one or more liaison officers might be made responsible. 
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DISCUSSION 

DR. JAS. A, CORSCADEN. — In out “Sterility Clinic” ■\vc have been inter- 
ested to find how many women become pregnant. It does not take any elaborate 
technic, no color index or any other particular laboratory methods, to determine 
W'hethcr your sterility efCorts have been successful or whether they have not. 
The end-result is fairly obvious. All you need is some system whereby the individ- 
ual so treated will be followed up so that out of 500, 1,000 or 10,000 individuals 
you will bo able to tell how many have become pregnant. 

I am afraid we have become reactionary; that is to say, we have come back 
to the management of the simpler conditions, such as chronic cervicitis, obvious 
mechanical obstructions, and then we have put in a classification designated either 
as primary sterility, essential sterility, or w'hatcvcr name you want to give it — 
the group of eases in which we cannot find anything wrong, — the tubes are patent, 
the anatomy is normal, and the male is normal. It is in this type of case that I 
think animal studies will help out as far as the cystic fluid, etc., may be con- 
cerned, coupled ndth studies of the semen. I am very apt in looking over the records 
of an operation, to find in only^ 5 per cent of cases a minute description of the 
state of the corpus luteum so that an investigator could determine the relation- 
ship of the state of the ovarj’’ to the dates of the last two or three menstrual 
periods. 

DR. HAROLD BAILEY. — There is a point in Dr. Dickinson's elaboration of 
this subject that I believe needs some explanation if we compare the spermatozoa 
of the bull to that of man. If wmnien are more fecund from the sixth to the 
twelfth day after menstruation starts, and y'ot ovmlatc from the fourteenth to the 
eighteenth day, as most of us believe they do, there is a lapse of from four or 
five days to a week, which means that the spermatozoon of man retains its vitality 
that long. If the speimatozoon of the bull lasts but twelve to forty-eight hours, 
then apparently it cannot be compared to that of man. 

DR. GEORGE GRAY 'WARD.— I would like to ask Dr. Dickinson whether the 
fact that the wmman is menstruating is not an indication that she is ovulating. 
Dr. Stockard has adked us to join in a clinical study of this subject at the 
Woman’s Hospital. We arc to study a series of women every day for 
three months, taldng a daily vaginal smear in order that the changes which occur 
in the epithelium cyclically just as in the uterine mucosa, may be noted and the 
exact time of ovmlation determined. 

DR. ROBERT L. DICKINSON.— I was glad that Dr. Corscaden thought it was 
wise to organize the various items of these studies because we have the proper 
people to do them if we can get financial aid, and, because our results are so 
scanty in the cure of sterility that it is time we did take hold. I am not speak- 
ing of the hopelessly gummed-np pelves that may' or may not clear up years later, 

I am speaking of the simpler causes. Wc have scant statistics concerning results 
in attempted cure of sterility, and the claims that arc made arc often such as 
those in this new book of Rey'uolds and Macomber. They affirm that the “major-, 
ity” of these cases arc curable. They' advocate (after the husband is proved 
fertile) anesthetizing every' sterile woman to examine her. Then one gathers 
from the book that most sterile women .should have their abdomens opened. 
“Open closed tubes,” say' the authors, “and expect success.” For years I have 
been asking Rey'nolds and Childs to give their actual results. “What proportion 
of your salpingostomies has resulted in pregnancy?” Childs replied, “I have 
eleven successful cases.” “Out of hoiv many?” “I do not know.” Rey'nolds, 
y'car after year at the A. M. A. meetings has brought out only' his successes and 



DICKINSOX* : STERILITY-FERTILITY STULIES iX' A^^IMALS 


6S 


has said when his book came out he would tell what proportion of successes he 
has had. 

In the book by Funck-Brentano and Plauchu on the "Treatment of Sterility in 
Women" (191.2), there are figures and figures. The best results claimed, putting 
all the series together that give figures, are 10 to 12 per cent of successes. Will 
you open nine abdomens to get one re.sult? And these are the enthusiasts that 
present these results. Solomon, of Dublin, mth his unique claims in Surgery, 
Gynecology and Obstetrics hardly merits serious discussion. 

It is really a grievous thing for our special study, that a man who knows as 
much as Eeynolds and has as large experience should open as many abdomens and 
not keep liLstories or else not dare to publish failures. He alone could answer Dr. 
Ward because ho has observed a series of unions where husbands with vigorous 
semen were mated to wives with open tubes and menstruating regularly, yet with 
ovaries that showed no scars of ovulation on them and no corimra lutca. You 
know he advocates decapsulation. I know of patients whom his operation failed 
to relieve. 

A book which I would particularly recommend is by Harry H. Lauglilin, of 
Cold Spring Harbor.'’ He has collected everything that can be said about sterili- 
zation, every case reported sterilized in institutions in the United States (3300 
in number). The females are one-third of the males. One state of the United 
States is said (since these figures were collected) to have had 10,000 steriliza- 
tions. 

There is a rousing in the matter not only concerning the social menace from 
the progeny of the hopelessly insane and unfit, but the need of a check on the 
liroduct of the degenerate whose unions roach 7.2 children each. If these people 
will not carry out simple contraceptive measures wo must ofi’er them simple ways 
of sterilization. It is incumbent uijon us to study secure methods of sterilization 
in the woman now that insufilation is .showing that the uterine cornua reopen in 
no small proportion of cases. 

Dr. Eydcr raises the question of sterility due to low protein diet. Leo Loob, 
years ago, showed that ovulation was influenced by feeding, and Eeynolds and 
iLacomber have carried further the studj- in rata that shows that protein and 
vitaniine X have a very clear-cut influence on fertility in rats. 


•Eugcnic,al Sterilization in the United States. Hescorcli by llie Municipal Court 
of Chicago. 



AN INVESTIGATION INTO THE CAUSATION OP THE ONSET 
OP LABOR BY PARABIOSIS DURING PREGNANCY^- 

By Isidor Kross, M.D., New York 
(Adjunct Gynecologist, Mt. Simai Hospital) 

F rom tlie very beginning of medicine, the inquiring mind lias 
delved into the as yet unsolved problem of cbildbirth. Today, 
with all our modern advances, we are as much in the dark regarding 
tlie factor responsible for tbe onset of labor as was Hippocrates. 

Many theories have been advanced and stoutly maintained by those 
professing them, but they have all been proved to be fruitless. Some 
teach that when the product of conception becomes mature it takes 
on the properties of a foreign body as a result of decidual degenera- 
tion and disappearance of placental septa, and then is expelled. 

Others hold that an increase in CO 2 in the uterine blood following 
thrombosis of the placental vessels is the causative factor (Leopold). 
Excessive distention of the uterus was considered by some as being 
the responsible factor, but clinical experience in cases of twins and 
hydramnios militates against this theory. Increased irritability of 
the uterus and the influence of menstrual periodicity has likewise 
been advanced. The pressure of the presenting part on the lower 
uterine segment and upon the nerve plexus has been held accountable 
by others, among them Galen, This is equally untenable in that it 
does not explain the onset of labor in transverse and breech presenta- 
tion and still less the uterine contractions that come on at the definite 
termination of gestation in abdominal pregnancies. Another theory 
holds the essential factor to be the markedly increased irritabilitj’^ of 
the uterus at this time. This is perfectly true but only restates the 
condition without explaining it. Of late there has been brought for- 
ward the hypothesis that labor is an anaphylactic phenomenon. Up 
to the present time, this is apparently the most logical theory, and, 
while not proved, has at least some apparently rational basis for its 
existence. 

In 1910, Sauerbruch and Heyde published their results in a most 
interesting series of experiments. These experiments were inspired 
by the publication bj’’ Basch of the famous case of the parabiotic 
Blatscheck sisters. These two sisters were twins of the pygopagus 
type; the organic union was located in the sacral bones. All the or- 
gans W'ere double except the rectum and the introitus which were held 
in common. "Wlien one of these sisters became pregnant, the non- 
pregnant one was found to have as much milk secretion as the gimvid 


‘Read at the Annual Meetlnfj of the New York State Medical Society, April, 1925. 
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sister. Tlie nonpregnant sister also developed llie same .skin pigmen- 
tation as was found in tlie gravid one. 

Investigators who have studied the problem of parabiosis have 
proved definitely that in animals in which tliis state was reproduced 
by surgical means there occurred passage of fluids (solutions of po- 
tassium iodide and stiychnine, etc.) and solids, coloring matter and 
bacteria from one animal to the other. )Saucrbruch and Ileyde em- 
ployed this method of investigation to determine if possible whether 
sub.stances are produced during labor in the pregnant animal that 
have any specific effect upon the onset of labor. In their first series 
of experiments the authors united a nonpregnant animal, in some in- 
stances a male, to a second animal well advanced in pregnancy. In 
two instances labor set in after fourteen days, in five others the inter- 
val between operation and the onset of labor varied between five to 
eight da3LS. In other words, the period preceding labor was sufficient 
to allow for a satisfactorv interchange of fluids belwcen the two 
animals. During the first few daj^s after operation, nothing of any 
significance was noted. However, several hours before, a bloody 
vaginal discharge was noted — this indicating the onset of labor in the 
pregnant animal — the other animal irrespective of sex became def- 
initely ill. At first a peculiar fatigue was apparent; this gradually 
became more marked and soon incapacitated the animal. The e.ves 
became swollen, the hair lost its smoothness, and at times there was 
an escape of ui’ine and feces. The appetite disappeared and the 
animal did not react to external stimulation. This apathj’ lasted 
throughout the period of labor and for some time bej'ond it. During 
this period there occurred in most instances convulsions either spon- 
taneous or brought on bj' external stimulation. The verv seriousl.v 
affected animals died during or shortlj' after deliver.v. Those not so 
seriouslj' affected gradually’ recovered and in one to eight daj's were 
back to their normal .status. The animal that was littering .showed no 
ill effects of anj' kind. It was noliced that the loiiger the interval of 
parabiotic union before deliverv, the less intensive Avere the effects 
upon the nonpregnant animal. 

In a second series, two groups of animals (rats) were employed to 
determine the effect of labor in one animal upon its partner. For 
this purpose, the animals were so selected that in the one pregnanc.v 
was far more advanced than in the other. In everA' in.stance, the 
animal in advanced pregnancA- littoi-ed live young at the normal time. 
In tAAm instances the phenomenon of labor had no effect upon the 
other animal, each of AA'hich littered some fourteen daA-.s later at the 
end of their OAvn gestation period. In these laa-o instances the rat in 
labor produced no ill effects upon its partner. In three other in- 
stances. during the deliveiw of the full term rats. Use partners much 
less advanced in proirnaney liad a marked bloody A'aginal discharge 
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and shortly after gave birth to nonviable fetuses. These animals after 
aboitmg, rapidly recovered from their exhaustion and remained alive. 

nondeliveriiig animal as due to the sudden 
stlnd ifp This mechanical theory cannot, however, 

_ ss marked in those animals where the interval of parabiotic union before delivery 

^ ong, and more severe when the interval is short. The nature of the affection 
points rather to an intoxication. The lack of disturbances in some animals and the 
varying degrees of intensity in others depend upon the development of an immunity 
complete in the first and less developed in tlie others and entirely absent in those 
animals that succumb. This assumption of immunity is strengthened by the absence 
0 any condition in the pregnant pair similar to that which exists in the nonpregnant 
partner of the first series of experiments. The author explains the illness of the 
partners on the ground of protein sensitization which occurs during the period of 
pregnancy with the sudden invasion of larger quantities of protein during delivery, 
overwhelming the sensitized animal and producing extreme asthenia, etc. 

VoiL der Heide has formulated the theory which maintains that the onset of 
labor is really a phenomenon of anaphylaxis. Petal products enter the maternal 
system, there setting up antibodies. He calls them labor inducing substances. These 
increase in quantity towards the termination of gestation, and last throughout the 
entire period of delivery. He maintains that in all of his patients with weak labor 
pains, the injection of fetal serum produced successful results. 

In investigating this problem, von der Heide employed the serum obtained from 
the blood of the umbilical cord immediately after the birth of the fetus. The 
fetal serum from this blood was injected either subcutaneously or intravenously into 
several groups of patients. In his first group, it was employed to induce labor. 
He reports six cases in every one of which he succeeded in bringing on labor by 
the injection of 2 to 17.5 c.c. W'itliin a period of time varying from ten minutes 
to four hours. In a second group of three cases the injection of fetal substance 
brought on weak irregular labor pains that soon ceased. In a third group the 
fetal substance was employed intrapartum for rveak ineffectual labor pains. In a 
series of six cases there were five successful results. Group 4r consisted of eight 
unsuccessful cases. Group 5 received injections of fetal substance intramuscularly 
without success. Basing his contention on Group 3 the author maintains that fetal 
substance not only acts primarily in inducing labor pains but also secondarily in 
strengthening them when weak. A careful analysis of the individual patients can- 
not but lead to the conclusion that his successful cases simply ran a clinical course 
that is quite common and that the labor pains after the fetal substance injections 
were not really due to tins substance. In fact all his unsuccessful cases tend to 
militate against Iiis assumption. 

R. Franz maintains the stand that the onset of labor is due to an intoxication 
set up by protein split products brought on by ferment action upon placental tissue. 

Rongy conducted a series of experiments upon nineteen pregnant women using 
fetal substance according to von der Heide ’s method. In analyzing these cases, 
we find that in ten of them (Kos. 3, 5, 7, S, 9, 11, 12, 14, IG, 17) there was com- 
plete failure of any positive action of the fetal substance, and that in the other 
nine one cannot positively prove that it was the serum that produced the effect be- 
cause untreated cases very commonly run a similar course. 

John A. Kolmcr emploj’cd pregnant guinea pigs in his study of the effects of 
serum injection. He divided his animals into several groups, according to tho 
procedure employed. 
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First Group . — Serum was obtained from three guinea pigs that were about ready 
to litter. This was injected subcutaneously and uitravenously witliin an hour into 
live other guinea pigs tliat were practically at term. 

Experiment 1. Pregnant guinea pig, multipara, received 2 c.c. serum subcutan- 
eously. No effect. Passed into normal labor two days later. 

Experiment 2. Pregnant guinea pig, muHipara, received 1.5 c.c. scrum intra- 
venously j no effect. No labor for three days following. 

E.xperiment 9. Pregnant guinea pig, primipara, received 2 c.c. ierum intra- 
venously; no effect. Passed into normal labor two days later. 

E.xperiment 15. Pregnant guinea pig, received 1.5 c.c. intravenou-sly; no effect. 
Labor four days later. 

E.xperiment 17. Pregnant guinea pig, multipara, received 2 c.c. intravenou.sly ; 
no effect. No labor for next forty-eight Iiours. The scrum was obtained by 
removing the young and the placentae by abdominal section and centrifugalizing 
the blood. 

Second group . — Scrum of three mother pigs collected within a few minutes 
after birth of young. 

Experiment 10. Pregnant pig, received 1.2 c.c. scrum intiavenously ; no effect. 
Labor two days later. 

Experiment 13. Pregnant guinea pig, received ].S c.c. intravenously: no cff'cct. 
Labor occurred twenty hours later. 

Experiment 14. Pregnant guinea pig, 0..S c.c. intiavenously; no effect. Labor 
occurred three days later. 

Third group . — Scrum collected from six pigs removed by abdominal section. 
Also scrum collected from three young pigs immediately after biith. 

Experiment 3. Pregnant guinea pig, received 1.3 c.c. scrum intravenously; no 
effect. Labor occurred seventy-two hours later. 

Experiment 4. Pregnant guinea pig received 1.4 c.c. scrum intravenously; no 
effect. No labor for next three days. 

Experiment 10. Pregnant guinea pig received 2 c.c. serum subcutaneously; no 
effect. No labor for two days. 

Experiment IS. Pregnant guinea pig received l.S c.c. intiavenously; no cfCcvt. 
No labor for two days. 

Fourth group . — Placentae of three animals removed at time of abdominal sec- 
tion. Ground in mortar with sterile saline and centrifugalized. 

Experiment 8. Pregnant guinea pig received 2 c.c. of placental extract intra- 
venously; no effect. No labor for three day.*;. 

Experiment 5. Pregnant guinea pig, received l.S c.c. intravenously. Labor 
twenty-four hours later. 

Experiment 19. Pregnant guinea pig received 2.2 c.c. intnuxnously. Labor 
thirty hours later. 

Pi/th group . — Experiments G, 7, 17, 20, 21, 22. Five picgnant guinea pigs re- 
ceived intravenous injections of .'erum from 1 to 2..5 c.c. lemoved from luiman 
placental blood. No immediate effect. Labor occurred one to five days after in- 
jection. 

In 1912, Dr. Kolmer in cooperation with Dr. D. M. Aii'-pa'-h injected human 
placental scrum into eight patients at or near tenn. The results in all cases ivcre 
negative. 

lleide’s theory tliat gradual -sensitixation of the mother by fetal 
toxins with onset of labor due to sudden intoxication v.-ith a large 
dose of fetal antigen, thus con.sidering labor an anaphylactic proce.s.s, 
is not supported by Kolmer \s experiments. 
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Owing to tlie inconstant and ratlier unsatisfactory relationsMp be- 
tween the conclusions of the Yarious authors and their actual findings, 
as described in their protocols, the author decided to perforin a 
series of parabiotic experiments and note the effect, if any, that la- 
bor hg.d upon pregnant animals. 

TECHNIC 

Fully mature pregnant rats were employed. An artificial parabiosis 
(Siamese twins, so to speak) was produced. This was done by mak- 
ing a flank incision through the entire thickness of the abdominal 
wall, opening into the peritoneal cavity from the last rib above to 
the pelvis below. A similar incision was made in the second animal 
on the opposite side. The two animals were now united by the same 
technic employed in performing an intestinal anastomosis. The per- 
itoneum and muscle were united as one layer, the fascia as a second 
and the skin as a third. "When completed, the two animals possessed 
a common peritoneal cavity. In every instance the two animals were 
so selected that the gravidity was distinctly more advanced in the 
one than it was in the other. Each pair of animals was kept in its 
OAvn cage. 

Parabiotic pair No. 1. Operation January 10, 1924. Moderately advanced 
gravidity. Bight more advanced than left. On January 16, the right rat littered, 
dropping four young; the left animal was unaffected. On January 22, six days 
later, the left rat littered, dropping five young. Both animals were quite well. 
Eesult negative. 

Parabiotic pair No. 3. Operation January 23, 1924. Bight more advanced 
than left. On January 28, there was seen at the line of suture an evisceration of 
the intestines with gangrene of the gut. Animals were alive, — sacrificed. 

Parabiotic pair No. 2. Operation January 21, 1924. Bight more advanced than 
left. On January 24, the right animal was found dead, — ^intestinal prolapse. 
Left killed. 

Parabiotic pair No. 4. Operation January 24, 1924. Bight more advanced 
pregnancy than left. Bight rat littered on January 31, dropping', nine young. 
Left animal littered on February 4, four days later. Besult negatives. 

Parabiotic pair No. 5. Operation January 25, 1924. Eight more advanced 
pregnancy than left. On January 31 the right animal littered, dropping four young. 
On February 3, three days later, the left animal littered, dropping three young. 
Besult negative. 

Parabiotic pair No. 6. Operation January 28, 1924. Bight less advanced preg 
nancy than left. On Febiuary 4 the left rat littered. On February 7, three ^ys 
later, both animals -were found dead. Autopsy showed uterus of left animal 
entirely empty. Lungs showed pneumonia. Bight rat had three fully developed 
fetuses in uterus. Besult negative. 

Parabiotic pair No. 7. Operation January 29, 1924. Eight rut less advanced 
in pregnancy than left. On Febniaiy 2, the left rat littered, dropping eight 
young. On February' G, four days later, the right rat littered, dropping two j'oung. 
Besult negative. 

Parabiotic pair No. S. Operation February 7, 1924. Bight animal less advanced 
pregnancy than left. On February 13, the right rat littered, dropping five young. 
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On February IS, five days later, the animals •were found dead. Autopsy: Bight 
rat, uterus empty, lungs show pneumonia. Left rat, uterus contains four fetuses. 
Eesult negative. 

Parabiotic pair Iso. 9. Operation February 7, 1924. Eight less advanced preg- 
nancy than left. On February 11, the left rat littered, dropping si.x young. On 
February 13, two days later, the right rat littered. Result negative. 

Parabiotic pair No. 10. Operation Februarj’ 11, 1924. Eight less advanced 
pregnancy than left. On February IG, both animals were found to have littered. 

Parabiotic pair No. 11. Operation February 12, 1924. Eight less advanced 
pregnane}-- than left. On February 15, the left rat littered, dropping four young. 
On February 18, three days later, the right rat littered, one young. Eesult nega- 
tive. 


SUMMARY 

Eleven pairs of pregnant rats were united in parabiosis. Pairs 
No. 2 and No. 3 died before tbe animals went into labor. Of the 
remaining nine pairs, all except No. 10 went into labor at the usual 
time at the termination of their respective periods of gestation. The 
animal less advanced in pregnancy continued to the end of its nor- 
mal gestation period without being in the slightest degree affected by 
the labor of its partner. In pair No. 10, both animals littered at ap- 
proximately the same time. 

In view of the normally completed course of gestation in tlie other 
eight pail’s, it would be a rather illogical assumption to explain this 
solitary instance on the basis of an anaphylactic phenomenon as Sauer- 
bruch and Heyde, von der Heide, and Kongy, have a-ssumed. It is 
much more likely that the stage of gestation in both animals was 
about the same and that the somewhat enlarged size of the fetuses in 
the left rat was due simply to the fact that in that breed of animals 
the size of the young was larger because of the smaller number of 
fetuses. 


CONCLUSION 

Fascinating as is the theory of labor as an anaphylactic phenom- 
enon, and logical as arc the theoretic assumptions made in its behalf, 
the results of these experiments have shown that in the rats employed, 
no labor inducing substances are produced during labor that have 
any appreciable influence upon the course of pregnancy in the partner 
of a parabiotic pregnant pair. 
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NOTES ON THE ETIOLOGY AND EPIDEMIOLOGY OP 
BIPETIGO CONTAGIOSA NEONATOEUM" 

By David L. Bedding, M.D,, Boston, Mas s, 

TMPETIGO contagiosa neonatorum, an infectious sldn disease in newly 
born infants, presents a serious problem in maternity hospitals. Its 
ease of transmission and, at times, its high mortality, make the disease 
dreaded by obstetricians. Eeports from all parts of the world testify 
to the wide distribution' of this infectious disease. Because of its 
varied symptoms, it has been described under a variety of names, suck 
as pemphigus neonatorum, pemphigoid, dermatitis exfoliativa, and im- 
petigo contagiosa bullosa. 

Three epidemics have been observed in the Eobinson Memorial Hos- 
pital, Boston, during the past eight years. The first necessitated the 
closing of the hospital, the second was less severe, and the third ex- 
tremely mild. In the second epidemic the etiologic and epidemiologic 
studies which are described in this paper were made. Owing to the 
excellent reviews of a somewhat voluminous literature, by several 
recent investigators, the scope of this paper is confined to our par- 
ticular observations, and only those references are cited which bear 
directly on the points at issue. 

CLINICAD SYMPT03IS 

The disease is characterized by vesicle and bleb formation and at 
times by an exfoliation of the upper layer of the epidermis. In sus- 
ceptible cases its rapid progress through the formation of new lesions, 
and the peripheral extension of old, may produce a dermatitis exfolia- 
tiva neonatorum. 

The first lesion appears as a small vesicle with a slightly inflamed 
or hyperemic base, most frequentlj’- on the exposed surfaces, such as 
the head and hands, later extending to the moist opposing skin sur- 
faces, as neck, axilla, or groin. In some instances the ruptured or 
unruptured vesicle heals without extension and wdth little or no crust- 
ing; in others, it extends peripherally until a large bleb is formed. 
The fluid at first is clear, but later becomes turbid. The skin is at 
first tense, then flaccid, and finallj’’ ruptures. In fatal cases ^ large 
areas of denuded skin similar to burns result from the extension or 
the coalescence of several bullae. If the process does not advance too 
rapidly, various stages of skin regeneration may be found. 

All grades of sldn involvement occur in the same epidemic, ranging 
from mild, questionable lesions to severe exfoliation. The proportion 

•Contributions from the Evans Memorial. Ko. C24. Series 102. 
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of mild and severe eases varies with the epidemie, indicating a difrer- 
ence in the virulence of the infecting organism. In the malignant 
cases the diagnosis is indicated by the rapid progress, autoinoeu- 
lability, bleb formation, and exfoliative lesions. TJie mild t.vpe is 
characterized by the formation of small vesicles which later become 
pustular, usually heal promptlj’- Avitliout scarring, and show little 
tendency to peripheral extension. Of seventeen patients, three .showed 
the bullous spreading tj'pe; seven, a combination of the vesicular and 
bullous, and seven, the vesicular alone with isolated or grouped lesions. 
The appearance of the disease ranged from the first to the ninth day 
after birth, appearing from the third to the fifth day in two-thirds 
of the patients. j\Iost of the cases recorded by three investigators 
occurred between the fourth and seventh days. 

The infant, except for the discomfort resulting from the loss of .skin, 
at first evidences no constitutional sjmiptoms. In the fatal cases a 
general septic condition with .subnormal temperature, due to toxic 
absorption and faulty elimination from the denuded skin areas, 
rapidlj^ develops shortly before death. The prognosis depends upon 
the extent and rapidity of the exfoliation and the general resistance 
of the infant. Postmortem findings, as a rule, give little information. 

ETIOLOGY 

Cidiurcs . — Although the adult form of impetigo has been attributed 
to a variety of organisms, most investigators believe that the strepto- 
coccus is the primary agent in the vesicular type of Ti.sbury Fox and 
that the staphylococcus is a secondaiy invader; whereas, the pustular 
type of Bockhart is due to the staphylococcus. According to three in- 
vestigators, pure cultures of streptococci isolated from impetigo 
vesicles have produced tj'pical lesions of the disease in man, but sero- 
logic and cultural studies of such streptococci by four inve.stigators 
indicate no uniformity in the strains. It would appear that the causa- 
tive agent of the adult type of impetigo contagiosa is a skin strepto- 
coccus of exalted virulence. 

With the exception of the bullous type of adult impetigo, the disease 
in infants seems clinically and etiologically different. At least 
eighteen investigators liavc concluded that the Staphylococcus aureus 
is the invading organism in the impetigo of infants. 

In our three epidemics, the prevailing organism was Staphylococcus 
aureus. The Staphylococcus albus. a Gram-positive bacillus, and a 
hemolytic streptococcus were occasionally found. Xo pathogenicity 
was observed in skin inoculations except with the Staphylococcus 
aureus and the hemolytic streptococcus, and Amriations Avere noted in 
the different strains of Staphj’lococcus aureus. The particular strain 
described in this paper Avas isolated in the second epidemic. Tlie chief 
difficulty Avas to obtain cultures uncontaminated AAuth skin staphylo- 
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cocci. Aerobic and anaerobic methods with a large assortment of 
general and special media were used. From a review of the literature 
and from onr observation in a more restricted field, it is evident that 
the impetigo strain differs from the ordinary Staphylococcus aureus in 
its pathogenic action and that this pathogenicity varies in the differ- 
ent epidemics. 

No gross cultural differences between the impetigo staphylococcus 
and the ordinary Staphylococcus aureus could be determined. The 
fermentation reactions of a strain from an infant with impetigo which 
produced lesions of the disease, and from another which did not cause 
such lesions were practically the same. Acid developed in glucose, 
lactose, saccharose, maltose, levulose, and mannite, but not in raffinose, 
salicin, and inulin for both strains, a greater amount being produced 
in glucose and lactose than in the other sugars. However, a difference 
was noticed in the rate of acid production, the nonimpetigo strain 
showing an initial “lag” for the first twenty-four hours. 

Animal Inoculations . — ^In nearly every instance attempts to repro- 
duce the disease in the skin of animals have proved a failure. Clegg 
and Wherry^ observed no reactions beyond a slight hyperemia from 
small subcutaneous and intraperitoneal injections in guinea pigs. 
Falls,^ using larger doses, was able to produce death in guinea pigs 
with visceral pyemia and with edema and hemori’hage of the sub- 
cutaneous tissues, but intravenous administration showed no selec- 
tivity for the skin and intradermal injections in a monlcey did not 
produce typical lesions. Smith and Burky^ were not able to produce 
lesions in the skin and cornea of rabbits with staphjdococci isolated 
from lesions of impetigo contagiosa in children. However, Land- 
steiner, Levaditi, and Fraser^ produced pemphigoid lesions in chim- 
panzees. Our intradermal injections and cutaneous inoculations with 
six strains of Staphylococcus aureus, a hemolytic streptococcus, and a 
Gram-positive bacillus, beyond causing an occasional slight redness 
and scaling, did not produce typical lesions in guinea pigs and rab- 
bits. Subcutaneous injections of small doses gave only a slight 
edematous inflammation in these animals. 

Human Inoculation . — ^In one infant a hemolytic streptococcus and a 
Staphylococcus aureus were isolated, from an apparently unbroken 
vesicle. Cutaneous inoculations were made in another portion of the 
body with pure cultures of these two organisms. The staphylococcus 
produced a more typical and a considerably larger lesion, which m 
forty-eight hours appeared as a slightly indurated red area, 18 mnu 
in diameter, while the streptococcus inoculation gave only a small o 
mm. zone of redness with no induration, and the control merely showed 
a faint flush. At the end of ninety-six hours the former showed an 
area of denuded skin, 12 mm. in diameter, with an elevated ragged 
border; and the latter, a smaller area of redness and a small broken 



BELDING: i:\IPETIGO CONTAGIOSA NEONATORUM 


73 


vesicle, 3 nun. in diameter, while the control remained as before. 
Either lesion might represent one of the varied forms of the disease, 
but the staphylococcic inoculation resembled the siireading bullous 
type prevalent in this particular infant. 

This test, for obvious reasons limited to tlie autoinoeulation of bac- 
teria obtained from the same infant, is open to the criticism that in- 
fection from other le.sions raaj’- have occurred in the inoculated areas. 
The absence of any demonstrable lesion in the control inoculation and 
the difference between the lesions produced by the staphylococcus and 
the streptococcus argue against this possibility". While this te.st does 
not determine the primary cause of infection, it demonstrates that, at 
least in this instance, the staphylococcus was capable of producing a 
more rapidly progressing lesion of the bullous type than the strepto- 
coccus. 

The same strain of staphylococcus was inoculated cutaneously' in 
the forearm of an adult. In six hours a diffuse redness, 55 mm. in 
diameter, with a slightly indurated central portion, and an enlarged 
axillary gland were observed. In fifteen hours tlie indurated area had 
extended to a diameter of 55 mm., with an area of more intense redness 
in the vicinity of the inoculation. In forty hours the induration had 
subsided, but a diffuse redness persisted over an area 75 mm. in 
diameter. In sixty hours the induration and redness had subsided 
except for a slight redness at the point of inoculation. In ninety hours 
a less marked but similar condition was found. No vesicle formation 
was observed, but a slight crusting was noticed. Tlie lesion was not 
typical of cither the vc.sicular or bullous types of impetigo, but seemed 
to be characterized by an erythematous induration of the skin with 
intense itching. 

Almquist^ produced a vc.sicular lesion by inoculation with the im- 
petigo staphylococcus. Clegg and Wherry produced a vesicular lesion 
on the arm in thirty hours which underwent resolution in forty-eight 
hours. Palls, by inoculating pricked skin with a broth culture, ob- 
tained, in twenty hours, a distinct vesicle fx’om which he recovered the 
Staphylococcus aureus. Landsteincr, Levaditi, and Pi-aser likewise 
produced vc.'^icular lesions. 

DiscusRton . — Evidence collected from many sources points to a dif- 
ferent ctiologic agent in the ve.sicular impetigo of children and of 
adults and the bullous impetigo of infants. No one has been able to 
demonstrate the ctiologic relationship of the .streptococcus to infant 
impetigo ns has been done in the case of adult impetigo contagiosa, 
and there is an almost unanimous belief that the Staphylococcus 
aureus is the cause. The ctiologic relationship of the .staphylococcus 
in the adult, form of the disease has been demonstrated by four in- 
vestigators through the production of typical lesions instead of the 
ordinary furuncle nr carbuncle infection. While the po.ssibility of a 
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filtrable virus or a symbiotic relationship cannot be ruled out, the 
accumulated evidence seems sufficient to designate a special strain of 
Staphylococcus aureus as the causative agent. 

Evidence indicates that the impetigo staphylococcus, except for 
minor cultural peculiarities, differs from the ordinary Staphylococcus 
aureus only in its pathogenic characteristics, and that differences 
exist even in the pathogenic powers of the various impetigo strains. 
The varied clinical symptoms, epidemic peculiarities, and differences 
in pathogenicity are due in part to the virulence of the infecting 
strains. The different symptoms in adults who have contracted the 
disease from infants may be explained by a difference in skin resist- 
ance, the skin of the newborn infant offering a more suitable culture 
medium. 

In general, our findings have confirmed the work of other observ- 
ers. Lesions of the disease could not be produced in animals. The 
typical vesicular lesion following the inoculation of the skin of an 
adult, described by others, was not obtained, but a skin reaction dif- 
fering from the usual type of staphylococcic infection was produced. 
With the same organism in an infant, the peripherally spreading 
bullous lesions of the disease were reproduced ; whereas, under similar 
conditions in the same patient, a hemolytic streptococcus, isolated from 
an impetigo lesion, produced an atypical lesion. In this somewhat 
limited way the comparative role of the staphylococcus and strepto- 
coccus as etiologic agents in infant impetigo is compared for the first 
time. Although the last word has not yet been said upon the etiology 
of infant impetigo, all the evidence up to the present time tends to 
designate certain strains of Staphylococcus aureus of valuable viru- 
lence as the etiologic agents in infant impetigo. 

EPIDEMIOLOGY 

Hospital . — ^Por the purpose of determining the circumstances favor- 
able or unfavorable to its spread, the progress of an epidemic was fol- 
lowed in a hospital vsdth excellent facilities for handling the disease. 
The epidemic was confined to two of the three floors occupied by 
maternity patients. Each floor was a complete unit as regards oper- 
ating, sterilizing, and delivery rooms, nursery, isolation room, and diet 
kitchen, with the exception that the water bottles and special food 
for all infants were prepared in the same kitchen. The first floor 
infected had three wards of seven beds, four of two and three, and 
two single rooms. The second comprised four large wards of nine 
to twelve beds and one single room. 

The nursery on each floor consisted of two rooms in which metal 
baskets containing the infants were arranged in racks according to 
wards. Only the obstetrical staff and the nurses assigned to the 
nursery were permitted to enter these rooms. Common supplies were 
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used in caring for all infants. The babies M'cre M'lieeled in groups to 
the u^ards for nursing. The linen was handled b.y the hospital laundry. 

Isolation methods were established early in this epidemic. Tlie 
technic employed in handling contagious diseases was enforced. The 
diseased and suspected infants Avere isolated separately under special 
nurses, and even those Avith febrile symptoms AA*ere segregated. Eacli 
infected infant AA’as treated as a separate unit AAuth sterile precaulions. 
As far as possible, isolation measures Avere used in caring for the 
mothers of the infected babies. 

Course. — The epidemic spread in spite of prompt isolation measures, 
indicating either delay and faulty technic or transmission by carriers. 
The original source of the infection AAms not determined. The disease 
first appeared as a pustular eruption on the face and neck of a tAvo- 
day-old child. The second case, Avhieli developed tA\*o days later, 
shoAved similar but more extensive lesions, AA'hile the third case, de- 
A^eloped into a fatal dermatitis exfoliativa neonatorum. The skin 
lesions A’-aried from mild pustules to extensive exfoliation, a fact Avhich 
rendered difficult the difi’erential diagnosis betAveen the mild form of 
impetigo and nonimpetiginous eruptions. 

The epidemic lasted thirt 3 ’’-four days. The first four cases developed 
on the first floor, and the fifth case appeared on the second floor on 
the tAvelfth day. The epidemic on the first floor Avas most severe 
betAveen the fourteenth and tAventy-first days, and that on the second 
floor, betAA^een the eighteenth and tAvent 3 '-fifth days. If Ave eliminate 
tAAm infants AAdth questionable diagnose.s, the epidemic Avas confined 
to three Avards on the first and tAA'o Awards on the second floor. The 
incubation period Avas brief. The shortest interval betAA'cen cases on 
the second floor Avas tAA’O daA’s and the longest six, but on the first 
floor there aa'OS one inteiwal of thirteen da.A's Avhich suggests transmis- 
sion through carriers. The tendency of the skin to macerate during 
the AA’arm Aveather tends to give a summer prevalence to these epi- 
demics. 

Morhidily . — The leading characteristics of this disease are the rapid- 
ity of transmission, the clinical progress, and the susceptibility of 
infants. During the period of thirtj'-four da.Avs, 17, or 8.5 per cent of 
a total of 202 infants became infected. Since the disease did not 
appear upon the second floor until tA\-elve daA'S after its appearance on 
the first, onlA' 153 infants Avere actuallj' exposed to the disease, thus 
increasing the morbidity to 11.1 per cent. lIoAA*eA-er, since the dis- 
tribution of the disease left certain Awards unaficcted, 75 ca,ses Arere 
dirceth* exposed, giA'ing on actual morbidity' of 22.7 per cent. Exact 
statistics of the morbiditA* rate in the A'arious epidemics arc rarely 
cited in the literature, but the impression of great variation is given. 
The average is probably betAvecn 20 and 30 per cent. 
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Mortality. Tlie mortality reported by fifteen investigators averages 
21 per cent, and ranges from 0 to 50 per cent. Of tlie 17 patients in 
onr second epidemic 2, or 11.8 per cent died. In our first epidemic 
the mortality was about 25 per cent, and in our third no deaths 
occurred. 

Human Carriers . — Circumstantial evidence points to human carriers 
as the chief source of infection. The ease of surface infection and the 
hardy nature of the staphylococcus render the disease readily trans- 
mittible by direct contact and through true or mechanical carriers. 
The possible sources of human transmission are : (1) the diseased in- 
fant, (2) the mother, (3) the physician, and (4) the nurse. 

Direct contact of infected and well infants may have taken place 
in our nursery previous to the appearance of clinical signs of the dis- 
ease. The restriction of the disease to certain wards would favor 
either this assumption or indicate transmission through the nurse. 

Certain investigators believe that the mother is the source of the 
disease. A mother with staphylococcic impetigo, a systemic staphylo- 
coccic infection, or even with an infected breast might be the initial 
cause of an epidemic, but such a carrier, through immediate isolation, 
could be rendered incapable of serving as a source of further trans- 
mission. Recently Mellon, Caldwell, and Winans® have demonstrated 
that mother’s milk may be the source of an epidemic. Cultures of 
Staphylococcus aureus were obtained in milk from both the peripheral 
ducts and the deeper recesses of the breast in apparentlj’’ symptomless 
mothers of infants with impetigo. None were obtained from mothers 
of uninfected children. Their findings emphasize the importance of 
isolating the mothers of infected infants. In nearly every epidemic 
a few mothers have been infected from the infant. In this particular 
epidemic, one mother developed an impetigo of the breast from the 
nursing infant. 

In the older writings, the attendant at the delivery was considered 
the source of transmission, several investigators reporting epidemics 
traceable to midwives. In this epidemic no evidence was obtained 
that the obstetrician or delivery room attendants were responsible for 
the spread of the infection. The varied interval after birth would 
tend to eliminate this source. 

The principal source of human transmission is the nurse. In the 
nursery she is in constant, intimate contact with the infants and serves 
as a means of mechanical transmission even if not a true carrier. Al- 
though in the epidemic under discussion suspected infants were im- 
mediately isolated, transmission through this source had been already 
accomplished. The outbreak of the epidemic on the second floor 
twelve days after that on the first floor followed closely the transfer 
of a nurserj^ nurse from the first to the second floor. Secondary in- 
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fection of tlie hands and arms of nurses from infanis lias been ob- 
served in other epidemics. 

Inanimaio Ohjccis . — The vitality of Ibe stajdiyloeoccus, and its nor- 
mal habitat on the skin and upon inanimal c objeels, render easy the 
transmission of the disease and permit inanimate objects to play a 
more important role in its distribution than in that of most com- 
municable diseases. When the infants entered tlie ward for nursing, 
they were exposed onlj' to tlie environment of tlicir respective motlicrs. 
Unless an infected mother, in whom the disease had escaped recog- 
nition, was able to contaminate directly or indirectly other mothers, 
the ward offered eomparativel.y little chance for this means of trans- 
mission. At nursing time several infants were removed from their 
baskets and wheeled on a carriage to the ward, thus affording oppor- 
tunity for personal contact and contamination of the carriage coverings. 

The clothing and bedding of the infanis were laundered Avith no 
special measures for sterilizing, since the process in itself should he 
sufScient to destroy the staphylococcus. The final handling of the 
linen by laundry attendants was a possible, though improbable, source 
of infection. The Avater bottles and formula feedings Avere ])repared 
in one place for the entire serA'ice, but as sterile precautions Averc 
used and most infants Avere breast-fed, this source Avas unlikely. 

The utensils for handling the infants in the nursery, such as bathing 
tables, basins, oil, dressings, etc., presented the most favorable oppor- 
tunity for the transfer of infection by inanimate objects. The labor 
of caring for from thirty to forty children Avas so great that routine 
sterile precautions among the infants Avere impossible, and under the 
pressure of ru.sh Avork, the transfer of infection both through the 
nurse and through nursery material might readily occur. The Avide 
distribution of ordinary staphylococci rendered practically impossible 
any bacterial determination of the inanijuatc sources of infection. 

Discussion . — The causatiA'c agent, the staphylococcus, is a hardy or- 
ganism capable of leading for long periods a saprophytic exi.stcnec on 
re.sistant skin and upon inanimate objects. OAving to lack of resistance, 
the .skin of the ncAA'ly born infant presents a fertile soil. In bacterial 
cultures a fcAV organisms A\-ill develop on faA'orable media, Avhcrcas, the 
implantation of many thousand times that number arc required for a 
less favorable media. A .similar comparison in respect to the ease of 
and reaction to infection Avith the impetigo .staphylococci may be made 
betAveen the skins of the infant and the adult. With such favorable 
conditions for infection in the infant, many means of transmission of 
this viable organism arc afforded. 

lJumau agency apjiear.s the inosf frequent source of 1ran.smi.ssion. 
The primary source may be a mother Avho is a carrier. Our CA'idcnce 
points to the sju-ead of tlie infcciion in the nursery directly or in- 
directly throutrh the nurse, vho acts ehielly as a mechanical carrier. 
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The spread of the epidemic from the first to the second floor nursery 
followed the transfer of a nurse. The possibility of true- carriers 
among the nurses or attendants must ahvays be considered, but their 
detection is most difficult. 

An object which comes in contact with the lesions furnishes a means 
of transmitting infection to healthy infants. The common utensils 
used in the daily care of the infants afford the most likely sources. 
No evidence is found to indicate the transmission through prepared 
food, water, or freshly laundered clothing. 

Since the resistance of the infants, except for racial and individual 
variation, should prove the same, our observations and those of others 
indicate a marked difference in virulence in the strains of the infecting 
organism. The first ejiidemic in our hospital showed an extremely 
rapid spread, a devastating clinical picttue, a high mortality, and 
necessitated the closing of the hospital. The second proved of a less 
virulent type, while the third showed a mild, yet typically clinical 
form of the disease with no fatalities. 

Prevention . — The institution of prophylactic measures depends upon 
the facilities of the hospital as regards equipment and nurses. The 
rapid isolation of diagnosed and suspected cases in two groups with 
special nurses is the ideal method. Practically, limited facilities may 
necessitate the isolation of suspected and diagnosed cases in one group. 
The special nurses emploj'-ed in the care of the infected infants should 
have no direct or indirect contact with other nurses. Frequent inspec- 
tion of well infants should be made to guarantee the prompt isolation 
of all suspects. If the disease persists in spite of isolation measures, 
no new patients should be received unless complete separation from 
the old patients is possible. 

After the disease has broken out, the primary prophylactic measure 
is the proper handling of the healthy rather than the care of the in- 
fected infants. A thorough cleansing and disinfection of the nursery 
should precede the individual handling of the infants, since the 
staphylococcus is capable of transmission through various objects, and 
it may be widely distributed before the disease is recognized. With 
the possibility of new cases continually appearing, each healthy in- 
fant should be handled, in so far as possible, as a separate unit, espe- 
cially as regards the common nursery supplies. Theoretically, the ideal 
method would be the use of the same precautions as in handling pa- 
tients with infectious diseases. Practically, scarcity of labor renders 
such a procedure impossible in most hospitals and only the more im- 
portant precautions, such as cleansing and sterilizing the gloved hands 
of the nurse before handling each infant, and the avoidance of contact 
with the same materials by the different infants can be followed. 

In order to eliminate a possible source of infection, the mothers of 
infected infants should be isolated. The question of breast or artificial 



BELDING: IMPETIGO C0KTAGI05A XEOXATORUM 


79 


feeding depends upon tlie indi^'idual case. "Wlien a special isolation ward 
is not available, contagious disease precautions for each mother should 
be maintained. The care of the infected infants, especially if sus- 
pected cases are not separately isolated, should follow the same pre- 
cautions as outlined for the well infants. Each infant should be 
handled with full contagious disease precautions. xVll linen from the 
infected nursery should be sterilized before it is sent to the laundry. 
Bottles used for infected babies’ food and drink .should be sterilized 
and prepared separatelj’- from the regular supply, 

SUMMARY 

1. Our observations corroborate the opinion of the previous investi- 
gators who find that a strain of Staphylococcus aureus of special viru- 
lence is the etiologie agent in impetigo contagiosa neonatorum, 

2. A pure culture of Staphylococcus aureus isolated from an im- 
petigo lesion failed to produce .skin le.sions in guinea pigs and rabbits. 
The same culture caused a nouvesicular inliammatory reaction in the 
skin of an adult and a typical exfoliating lesion in an infant from 
whom the organism was originally isolated. A hemolytic strepto- 
coccus isolated from the same infant produced only a small atypical 
lesion. 

3. The cultural characteristics of the impetigo staphylococcus arc 
practically the same as those of the ordinary staphylococcus. A rjue.s- 
tionable minor difference in the rate of carbohydrate fermentation i.s 
recorded. 

4. The viability of the staphylococcus makes the disease transmis- 
sible through both human beings and inanimate objects, and renders 
disinfection of an infected hospital e.specially difTicult. In the epi- 
demics under observation it is probable that the transmission of the 
disease occurred chiefly through the nurses and the nursery supplies. 

5. The variation in the different epidemics is due probably to a dif- 
ference in the virulence of the infecting strain. The difference in 
clinical symptoms betAvecn adults and children or in individual in- 
fants seems to be due to the resistance of the host. 

6. The primary prophylactic measure in a hospital epidemic is the 
individual handling of the well infants, as early cases are capable of 
transmitting the infection before a diagnosis is made. 
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ELIMINATION OF THE SECOND STAGE OP LABOR IN 
BREECH PRESENTATIONS 

By Frederick C. Irving, M.D., and Thos. R. Goetiials, M.D., 

Boston, Mass. 

(From the Department of Obstetrics, Harvard llcdioal School) 

I T is a recognized fact that breech presentations offer a relatively 
unfavorable prognosis for the baby. Statistics from various 
sources give the fetal mortality as 6, 10, 15, or even 20 per cent, the 
last, quoted by Hirst, to include badly managed cases in general prac- 
tice. Recent statistics from the Sloan Maternity Hospital show a 
mortality'’ at that clinic of 12 per cent in primary breech presentations. 
De Lee, who gives 6 to 15 per cent as a general mortality figure, be- 
lieves that this should not exceed 5 per cent in uncomplicated cases. 

Several factors are contributory to natal and neonatal deaths in 
breech deliveries. Violence and trauma of unphysiologic extraction 
are considered as outstanding causes by Crothers, an opinion in which 
he is supported by Pierson. These observers believe that injury to 
the vital centers in the medulla is the usual cause of death in stillborn 
viable fetuses, and that the occurrence of such injury is favored in 
breech presentations by traction on the body or by suprapubic pres- 
sure on the aftercoming head. 

Other factors, however, are present in breech presentations which 
render them more dangerous to the fetus than vertex presentations. 
Most important is disproportion between the baby and the maternal 
■pelvis. If such disproportion is suspected the obstetrician finds that 
several very valuable methods of comparison betAveen baby and pel- 
vis, which are of the greatest importance when the vertex presents, 
are unavailable. Under the circumstances the engagement of the 
head before labor and Muller’s method of impression are obviously 
out of the question, and even a test of labor Avill give no clue as to the 
probability of the baby’s head passing uninjured through the pelvis. 
Consequently the only means of prognostication are reduced to meas- 
urement of the pelvis and estimation of the size of the baby at term, 
of Avhieh ouU the foinner is an accui’ate determination. This means 
that regardless of the progress of labor, or the skill and gentleness of 
extraction, a certain proportion of babies must be lost as a result of 
mechanical difficulties in delivery of the aftercoming head, which has 
had no opportunity to become moulded into the pehds during labor, 
and the size of Avhich, relatu'c to the pelvis tlirough Avliich it must 
eventually pass, can never be accurately ascertained until the act of 
delHery is in its final stages. Cases of marked disproportion discov- 
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ered in tins way must necessarily carry a liigli fetal mortalily without 
regard to whether the death of the child is due to asphyxia or to the 
trauma of extraction. For the same reason accouchement force in 
breech presentation is apt to result in mechanical difficulty in delivery 
of the aftercoming head with a consequent bad risk for the baby. 

Aside from the danger element of disproportion, presentation of the 
breech results disadvantageous!}’’ to the fetus in several respects. In 
the first stage, the relative lack of accommodation of the breech to 
the birth canal favors premature rupture of the membranes, and does 
not afford a mechanicalh’ sufficient dilator of the os. The result is a 



jrip 1 D''monPlr:itInR- tliat In .a vertex prcFfntntion which Is on the perineum, 

the umbilicus (U) of the fetus Is still well .above the superior .strait (/). consequently 
the umbilical coni is ltj;s liholy to be subjected to pressure than In a hrcccli prt- 
.sentation whicli lias desceiulod to a lllto derrroc. 

tendency for such cases to undergo a long and tedious first stage, and 
in many instances to delay tlic actual onset of labor for some time 
after the membranes liavc ruptured. 

Pigs. 1 and 2 illusfnite anotlier factor which renders the breech 
presentation more dangerous to the child than the occipital. As a 
general rule many broeclies remain high above Ibe pelvic brim or but 
lightly engaged until full dilatation of the os has occurred; as soon, 
however, as this barrier is out of the way, descent ensuc.«. In this 
process the cord may be eompre.ssed either between the breech and 
the pelvic brim or between the tliigli and liie body of the fotus. q'he 
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fact, above mentioned, of the poor accommodation of the breech to 
the shape of the birth canal favors such compression by allowing the 
cord not infrequently to prolapse partially or completely. Needless 
to say such compression can always be suspected and eventually 
proved, if careful watch of the fetal heart is kept at all times, espe- 
cially during the second stage. 

Another danger to the baby during the second stage lies in the ten- 
dency of the uterus to empty itself of the greater bulk of its contents, 
viz., the legs, body, and arms of the fetus, shortly after full dilatation 
has occurred. The result of this sudden shutting down of the uterus 
upon the relatively small bulk of the head occasionally causes a rapid 



u 


Pig. 2. — ^Demonstrating tliat in a breech presentation n Thus the 

mu umbilicus (U) of the fetus is well below the superior stiait ( )• „ 
umbilical cord may easily be subjected to pressure and asphyxia resu . ft^or, is 
inadvisability of delay in delivery, once the breech has reached the pc 


apparent. 


and complete detachment of the placenta "with consequently spec y 
death of the baby from asphyxia unless the situation is met witi 
immediate extraction. 

Finally, the baby is jeopardized during actual expulsion from tie 
vagina. For years it has been accepted that death from asphyxia is 
almost inevitable if the head be not delivered within eight minutes 
after the appearance of the umbilicus at the vulva. Although tus 
view is challenged by Pierson and othei’S, and although it may not e 
quantitatively applicable for all cases, it ought to be taken to mean 
that delivery should be completed intelligently and gently and as 
rapidly as possible after the umbilicus appears, rather than leave the 
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case to nature. It is the exception rather than the rule to find ttic 
cord pulsating when the umbilicus appears, because at tliis stage the 
cord is usually compressed between the baby's head and the pelvic 
brim; therefore, eventually and relatively soon, the baby is certain 
to perish unless an airway is establislicd and the lungs given oppor- 
tunity to function. 

A studj’’ of fetal mortalit}’- in primaiy breech presentation as sliown 
by tlie records of the Boston Lj-ing-In Hospital for the ten year 
period from 1914 to 1923 inclu-sive is one of tlic main objects of this 
paper; the other is to summarize the conclusions to be drawn from 
one year of special assignment work on the subject of breech deliveries. 
The figures to be pre.sented are derived from the deliveries of single 
viable babies presenting as primary breeches, iineomjilicated by inciden- 
tal conditions which in themselves tend to a high fetal mortality, c.g., 
placenta previa; they exclude natal and neonatal deaths from such 
causes as maceration, nomdabilitj’’, prematurity, and congenital anom- 
alies incompatible with life or continuance of life. They also exclude 
breech deliveries in multiple pregnancy. 

The ten jmar series .viclds 2.35 primary breech deliveries with 2.3 
deaths, a mortality rate of 9.78 per cent. These arc divided between 
94 prhniparous deliveries with 12 deaths, a 12.7 per cent mortality, 
and 141 multiparous deliveries with 11 deaths, a rate of 7.S per cent. 
The figures are given in Table I. 
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The 23 natal and neonatal deaths may be classified as follows: 


Group A. Mccbnuic.'illy c.nsy tlelivcry v.ilh ncoiinf.sl 
hcmorrhnpc. 

Group B. Mcf'li.niiic.'illy o-n^y dHivory rOMilliiijr 

cliild in vrry poor oou'lition r.-ith cnFuint: oxitus. 

Group C. Moohnnio.'iUy Cifiicult tlolivory. 


(lealh from 
••{ilHijrni. or Esrth of 


Group A includes six cases in which delivery was described in tlm 
records as being easy of accomplishment, but followinir whudi tlie 
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babies died after several hours or daj^s, with clinical signs of intra- 
cranial hemorrhage ; in two of these cases the diagnosis was confirmed 
at operation; iii one, at autopsj’’. Gases in this group may well be 
compared to those children born by a normal spontaneous vertex 
delivery who die occasionally in a similar manner hours or days after 
birth. 

G-roup B includes those babies born spontaneously by the breech 
or by extraction where no mechanical obstruction or difficulty ex- 
isted, but who were either stillborn or born in such poor condition that 
attempts at resuscitation were fruitless. These cases, viewed together, 
are very instructive, and justify a summary. They are eight in 
number. 

No. 21702. — ^Para ii. Labor was induced with castor oil and quinine. No rec- 
ord of fetal heart sounds for some hours before delivery, although it was present 
at time of rupture of membranes. The patient was unruly and pushed breech out 
of vulva before arrival of house officer. She was scrubbed and delivered at once 
without difficulty. The baby weighed six pounds and six ounces. Stillborn. 

No. 25307. — ^Para ii (essentially primipara). Plat pelvis. Petal heart was heard 
at 140 and regular, forty minutes before delivery. Breech on perineum. Easy 
extraction. Baby .weighed six pounds, eleven ounces. Child rigid, gasped once, 
and grew pallid; resuscitation unsuccessful. 

No. 26523. — ^Primipara, forty-one years old. Toxemic. Bag inserted. Breech 
allowed to crown after full dilatation. Petal heart 140, regular, forty-two min- 
utes before delivery. Easy extraction after crowning. Baby stillborn. 

No. 25821, — ^Para iii, Pirst delivery by cesarean section; second by version. 
Patient allowed to go into labor. Pully dilated for over an hour. Petal heart 
fell to 90 and became irregular. High breech. Easy extraction of a nine pound 
child which could not be resuscitated. 

No. 26867. — ^Para iv, Justo minor pelvis. Ruptured membranes live hours be- 
fore labor started. Petal heart sounds recorded at intervals until twenty-two 
minutes before delivery. Breech presenting, delivered; cord found compressed 
and caught by left leg; freed; did not pulsate. Immediate delivery. Stillborn, 

No. 26899. — ^Para v. Normal pelvis. Ruptured membranes twenty-four hours 
before onset of labor. Petal heart irregular from the start, — 80 to 180. Bag in- 
serted, came out in two hours and a quarter. Os found fully dilated. Extraction 
easy within five minutes and a half of grasping foot. Stillborn. 

No. 26972. — ^Primipara. Slightly funnel-shaped pelvis. Pushed frank breech 
to perineum. Petal heart heard seventeen minutes before delivery. With breech 
on perineum, fetal heart sound was suddenly lost. Immediate extraction. Baby 
pallid, and could not be resuscitated. Placenta fell out on top of baby. 

No. 27074. — Para v. Under antiluetic treatment. Normal pelvis. Petal heart 
hc.ard on admission, could not be heard an hour later. Prepared for immediate 
delivery. Breech on perineum. Easy extraction. Baby weighed three pounds 
and three ounces. Heart never beat. 

Five of tliese Group B cases are of interest as showing the occur- 
rence of death at some time during the expulsive stage, one with R 
discovered compression of the cord, and one with an evident prema- 
turely separated placenta. Tliese deaths were in a measure avoidable 
in that, had the expulsive .stage been shortened or done away with by 
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earlier extraction, some of tliem, at least, would ]]o( have occurred. 
Two of the remaining three .sliowed fetal distress hy variation in the 
rate and rhythm of the heart, and were treated hy extraction,- yet the 
child in Case 25821 might well have .survived liad extraction been 
undertaken earlier. 

Group C comprises nine cases, in all of which delivery was mechan- 
ically difficult. 

No. 21172. — Primipara. Sent in from O.JM), where .she hail been in labor two 
days, and Avhere she had had bag inserted. Three fmgcr.s dilated on arrival, with 
cervix taken up. Because of niotherts jioor condition dilatation w.as completed 
manually. Cervix shut down on the aftercoming head. Baby slillborn. 

No. 21909. — Priniipara. Plat pelvis. Cesarean section v.'as considered. Three 
hours ill second stage with fetal heart heard. Broccli low-midpelvis, Extr.action 
done, left arm extended, brought out with clavicle fractured. Forceps to after- 
coming head. Babj- weighed seven pounds. Pied five minutes after delivery. 

No. 24221. — Primipara. Justo minor pelvis. Both labia large, — size of fists, 
and vaginal mucous mcmbr.anc very tough and leathery. Os fully dilated. Va- 
gina torn when dilated, packed, cpisiotomy done, feet brought doivn. J/oft arm 
behind head. Baby stillborn with fractured left shoulder. 

No. 2G2S0. — Para v. Justo major pelvii;. Buptured membranes about 7 R.M., 
but did not start in labor; bag to bo inserted in morning. Cervix on cx.amina- 
tion thought to be easily dilatable. Dilated mannally. Baby’s arms o.vtcndod. 
Forceps to aftercoming head. Stillborn. Weighed eight pounds and eight ounces. 

No. 2G378. — Primipara with flat pelvis, promontory by rectum easily felt. Ce- 
sarean section decided ng.ainst bccau.so patient had temperature of 101- Fully 
dibated. Extraction done; head was caught at superior .strait, and wn.s pushed 
through only with difliculty. Baby weighed six imunds, four ounces; stillborn. 

No. 28235. — ^I’rimipara with diagonal conjugate of 10.5 cm. Fetal hc.art heard 
up to four hours before delivery, no later record. Manual dilatation and extrac- 
tion for lack of progress. Arms delivered v.-ithout difiicuKy. Foino difficnlty in 
delivery of head. Baby stillborn, weighed seven pounds, two ounces. 

No. 3004S. — DifTicult delivery of eleven pound, four ounce baby after thirty- 
six hours of labor and long-stauding ruidurc of membranes. Tight uterus, fiat 
pelvis. 

No. 30127. — In labor twonty-fonr hours with ruptured membranes. Cervix three 
fingers dilated, frank breech, cord prolnp.scd. Manu.al dilatation .and extr.aesion. 
Bead stuck in cervix, delivered with difllcultj-. Ba1>y died tivo hours .after birili. 

No. 308G3. — Difficult cxtr.acliou after full dilatation. 


Group C is of particular interest as .sliowiu" the dau"C‘r to the child 
of a manual dilatation immediately preceding: bi'cech extraction. In- 
asmuch as artiticinl dilatation of the cervix can never he a< effective 


as the natural, it seems superfluous to urjre that tlie former should he 
done only in those eases where .sirintrcnt indication exists for imme- 
diate delivery in the interest cither of the mother or of the child. 

Because of the hifrh fetal morfalily rate at the hospital for tho year 
1920, we were "iven the special assig-nment of nil hreeeh deliveries for 
a twelve month period heginniu" Marcli 1. 1921. Wlicreas, previous 


to this period breech ca.^-c.s had been handled routinely by 


the staff 


member on serviee nr by the house officers 


aeting: under his direction, 
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it was felt that if a definite method of delivery were folloived under 
strict supervision, the fetal results might be improved. Therefore, 
during the time of the assignment all primary breech deliveries were 
conducted by or supervised personally by us. The routine method of 
procedure was in outline as follows: 

1. Careful auscultation of the fetal heart throughout labor, 

2. Policy of “hands of£” during the first stage, except when, because of lack of 
progress after rupture of the membranes prematurely, a Voorhees bag was in- 
serted to aid dilatation or to stimulate efficient uterine contractions. 

3. Immediate extraction after full dilatation. 



Fig. 3. — The best method of delivering the aftercoming head -when the face has 
rotated anteriorly. The chin is grasped between the index and middle -it, 

the operator and rotated posteriorly. The index Anger is then inserted in the mouui 
of the fetus, the head Aexed, and delivery effected in the usual manner. 


The technic of extraction included the freeing and bringing down 
both feet by the Pinard maneuver, in the cases of franlc breech; the 
keeping of the baby’s hack anterior nntil the scapulae were well 
down in sight; the delivery of the arms anteriorly under the sym- 
physis, one after the other; and the delivery of the head either by 
hlauriceau ’s maneuver combined with suprapubic pressure, or by appli- 
cation of forceps in the occasional case. The bringing dowm of one arm 
before beginning the extraction was done in several of the cases, and 
the hand held down alongside of the baby’s hip by means of a fillet 
around the wrist. TJiis maneuver may he of value in the case of an 
overlarge baby, but is of no advantage as a routine method. "We believe 
that better results are obtained if the posterior i*ather than the anterior 
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arm is tlius secured. In one of tlie cases tlie liead rotated in tlie pelvis 
after tlie body had been delivered, bringing the chin to the pubis ; in this 
case the method of rotation illustrated in Fig. 3 was of great value. 
The result of the cases delivered on this assignment was as follows : 


Table II 



BELIVEKIES ] 

: DEATHS 

SIORTALITY PER CEXT 

Priraiparas 

13 

1 

7.7 

Multiparas 

17 

1 

5.8 

Total 

o 

2 

6.6 


One of the deaths occurred in the case of a primipara with a diag- 
onal conjugate of 10.5 cm., in which manual dilatation and extraction 
were done for lack of progress. The head was delivered ivith diffi- 
culty and the baby was stillborn. The other was in the case of a 
multipara in which a slow methodical extraction was done "without 
complication or mishap,” following which the baby died on the third 
day of intracranial hemorrhage. 

Although the assignment lapsed on March 1, 1922, the method of 
procedure was followed in the main throughout that year and has 
been used in a large proportion of the eases subsequently. The deaths 
since the assignment ended have been one case of Group A and three 
of Group G. A comparison of fetal mortality rates during the ten 
year period as existing before and after the beginning of the assign- 
ment shows: 


Table III 
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For purposes of comparison Table III is inserted to show the fetal 
mortality following delivery by methods other than breech extraction. 
The cases have been selected in series from the pathologic index of 
the hospital records, and, wherever feasible, to the number of 235. 

The figures given in Table IV indicate that breech presentation 
deserves its reputation for jeopardizing the baby. They indicate that 
breech deliveries entail a higher fetal mortality than any form of 


Table IV 


1. Normal deliveries during j-oars 1916 and 1920 

2. 235 low forceps deliveries beginning 1916 

3. 235 mid forceps deliveries beginning 1916 

4. All_ bigb forceps deliveries 1916 to 1923 incl. 

5. 235 abdominal cesarean sections beginning 1916 
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DEATHS 

MORTALITY 

PER CENT 

920 

9 

0.97 

235 
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1.27 
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14.18 
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delivery by the presenting occiput save the operation of high forceps. 
Therefore, the method of conversion of the breech presentation into 
a vertex by external version deserves at least a trial if the case is 
recognized either before labor starts or early after it has begun. We 
believe, with Crothers and the Sloan group, that rough handling of 
the baby during breech extraction may and often does cause death 
from direct or indirect trauma. We believe, however, that if the case 
in which a breech presents is deemed suitable for delivery via the 
pelvic route the baby should be extracted as soon as full dilatation of 
the os has occurred, rather than be submitted to the dangers resulting 
during the second stage from compression of the cord and from 
premature separation of the placenta. 

443 Beacon Street 


POSTOPERATIVE PAROTITIS WITH A REPORT OP CASES* 

By Thomas C. Peightal, M.D., New York, N. T. 

A cute pyogenic parotitis, though occurring rarely as a distinct 
entity in healthy individuals, somewhat more frequently in a 
recurrent form, due to duct obstruction from stone, mucus, injury 
and other causes, and still more frequently in cases of acute, general 
infection, or in states of debility due to wasting diseases, is not alto- 
gether uncommon as a postoperative complication. As practically ev- 
ery surgeon has, at some time in his experience, encountered this last 
type of parotid infection, a brief report of several cases, with remarks 
concerning the possible etiology, may be of interest here. 

During the past four years, nine such cases have occurred in the 
operative services at the Roosevelt Hospital, — six of these recently, 
■within a period of five months, pre'vious to which time there had been 
a free interval of almost three years. Five of the cases are from the 
gynecologic service, and two cases each from the two surgical services. 
They naturally fall into three groups: mild, moderately severe, and 
severe, and may be briefly described as follows: 

Case 1. Mrs. I. M. G. (013319), -widow, aged fifty-nine was operated upon 
December 31, 1924, under general anesthesia, receiving 2400 mg. hours of radium, 
for carcinoma of the cervix. On January 1C, 1925 she received 1000 mg. hours 
in the \'aginal vault, without anesthesia, and on January 22, a third application of 
1500 mg. hours, in the upper cervix again under general anesthesia. On the sixth 
day after the last procedure the temperature rose from normal to 103® F. and 
there was moderate bilateral swelling of both parotids, which subsided spontaneously 
under cold applications in about live days. 


♦Ri'ad by invitation bofore Die New York Obstetrical Society, May 12, 1025. 
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Case 2. Mrs. D. K. (C13350), aged thirty-two, was operated upon February 
20, 1925, an extensive myomectomy for fibroids. Several hours afterwards the pa- 
tient required an infusion of 1000 e.c. of saline solution, after which she had a 
chill and temperature rise to 106°, dropping within three hours to 101°. The fol- 
lowing day a moderate, bilateral parotitis developed, which subsided rapidly in three 
days. Further recovery was uneventful. 

Ttese two cases are eharaeteristie of a mild type of parotitis, which 
is probably due to some type of temporary duct obstruction, either 
mucus or swelling of the papilla, rather than from a diffuse inflam- 
mation of the gland elements. It would seem that such eases are of 
more frequent occurrence than is generally supposed, for they may 
be readily overlooked, particularly if the local swelling is only of 
moderate size. They usually subside rapidly mthin a few days. 

Case 3. Mrs. M. B. (C13240), aged twenty-six, w'as operated upon in October, 
1924 for bilateral tuboovarian abscess, a complete abdominal hysterectomy and ap- 
pendieectomy being done. On the third day after the operation the patient de- 
veloped a right parotitis, with temperature of 104°. This was treated with ice, and 
mouth wash, and by the seventh day the temperature was dowm to 99°. The local 
condition subsided very slowly without suppuration, and three weeks later a small 
bleb, containing a drachm of seropurulent fluid appeared just below the right ear. 
This was incised, and apparently did not communicate with the gland, which receded 
gradually to normal, four weeks after onset. 

Case 4. Mrs. 0. B., aged thirty-three, was operated upon April 11, 1925, chole- 
cystectomy, with drainage. On the tenth day she developed a right pleurisy and 
the temperature rose to 103°. The patient was quite ill, and on the twelfth day, 
after x-ray, 50 c.c. of serosanguineous fluid was aspirated from the right chest. 
On the fourteenth day it was thought that a subdiaphragmatie abscess might be 
present so, after transfusion and exploration with needles under a general anesthetic 
without obtaining pus, the abdominal W'ound was explored. No exudate w’as found, 
and a small collection of old blood-clots was removed. On the night of the third 
day after this last procedure, the patient developed a left parotitis, which involved 
the whole gland. Under treatment with ice, fluctuation did not develop, and to 
date, sixteen days after its onset, the gland appears almost normal. 

Case 5. Miss M. D. (010929), aged fifty-nine, menopause ten years previously, 
was operated upon in November, 1921, for adenocarcinoma of the fundus, a complete 
abdominal hysterectomy being done. The appendix was not removed. On the 
fourth day after operation with a temperature of 104°, she developed a bilateral 
parotitis, which was treated with ice. No fluctuation developed and the induration 
subsided very slowly. Eighteen days after the onset, a small, superficial skin bleb 
containing about one-half a drachm of pus, was incised just in front of the left 
ear. It did not communicate with the parotid tissue. Two weeks after this a 
similar bled was incised in front of the right ear. Five weeks after onset both 
glands had returned to normal, and the patient was discharged. 

Case 6. Miss J. I. W. (B13814), aged fifty-two, was operated upon January 
27, 1921, for duodenal ulcer and gallstones. She had a cholecystectomy, posterior 
gastroenterostomy, and appendectomy. There was a moderate postoperative reac- 
tion and the patient was douig well until the fifth day, when the temperature rose 
to 101°, and swelling was noted in the right parotid gland. Three days later, there 
was a definite lobar pneumonia of the right lower lobe, and four days after that 
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the patient rapidly failed and died. There -was no fluctuation in the parotid, and 
pneumonia was considered the cause of death. 

Case 7. Miss L. V. (C10850), aged tliirty, -was operated upon in October, 1921, 
a rather extensive myomectomy being done. The appendix was routinely removed. 
The course -was uneventful, and the patient was out of bed on the fourteenth day. 
On the sixteenth day the temperature suddenly rose to 103“ and a unilateral parotitis 
was noted. The wound showed no evidence of induration, and the pelvis was 
normal. By the twenty-first day the parotitis was subsiding under local treatment 
with ice and mouth wash, when the temperature again went up to 102°. Several 
days later a small abdominal wall abscess was opened at the lower angle of the 
wound, and the temperature rapidly subsided to normal on the thirtieth day. 

The interesting feature here was the unusually late appearance of the parotid 
infection, and the subsequent development of a wound abscess. The latter, often 
obscure for a time, might have antedated the parotid involvement and, to those 
who accept the metastatic etiology of parotitis, this may seem an excellent exam- 
ple. However, a careful study of the observations, made at that time, indicates 
that the parotitis definitely preceded the wound infection. 

These five cases just described (3 to 7) may be termed moderately 
severe in that they do not subside within a few days and that the 
infection usually becomes general throughout the whole gland but 
does not proceed to active suppuration or abscess formation. After 
the first few da 3 ^s the pain disappears, and the massive induration, 
which subsides very slowly, is the chief characteristic. The blebs 
mentioned above are, no doubt, most frequently due to continued ice 
application. Some advocate opening this ty^ie of gland, but without 
fluctuation this would seem unnecessary. However, should such a 
process appear elsewhere on the body than the face, incision and 
drainage would, no doubt, be more frequently practiced. 

Case 8. Mrs. A. K, (B.20646), aged forty, was operated upon January 3, 1925, 
for fibroid uterus, a complete hysterectomy and routine appendicectomy being 
done. The procedure was somewhat prolonged and difdcult due to a large fibroid 
situated low in the cervix. The immediate postoperative reaction was marked, 
temperature 103 to 104°, pulse 120 to 130, and the patient required hypodermoclysis 
on two successive days, during which time the fluid intake by mouth was practically 
nothing. On the sixth day an abdominal wound abscess was opened and contained 
B. coli. Twenty-four hours later, on the seventh day, a bilateral parotitis began 
and was treated with ice and mouth wash, Por a time the gland inflammation 
seemed stationary, and it was thought it would recede; but, on the seventeenth 
day — ten days after onset — ^fluctuation was noted, and both sides were opened by 
horizontal incision under novocaine, at the most dependent point for firainagc. 
Culture showed Staphylococcus aureus. A week later a partial paralysis of the 
right seventh nerve developed. Pour weeks after incision, both parotid wounds 
were healed and the patient left the hospital, but the facial paralysis was unim- 
proved. Two months after incision she was seen at recall. The scar formation 
was slight and the paralysis had entirely disappeared. 

Case 9. Mr. J. H., aged thirty-five, was operated upon for duodenal ulcer on 
April 15, 1925, an excision of the ulcer with Horsley type of pyloroplasty and 
appendicectomy being done. He was put on a gastroenterostomy diet with rectal 
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glucose only for twenty-four hours, then water in drachm doses every two hour?, 
gradually increasing. On the fifth day the tenipcraturo which had hecn 100" went 
up to 103°, and a right parotitis de%-clopcd which was treated with ice and mouth 
wash. The gland was moderately swollen and an abscess ruptured into the 
external auditory canal four days later, even before fluctuation could bo made out 
externally. A horizontal incision, one and a half inches long, was made just below 
the angle of the jaw, on the tenth day, and the abscess opened bluntly with a 
clamp. Culture showed Staphylococcus aureus. The temperature became normal 
six days later, the gland .'jubsiding rapidly. The abdominal wound remained 
clean. 

These live cases illustrate the more severe type of this eoniplieation 
where suppuration takes place and incision is necessary. Fortunately 
we have no examiile in this group, of the acute gangrenous type which 
causes sloughing of almost the entire gland and very often, in spite 
of incision, ends fatally. 

Prognosis . — The mortality in those cases requiring incision is uni- 
formly considered in the literature to be about 30 to 33 per cent but 
in many instances these figures are rendered inaccurate b}' the fact 
that the original condition for which operation was performed is often 
a definite factor in the morlolit^^ 

Diagnosis . — The diagnosis of postoperative parotitis is usually an 
easy matter. Sudden rise of temperature, pain in the neck and ear, 
followed by red, tender swelling of the gland is seldom missed, espe- 
cially after abdominal or other operation, remote from the involved 
region. However, if the operative field be near by, one must differen- 
tiatc this condition from lymphadenitis and cellulitis; for the gland 
itself can be masked by edema, and early rupture of the capsule with 
extension downward along the cervical tissues may mnlce the problem 
of diagnosis more diffieult. Then, of course, the pos'^ibility of epidomic 
parotitis must always be kept in mind. 

Inspection of the papilla of the duct opening opposite the second 
molar tooth will u.sunlly show swelling and rcclnes':, while frequently a 
drop of pus may be expressed from the mouth of the duct by gentle 
pressure on the gland. Spurling and Stewart, in reporting four cases 
of primary pyogenic parotitis in otherwise healthy individuals, cal! 
attention to the fact that tlie duct opnning may appear normal. They 
advise cathetorimng it with a small glass pipette, and if examination 
reveals many Icueoeytes on smear and a })ra<-tionlly pure culture of one 
of the usual organisms, the diagnosis is proved. 

Bacteriology . — Staphylococcus aureus is generally conceded to ]>c 
tlic most frequent causative agent. In each of the two incised cases 
reported, this organism was obtained in pure culture. Tb.c eonsr-nsus 
of opinion varies ns to tlic frequency with which other organisms 
arc found, but most writers usually mention the pneunioeoceiis, tig- 
streptococcus, and the colon bacillus, in the order named. 
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Occurrence . — This type of parotitis occurs most frequently in adults, 
and most writers observe a greater incidence in females than in 
males. Blair, in a recent monograph, says that pyogenic parotitis is 
observed more commonly in the third decade, in females, and that the 
great majority of his cases occurred between the months of November 
and April, when respiratory infections are more prevalent. He found 
bilateral involvement in 20 per cent of the cases, while Dyball, at an 
earlier date, placed this figure at 33 per cent. In those eases reported, 
44 per cent were bilateral, all occurred between October and March, 
and eight of the nine were in women. 

Course . — The course of this complication varies greatly from the 
very mild cases, with little fever and swelling subsiding in a few days, 
to the severe suppurative type requiring incision, and from five to 
six weehs for regression. In the series just given, the shortest time 
was three days and the longest four weeks. Pneumonia, in varying 
degrees is the most frequently observed complication in this course. 
The case referred to which ended fatally may be an illustration. 

Suppuration without incision usually results in spontaneous open- 
ing through necrosis of the overlying fascia and skin, or frequently 
into the external auditory canal, the temporal fossa, or the pharynx, 
with occasionally a resultant gangrene of the entire gland. 

Treatment . — ^It must be emphasized that all observers are in accord 
upon the treatment of this condition. Cold applications, usually ice, 
with frequent mouth wash and mastication exercises to promote 
salivary flow, are used in the early stages and may suffice for the 
milder cases. However, some writers prefer heat to cold and report 
excellent regression from its use. 

If close observation reveals that the general symptoms are becom- 
ing worse and the local inflammation is rapidly extending, incision is 
indicated, even before frank fluctuation is noted, because the parotid 
is surrounded by a particularly tough capsule and, therefore, gangrene 
develops with extreme rapidity. 

Blair saj'^s that one should open the gland, in doubtful cases, not 
later than the second twenty-four hour.s, and that delay is far more 
serious than to incise needlessly. He points out that the same rules 
govern here, as in acute appendicitis. Similar opinion is held by 
Lilienthal, Ifishcr, Lynn, LeDentu, Fanfozzi, and practically every 
surgeon who has reported cases. It 'svill be noted in one of the cases 
reported above, that spontaneous rupture into the external auditory 
canal occurred, within four days after onset. 

There are slight difCcrences as to the type of incision. Blair, Lilicn- 
thal and Fisher have each described incisions which are vertical, quite 
extensive and differ hut little in location. Approximately, they begin 
just below the zyaoma, and pas'! downward close to the ear, to reach 
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a point just beliind and below tbe angle of tbe jaw, from which point 
further extension is carried slightly forward, not further than the 
anterior border of the masseter muscle. Fisher adds a small Y-shaped 
extension from just below the ear, upward and backward over the 
mastoid to open this portion of the gland. Wagner and Jennings 
have used a horizontal incision, placing it -^vith reference to the facial 
nerve and external carotid artery. 

All these dissections are carried do-wn through skin and superficial 
fascia onlj^, tliese parts being then stripped forward, exposing the 
gland which is punctured bluntly in as many places as may be neees- 
saiy, avoiding the duct and facial nerve. All these writers prefer 
this extensive opening, not only for its safety and efficiency, but they 
state that the cosmetic result is better than where the stab-wound 
type of opening is used. Direct incision into the gland may result 
in salivary fistula. 

Eiiology and Hisiory . — Views as to the etiology of postoperative 
parotitis, have changed markedly as the advancement of surgery has 
nullified the former hypotheses. 

Wagner says that Munde in 3878, described the first case of parotitis 
after ovariotomy, and soon thereafter Moeriche, Goodell and others 
reported further cases after similar operations. Paget, in 1886, col- 
lected 101 cases of this complication and, as abdominal surgery then 
chiefly dealt -with the pelvic organs, particuarly with ovariotomy, ad- 
vanced the hypothesis that the peritoneum, genital organs and parot- 
ids were indirectly and reflexly related. Taylor, in the same year, 
suggested sepsis as the cause and there was repeated controversy 
over this point until Hanau in 1889, declared that parotitis occurred 
secondary to infection of Stenson’s duct by mouth organisms. 

The theory of reflex relation to the pelvic organs was soon discarded 
as the surgical fleld broadened, and it was found that parotitis oc- 
curred just as frequently after operation elsewhere on the body. 
However, the two theories that metastatic foci develop in the parotid 
only from sepsis, on the one hand, and that it is a local extension of 
infection from the mouth up Stenson’s duct, on the other, have con- 
tinued until today, with, at present, the more general consensus of 
opinion favoring the latter view. 

EoUeston and Oliver in 1919, discussed the occurrence of secondary 
parotitis in the medical treatment of 1000 cases of gastric ulcer. In 
530 eases, where some food was allowed by mouth, the incidence of 
this complication was 0.4 per cent, while in 470 cases treated by oral 
starvation vdth rectal feeding only, 4 per cent or ten times as many 
patients developed parotid infection when the salivary glands were 
inactive. Collins, in the same year, reached similar conclusions in 
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reporting a series of parotitis cases occurring in patients on the Oehsner 
treatment. 

Hanau and Pilliet in tlieir monographs, said that organisms go up 
the duct and, in their pathologic specimens, demonstrated that the in- 
flammation began around the ducts and spread outward into the peri- 
lobular tissues,' whereas, they argued, should the etiology be embolic, 
the inflammation should at first appear as a perivascular process. 

Tait and Girode have both shown that the outer third of Stenson’s 
duet normally contains the same organisms as are found in the mouth. 
On the other hand, Dyball states that if buccal dryness is a factor in 
promoting parotitis, the sublingual and submaxillary glands should be 
affected with similar regularity. These glands are occasionally in- 
volved, but rarely so, eases having been reported by Jennings and 
others. The rarity of this condition is explained by Lynn, who ob- 
serves that the parotid is essentially a serous gland while the sublingual 
and submaxillary glands are of the mucous variety; he adds that 
Stuart-Low has demonstrated a definite inhibitory influence of mucin 
on bacterial growth. Likewise the parotid contains lymph nodes, Avhile 
the other glands do not, thus favoring the extension of inflammatory 
processes in the former. 

Manton and others have reported parotid involvement in pernicious 
vomiting of pregnancy but state that its occurrence is extremely rare. 

Certain contributing factors which influence early extension of in- 
fection up the duct have been mentioned. Among these are the inhibi- 
tion of salivary flow by pyrexia, and by such drugs as atropine, as well 
as the possibility of anesthetic injury by too vigorous compression at 
the angles of the jaw. Likewise general debility and chronic wasting 
diseases seem to be factors which increase the incidence of parotitis 
following operation. 

In spite of the above observations, many surgeons are of the opinion 
that secondary pyogenic parotitis originates as a result of metastatic 
foci from purulent exudates elsewhere in the body, or is a part of a 
general pyemia. Buscarlet and Kaiser abroad, and Jennings and 
Fisher, in this country, hold this view. Certain cases reported would 
seem to corroborate this theory but as a rule the evidence of positive 
blood culture is lacking, Blair, from his own cases and a careful 
study of the literature, concludes that in a great majority of instances 
postoperative parotitis is not blood borne. 

Preveniion . — ^Even though the etiology of this condition has not 
definitely been proved, still, with the weight of evidence so strongly 
favoring the mouth as the source of infection, any preventive meas- 
ures must necessarily be directed at this point. 

The systematic examination of the teeth and buccal mucous mem- 
branes, with as much care as one would consider the heart, lungs or 
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blood pressure before operation, and the adoption of means to min- 
imize oral sepsis, particiilarlj’- in those debilitated individuals with 
chronic wasting diseases, would serve to eliminate many cases of this 
complication. 

It is quite true that in emergency operations there is no time for 
such measures, but even here the immediate postoperative care of 
the mouth must be emphasized if parotitis is to be avoided. The 
contributing factor of buccal dryness, with the increased number of 
mouth bacteria can be prevented -ttatli early administration of fluids, 
mouth wash and mastication exercises, for which chewing gum and 
hard candy have been highlj’- recommended. The last is of particular 
value in those eases where the t3’pe of operative procedure necessarily 
prohibits fluids by mouth in the first forty-eight hours. Likewise, 
these measures, with gentle massage of the gland, will, at times, 
serve to abort an early parotitis by reestablishing drainage through 
the duct. 

In conclusion, it is earnestly suggested that the value of such pre- 
ventive measures be noted and where cases do occur, that a bacterio- 
logic study of the blood, gland and mouth be made. Such data will 
greatly aid in establishing the true etiology of this condition. 
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OBSTETRIC MORTALITY’^ 

An Analysis of the Cases at the Lying-In Hospital in 1924 

By Meyer Rosensohn, M.D., New York, N. Y. 

(Attending Surgeon, Lying-In Hospital) 

I T is with considerable trepidation that this paper is presented, for 
the figures are high and the report not yery encouraging, but at 
the same time, presenting facts which warrant discussion. It is 
based on the service of the New York Lying-In Hospital for the 
year 1924. 

As a preliminary, it is necessary to emphasize certain fundamental 
facts, well known as they undoubtedly are, for a proper interpretation 
of the figures and remarks : 

1. The City Health Department requires a stillbirth certificate for every case 
where an embryo or fetus is expelled, whether the period of gestation be tliree 
months or ten months. 

2. A stillbirtli differs from a death of baby in tlie absence of respiratory move- 
ment; thus, a fetus, born with the heart beating even for an hour or more, if no 
respiratory effort be made, is considered a stillbirth. 

3. A premature baby has been arbitrarily considered where the time factor was 
not available, as a fetus weighing 1600 grams or less. The term premature and 
its application is being considered by a committee from several of the maternity hos- 
pitals and the criteria for the classification are not yet determined. 

4. Finally, in analyzing the figures it must be remembered that a hospital with 
public vrards has a greater proportion of abnormalities and operations, hence, a 
greater incidence of morbidity and mortality. 

During the year, there were in an indoor and outdoor service, a 
total of 5,457 confinements, among which there were 227 stillbirths 
and 152 infant deaths. During this period there were 23 adult deaths. 

Considering the maternal deaths first, and eliminating one, a sur- 
gical case in a patient who was not pregnant, there were 22 obstetric 
deaths, a moi’tality of 0.4 per cent, or 4 per thousand. Among these 
eases there were: 

1- Two patients with syphilis dying antepartum, after the administration of 
salvarsan. The symptoms indicated an encephalitis. 

2. One case of antepartum sepsis where the patient had been ill for two weeks, 
had a high temperature on admission, and died within a half hour of the sponta- 
neous delivery of a stillborn fetus. 

3. One patient with postpartum sepsis, admitted three days after delivery by an 
outside physician, and djdng five days later. 

4. Two cases of endocarditis with decompensation, one patient in the fifth month, 
and the other in the seventh month of pregnancy. In both of tlicso a vaginal 
hysterotomy' was done for the cardiac conditions; both died within a few hours 
after the operation. 

•rteafl, by invitation, at n meeting of the New Yorlc Obstetrical Society, ^Iny 12. 
1920 . 
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While these six deaths occurred in the hospital, in the effort to 
arrive at a figure directly applicable to our institutional care it 
might be feasible for the time to subtract them from the 22 maternal 
deaths, thus leaving 16 in 5,457, a percentage of 0.3 or 1 in every 341 
cases. In this connection tlie figures of the New York Health De- 
partment for the entire city, for 1923, indicate a death rate of 623 
in 135,183 births, — a percentage of 0.46, or 46 per thousand, or 1 in 
217 cases ; and for 1924, a death rate of 678 in 136,884 births, — a per- 
centage of 0.5, or 50 per thousand, or 1 in 202 cases. 

It may be well for a moment to refer to the deaths due to salvarsan. 
The two patients were in the last month of gestation and had been 
treated for sj’philis for some time because of a positive Wassermann. 
Both were given neosalvarsan intravenously with the usual precautions, 
only 0.45 grams being administered. Both developed toxic symp- 
toms, became drowsy, and died within a week. No autopsies were 
permitted. Whether these eases occurring within a short time war- 
I’ant the assumption of increased danger of salvarsan administration 
in the antepartum period, or were due to some coincidence either 
in the patients or the drug is a matter for discussion. Such an expe- 
rience, however, in the hands of an expert mth all the safeguards 
has made the staff at the Lying-In Hospital timorous about forcing 
this treatment at such a period. 

In the sixteen cases of our remaining adult deaths, there were nine 
cesarean sections, three internal podalic versions, and four sponta- 
neous deliveries. 

Cesarean section was done 390 times during the year, an incidence 
of 3.48 per cent, or 1 in 28.7 cases, Avith a mortality of 4.7 per cent. 
Death Avas due to the following causes: general peritonitis in three, 
embolism in tAvo, postpartum hemorrhage in one, postpartum sepsis 
in one, lobar pneumonia in one, and shock and relaxation of the 
uterus in one. 

Internal podalic version Avas done 149 times during the year, an 
incidence of 2.73 per cent, or 1 in 36 cases Avith a mortality of 3 per 
cent. Death Avas due to postpartum hemorrhages from placenta 
prcAua in one, from premature separation of the placenta in another, 
and from ruptured uterus and general peritonitis in a third case. 

It is, of course, to be remembered that AA'^hile this represents a 
fatality AAdiere the operation of internal podalic A’-ersion Avas done, 
death was due to the placenta previa and premature separation of 
the placenta, so that our real death rate is only one, the last, Avhere 
the operation Avas done for a generally contracted pelvis. 

In the remaining cases, in which the deliveries Avere spontaneous, 
there were three cases of eclampsia and one of embolism. 

There Avere 13 cases of eclampsia during the year, an incidence of 
1 in 419, and a mortality of 23 per cent. 
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Now, considering the fetal and infant death rates, there were in 
the total confinements of 5,457, with 5,508 babies: 

Stillbirths 227 or 4.1 per cent or 41 per 1000 

Infant deaths 152 or 2.8 per cent or 28 per 1000 

In all of these 379 deaths and stillbirths there were 159 autopsies. 

With the definitions already outlined, these stillbirths are classified 
under the headings of full term, premature, and macerated, in Table I. 


Table I 


■ — 

NO. OP GASES 

PER CENT OP TOTAL CONFINEMENTS (5,457) 

Macerated 

94 

1.7 

Premature 

48 

0.9 

Full term, operative 

59 

1.0 

Full term, spontaneous 

26 

0.5 


Thus, it is seen that in 94 cases or 41 per cent of the stillbirths the 
fetus was already macerated at the time of delivery. Among these, 
there were: 

Positive Wassermann in mother 13 

Negative Wassermann in mother 00 

No Wassermann taken 19 

In more than half of the macerated fetuses (64 per cent), there 
was neither clinical nor laboratory evidence of lues in the mother, 
nor was there any evidence in the stillborn fetus at the postmortem 
examination. Excluding the 15 positive cases, in the 79 remaining 
macerated fetuses definite causes were found in 35 cases as follows: 
toxemia and eclampsia, 13; previous stillbirths, 5; diabetes, 4; fall 
or blow, 2; tight cord, 3; placenta previa, 2; hydrocephalus monster, 
2; pyelitis, 1; premature separation of placenta, 1; fibroid uterus, 1; 
and general peritonitis in mother, 1. 

In the remaining 44 eases, including the 19 in which no Wassermann 
was made, the causes were not ascertainable. 

As stated above, the premature infants among the stillbirths num- 
bered 48 and included all embryos or fetuses under 1,600 grams. 
i\Iany of these were cases properly called abortions of three to five 
months, but 5 were anencephalics, and will be referred to later. 

In considering the deaths of babies, all cases were included where 
the child breathed and where death occurred either immediately or 
at any time in the hospital stay of ten days. For purposes of classi- 
fication these were subdhuded into premature or full term, as here 
shown : 

Premature 73 or 1.3 per cent of total confinements 

Operative delivery 19 

Spontaneous deliver^' 54 

Full term 79 or 1.4 per cent of total confinements 

Operative deliver^' 2S 

Spontaneous delivery 51 
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A consideration of tlie full-term baby and the method of delivery 
is of interest; 

Stillbirth Deaths 

Operative delivery 59 28 

Spontaneous deliverj’- 26 51 


In other words, a total of 164 full-term deaths and stillbirths oc- 
curred in 5,457 confinements. 

An interesting study of the important causes in these full-term 
cases is given in Table II. 

Table II 



OPERATrVE 

SPONTANEOUS 

Atelectasis and asphj'xia ; 

28 

18 

Cerebral hemorrhage 

28 

15 

Fracture or separation of vertebrae 

8 

3 

Craniotomy 

6 


Anomalies 

4 

11 

Inanition 


5 

Bronchopneumonia 


3 

Hemorrhagic disease 


4 

Other causes 

13 

IS 

Total 

87 

77 


The incidence of cerebral hemorrhage in almost one-third of the 
operative and one-fifth of the spontaneous deliveries is noteworthy. 
Next to this is the occurrence of anomalies, including congenital 
malformations, almost all incompatible with life; four of which were 
in the operative and eleven in the spontaneous deliveries. 

Table III deals with the congenital anomalies most of which came 
to autopsy. 

Table III 



1 DEATH 

1 STILLBIRTH 

TOTAL 

FULL 1 
TERM 

PRE- 

MATURE 

MACER- 

ATED 

FULL 

TERM 

PRE- 

MATURE 

Anencephaly 



1 

3 

5 

9 

Monstrosity 

1 





1 

Congenital heart 

2 





2 

Umbilical hernia 

3 





3 

Hydrocephalus 



1 



1 

Hydrocephalus and spina 






1 

bifida 


1 



1 

! 2 

Eventration 






1 

Stricture of esophagus 






1 

Absence of intestine 

o 

u 





2 

Diaphragmatic hernia 

1 





i 1 


12 

1 

2 

3 

6 

24 


The study of the mortality records for the year has afforded the 
opportunity to obtain the rates for the more common obstetric pro- 
cedures and conditions and so has developed some significant figures. 
These are noted in Table TV, which excludes the macerated fetuses 
from consideration. 

With regard to the six craniotomies, in three eases perforations 
were performed where internal podalie version had been done. One 




















100 TKE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

was a full-term and two were macerated fetuses. The other three 
were craniotomies on full-term fetuses ; one of these was already dead 
at the time of delivery, congenital lues being present. 


Table IV 



! ADULT 
DEATH 

: 1 

1 

TOTAL 

NO. 

CASES 

% 

MATER. 

DEATH 

FULL 

TERM 

BABY 

1 PREMATURE 

TOTAL 


% 

Fr.TAL 

MOR- 

TALITY 

iBEATH 

1 

STILL- 

BIRTH 

DEATH 

STILL- 

BIRTH 

Placenta previa 

! 1 

23 

4.3 

! 1 


6 


13 

237 

oO 

Premature sep- 

1 










aration of 











placenta 

1 1 

' n 

9.0 

1 


1 


3 i 

495 

27 
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188 

14 

Cesarean sec- 
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0 

190 

, 4.7 

1 

5 

4 


13 i 

29 

0.8 

High forceps i 


, 27 

, 1 

1 

5 


■■ 

^ 1 

202 

22 

Craniotomy 


i G ' 

1 


0 


■i 

G i 

909 



The striking figures in Table IV are the 4.7 per cent maternal and 
6.8 per cent stillbirth and infant deaths in the cesarean cases, the 
high baby rate for high forceps, and the comparatively low rate for 
prolapsed cord. Hofmeier’^ reports regarding ifiacenta previa, an 
incidence of 1 in each of 79 obstetric cases, with a death rate of 7.5 
per cent. Kellogg,® reporting on the mortality of placenta previa for 
the last twenty-five years at the Boston Lying-In Hospital, refers to 
a total of 218 cases with 38 maternal deaths or 13.5 per cent. To be 
fair, however, the figures range from 17 per cent (1895-1900), and 
24 per cent (1905-1910), and 6 per cent (1915-1920), with a fetal 
mortality in 1910-1915 of 44 per cent and for 1915-1920 of 48 per cent. 
Lynch,® reporting on placenta previa at the Boston City Hospital, 
states an incidence of about 1 in 100 cases, with a maternal mortality 
of 19 in 91 cases, or 20 per cent, and a fetal and baby mortality of 
51, or 55 per cent; excluding macerated fetuses and nonviables, he 
has a corrected fetal mortality of 25 per cent. 

The breech deliveries are indicated in Table V. 


TAB1.E V 



DEATHS 

STILLBIRTHS 

TOTAL 

Premature ; 

4 

5 

9 

Full term j 

9 

s 

17 

Macerated i 

' 

10 

30 


13 

23 



The total number of breech cases was 140, which results in an inci- 
dence of 1 in 39 cases and a mortality of 26 per cent. Although this 
is the gross mortality in the breech cases, if the ten macerated fetu.se.s 
are excluded it becomes 18 per cent. 

All analysis of the causes of death in the 17 full-term breech cases 
referred to above gives the following: Anencephaly, 2; hydroceph- 
alus and .spina bifida, 1; .separation or fracture vertebrae, 3; as- 
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phyxia, 5; cerebral bemorrliage, 5; and hemorrhagic disease, 1. If 
the three congenital anomalies are eliminated from the 26 breeches 
there is a mortality of 23, or 16.4 j)er cent for the breech cases. 

The figures quoted and the tables outlined indicate a maternal 
mortality per 1000 of 4, a stillbirth rate of 41 and a baby death rate 
of 28. How these compare with figures published elsewhere is shown 
in the statistics quoted by Dr. Dublin,^ of the Metropolitan Life Insur- 
ance Co., who saj's, in an address before the American Child Hygiene 
Association,* “There are born alive each year in the United States 
approximately 2,620,000 babies. Of this number about 7.6 per cent, 
or 199,200, die before tliej’ are a year old. Early infant mortality 
accounts for about 109,000 of these deaths. These deaths are, for 
the most part, due to the following conditions: malformations, pre- 
maturity, congenital debility, sj’^philis, and injuries at birth. To this 
number must be added an almost equal number of fetal deaths at or 
near full term, which properly belong to this group. These are the 
stillbirths, which number about 100,000.” 

In a discussion of Dr. W. J. Bell’s paper on maternal mortality 
read before the same association, Dublin further refers to a maternal 
death rate of close to 8 per 1,000 in the United States, and in New 
York City, a little under 5 per 1,000. In other words, in 2,620,000 
births there were about 109,000 early infant deaths (under one 
month) and 100,000 stillbirths: a percentage for the latter of 3.8, 
and for the former 4.1, a total of 7.9. 

Bell, at the same meeting, reported a maternal mortality, in On- 
tario, of 4.52 per 1,000, in 1919, and 6,75 per 1,000, in 1925. The rates 
for England and Wales were 4,12 per 1,000, in 1919. 

In the city of New York, the last figures obtainable, for 1923 and 
1924, are as follows: 


Total birth lato 
Stillbirths 

Total deaths under 1 month 
Maternal deaths 


1923 

135,183 

6,023—4.4 % 
4,132—3.1 % 
625—0.46% 


1924 

136,884 

6,448—4.7% 

4,346—3.2% 

678—0.5% 


Kickham,® in a series of 1,000 consecutive obstetric cases at St. 
Elizabeth’s Hospital, reports a maternal mortality of 5 or 0.5 per cent, 
and 55 infant deaths or stillbirths. Haven Emerson,® in a study of 
“Maternal and Infant Mortality in Physicians’ Families,” reports 
that in 1,974 pregnancies, there were 1,910 living children and 9 
maternal deaths. 

As showing the influence of prenatal care, a report on “Prenatal 
Work in Detroit’”' indicates a mortality of 3.1 per 1,000 in 1,599 cases 
under the care of the prenatal clinic; for the entire city, in 1922,'' in 
27,277 confinements, there was a maternal mortality of 6.8 per'' cent 
per 1,000, and a stillbirth rate of 53. 

A bulletin from the Department of Commerce, at Washington, 
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shows for the Birth Eegistration Area of 1915 (constituted hy 10 
states and the District of Columbia) a maternal mortality of 6.4 per 
1,000, in 1923. Of 30 states with available figures the rate varies 
from 5 (in Utah) to 9.7 (in South Carolina). 

The one hundred and second annual report of the New York Nursery 
and Child’s Hospital for 1924 gives some parallel statistics which are 
of interest. In their service, including 1,833 indoor deliveries with 
1,852 births, and 444 outdoor deliveries with 447 births, there were: 

Maternal death rate of 9, or 0.4 per cent, i.e., 1 in 252. 

Stillbirth rate of 107, or 4.4 per cent, i.e., 1 in 22.4 

Baby death rate of 30, or 1.3 per cent, i.e., 1 in 76. 

A total of 24 macerated fetuses occurred, representing about one- 

fourth of the stillbirths. Breech presentation was encountered 88 
times; placenta previa, with 1 maternal death and 4 stillbirths, 11 
times; high forceps, 25 times; and craniotomy, 4 times. Among the 
stillbirths anencephaly occurred 5 times and other defects of devel- 
opment 6 times. Among the deaths of babies congenital anomalies 
occurred 4 times and premature separation of the placenta, with 7 
stillbirths, occurred 12 times. 

A study of the figures quoted from the New York Lying-In Hospital 
and a comparison with those from other places, leaves one with a dis- 
couraging sense of the inevitability of certain figures. High as is the 
stillbirth and babj^ death rate, and the loss of mothers, one must be 
struck by the fact that a certain cost must be paid. It is true that, 
considering the infants, there should not have been 3 craniotomies on 
living babies, or 10 fractures or separated vertebrae, or 43 cerebral 
hemorrhages, yet there can never be eliminated the 24 congenital 
anomalies, the premature babies, miscarriages or abortions, or in 
great measure, the occurrence of macerated fetuses. 

"What should be done, however, is to concentrate more on the full- 
term fetuses, by watching for abnormalities; not to permit a woman 
who has gone through more or less distress for ten months to have a 
stillborn baby because interference was not instituted until too late. 
The fetus should be observed closely for signs of distress as evidenced 
by a passage of meconium, turbulent movements, or by rising, slow- 
ing, or irregularities of the heart. The obstetrician should interfere, 
and not alone where there is fetal distress but even before this state 
is reached. 
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CONGENITAL HEENIA AT THE LINE A ALBA'^ 

By H. E. Chaklton", SI.D., Brok'xvtlle, N. Y, 

(Attending Obstetrician, Laiurence Eospital, Bronxville, N. T.; Adjunct Assistant 
Surgeon, Woman’s Eospital, New York City) 

C ONGENITAL hernia at the linea alba occurs approximately once 
in each five thousand births and at various periods its accumu- 
lated literature has been reviewed. A studj’' by Linfors, of Lund, 
covered the subject from the time of Pare to 1891; the Zurich dis- 
sertation of Guido Alder, of Samaden, carried it to 1903; the 
Eittershous “Arbeit” was published at Leipzig, in 1907, while some- 
what later the Bordeaux thesis of Pain terminated its monographic 
considei'ation, the combined effort of these investigators resulting 
in a resume of sixtj’ eases. Eecentlj’- my study of all reports 
available in the files of the New York Aeadem.y of Medicine and the 
Surgeon-General’s Office indicates that up until 1925, two hundred 
and fifty eases have been described in the international literature, and 
it has been possible, through personal communication, to accumulate 
several others. Lack of space and the doubtful value of so many 
individual ease reports make it desirable to withhold these volumin- 
ous details. 

Oken and Meckel, in 1810 and 1832, first recognized this defect to 
be due to the persistence of a condition normal during early intra- 
uterine life, easily appreciated in a six mm. embryo where inspection 
shows no effort at umbilical cord formation; but a ventral mound 
enclosing a cavity outside of, yet continuous with the abdomen, con- 
taining primitive ileum and jejunum in U-loop formation. If at the 
tenth week some defect in the embryonal developmental scheme oc- 
curs and the U-loop or other partially or completely contained vis- 
cera are not withdrawn, there occurs the cardinal step in the produc- 
tion of this condition; the extraabdominal anatomy soon reaching a 
size precluding its future abdominal placement, further growth tak- 
ing place outside of the usual body cavity. 

This condition is not a hernia of the umbilical cord, for in the 
presence of this defect no cord precedes its formation, no cord exist- 
ing until the confines of the tumor have been passed. It lies, a mass 
upon the abdominal wall of the newborn, covered by glistening 
amnion which meets the abdominal skin in a sharp contact of imme- 
diate and complete demarcation. Within this enclosure lie vascular 
elements and a golden-yellow layer of compact Wharton’s jelly, 

•Abstracted from a paper read by invitation, before the New York Obstetrical 
Society, May 12, 1925, 
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loosely applied about a peritoneal sac, most frail and delicate, within 
■wbich, usually adherent, may lie any viscera of the chest, abdomen, 
or pelvis. 

PERSONAL CASE REPORT 

The investigation resulting in this paper was inaugurated by my experience mth 
Case No. 8701, Lawrence Hospital, January 22, 1924. In the eighth month of her 
pregnancy I was consulted by a disciple of Christian Science who had been de- 
livered of a normal boy before embracing this faith. She was water-logged, toxic 
to an alarming degree, and I accepted her care with trepidation. Admitted to the 
hospital, she had a precipitate labor, delivering herself of a si-x pound boy on a 
stretcher while being hunied to the delivery room. Her long, thin, tumultuous in- 
fant presented at the umbilicus a grapefruit-shaped tumor 10 cm. in diameter, con- 
taining intestinal coils, gall bladder and part of liver with the general appearance 
noted above. Three hours after birth a plastic operation was accomplished almost 
mthout anesthesia and in spite of extensive visceral manipulation following strain- 
ing, which almost emptied the abdomen of its content, the patient left the operating 
room in splendid condition. For forty-eight hours there was neither distention nor 
vomiting. Bowels moved naturally, water was taken every three hours, lips and 
tongue were pmk, soft, and moist; there was no temperature elevation, and the 
baby was apparently comfortable. At fifty hours, it suddenly became cyanotic and 
died. 

On several occasions it has been shown that congenital hernia at the linea alba 
is an expression of physical inferiority very likely to be associated with cardiac and 
other defects. 


TECHNIC 

When an anesthetic is to be given, chloroform is first choice, but 
much difficulty may result even from its administration. The abdo- 
men and mass is coated with o per cent picric acid in 95 per cent 
alcohol, having an assistant hold the infant’s legs. In the absence of 
anesthesia it is surprising to find scant evidence of pain dui’ing an 
encircling skin incision made close to the amnion. Working from 
this incision towards the mass, the skin is freed from the underlying 
tissue until the slrin amnion contact is reached and its undei’lying 
structure found wire-like in resistance, purse-string in placement. 
This is to be cut across, resulting in immediate release of tension 
(but not until infant’s sensory appai'atus has been clouded, this be- 
ing a sensitive area). The amniotic hood with its attached narrow 
selvage of .skin is peeled off, exposing the underlying jelly coat. 
This gives way before pressure of the gloved finger, leaving an irreg- 
ular oval area of variable size where only peritoneum covers under- 
lying coils of bowel and protruding viscera. If, without opening the 
peritoneum, the hernia can be I'cduced and the rectus fascia — a 
structure of real strength at birth — can be grasped, sutured, and ap- 
proximated, operative re.sult is likely to be sati.sfactoiy. At this 
stage straining may necessitate continued use of chloroform, partic- 
ularly if the peritoneum is to be opened, an essential step in tlie 
presence of adhe.sions. The abdomen Is so small that straining may 
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result in eventration, great difQculty being encountered in replace- 
ment. Adhesions may be so dense (this applies particularly to liver 
protrusions) that sacrifice of part of this organ, even a considerable 
part, may be imperative. Every reasonable effort must be made to 
reduce and cover the mass, despising nothing available for retaining 
or protecting planes, utilizing, if necessary, homologous grafts, thus 
aclmowledging the unestimated and immeasurable power of young tis- 
sue for survival. 

I have had an opportunity to operate extensively on two very small 
infants, one prematm’e weighing three pounds, another premature 
weighing six, and I have been impressed with the utter indifference 
of tliese immature forms to physical insult. After-treatment has pre- 
sented no problem, these patients being easily bandied when the 
wound area is adequately protected and supported. They are so 
obviously comfortable whether bottle or breast fed, one must conclude 
pain perception to be of the lowest grade, apperception all but 
absent, while reconstructive tissue changes occur with amazing speed. 

The mortality is approximately 30 per cent, 

(For discussion see page 120.) 


THE RELATION OP BLOOD SEDIMENTATION TO PELVIC 

DISORDERS 

By Thomas H. Cherry, M.D., F.A.C.S., New York City, N. Y. 

W HEN blood is drawn from the vein of a patient and to it is added 
an anticoagulent, the red blood cells settle by gravity to the 
bottom of the testing tube. The rate of settling, or sedimentation, has 
been noted to differ in health and in disease. Numerous contributions 
to literature, largely European, concerning this test have been made 
during the last twenty years. Many experiments have been made and 
theories have been expounded in attempts at explaining why the rate 
of settling should vary under different physical conditions. A study 
of the vast literature and what has been definitely demonstrated by 
physiologists, would seemingly shoiv: 

1. That the red blood cells, being heavier than the plasma, gravitate. 
2. Any condition disturbing the balance between these two ele- 
ments would unquestionably interfere with the rate of speed at which 
settling took place. 

If the plasma becomes more concentrated by an increase in its solid 
elements the red cells gravitate more slowly. If the hemoglobin of 
the red cells is diminished, rendering them lighter in weight, a slower 
sedimentation takes place. This is well demonstrated in secondary 
anemia. An increased rate of settling transpires if the plasma becomes 
more liquid or if the hemoglobin of the red cells is relatively increased. 
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In pernicious anemia, the sedimentation time is much faster than nor- 
mal, which seems to bear out this theory. 

In order to understand this change in the fluid and formed elements 
of the blood stream, one is led into the realms of experimental bio- 
chemistry to ascertain whether the settling of the erythrocytes may be 
influenced by changes in the Tiseosity of the plasma, a disturbance in 
the electric conductivity between the plasma and erjdhrocytes, or the 
increase in the agglutination of the red cells, promoting their rapid 
rouleaux, or clumping formation. Let it be sufficient to say that there 
are many biochemical changes continually taking place in the human 
mechanism, both in health and disease, that influence the rate and 
time of erythrocytic sedimentation. 

One can readily understand that a wide variation in oiiinions might 
easilj’’ occur, when it is considered that the component elements of 
the blood entering actively in this test are subject to great flexibility 
and rapidly changing biochemical conditions. The blood is never still 
during life, neither is it constant in composition, as it is influenced by 
exercise, rest, food, drink, sleep, and diseased states, — all of which 
may be factors in causing these conflicting opinions. It would seem 
that a sedimentation of one hundred and fifty minutes or over could 
be classed as normal in healthy individuals. 

Fahreus, and later Linzenmeier, observed during the pregnant state 
an increased speed of sedimentation and attempted to utilize it as a 
diagnostic agent. At times it becomes necessary to differentiate nor- 
mal pregnancy from uterine myomata, tubal gestation, ovarian tumors, 
and incomplete abortion. The sedimentation time among these groups 
has been so similar and inconstant among the few cases I have done, 
that it was of no diagnostic aid (Table I). 

Tabde I 

Eeiative Value of Sedimentation Time in Cases of Pregnakot, Pibromvoma, 
Ectopic Pregn.\ncy and Incomplete Abortion 

sedimentation test, minutes _ 


Pregnancy 35- 70 

Incomplete Abortion 38- 70 

Pibromyoma 25- 70 

Tubal Pregnancy 35-100 


While visiting vaiuons European clinics several years ago, I was 
much impressed by the dependence placed upon the sedimentation test 
in pelvic infections as a diagnostic and prognostic aid. Following 
the teachings of Linzenmeier, they considered as an active infection 
a sedimentation time of thirty minutes or less, and a latent infection 
one of sixty minutes or less; therefore, any operative procedure 
deemed nece.ssary is postponed until the lest is well over .sixty min- 
utes. Fricdlander does not operate upon pelvic infections until the 
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sedimentation time is two hours (one hundred and twenty minutes), 
and considers it of more value in determining the time of the proce- 
dure than the leucocyte count, temperature, or clinical findings. 

At the Harlem Hospital, New York, where 40 per cent of the gyne- 
cologic iDatients have some form of adnexal disease, it has been our 
policy to place considerable dependence upon the leucocyte count 
and temperature as an indication of the degree of infection. "We 
group these patients according to whether the count is under 16,000 
as signifying a mild infection, or an active infection when the count 
is above 16,000. We do not hesitate to operate upon the first group, 
if their temperature becomes normal and remains so for three to five 
days, provided the clinical findings are such as to justify it. 

Among the second group, we prefer to await the subsidence of the 
temperature and a definite lowering of the leucocyte count to 16,000 
or less, before surgical intervention is undertaken; howevei’, in cer- 
tain progressive inflammatory conditions such an interval is not ob- 
served, and operation is performed with leucocytes still high. 

In a series of 628 patients who had abdominal sections performed 
for adnexal disease, 508 had leucocyte counts of 16,000 or less. 
Among this group there was a mortality of 4.1 per cent and an 
average morbidity of 17.8 days. There wmre 120 patients whose leuco- 
cyte counts were above 16,000. This group had a mortality of 16.6 per 
cent and an average moi'bidity of 18.5 days. 

These results definitely show that the leucocyte count is a depend- 
able agent in determining, to a certain extent, the degree of infection. 

In order to ascertain whether the sedimentation test was more de- 
pendable than the leucocyte count in pelvic infections and the rela- 
tive value of each as a prognostic indicator, 71 patients were closely 
observed both pre- and postoperatively. Twenty-six of these patients 
were operated upon with removal of their pelvic lesions, consisting of 
tubal and tuboovarian abscesses. The sedimentation time in all was 
under thirty minutes. The leucocyte counts averaged 13,250. No 
deaths occurred and the average morbidity was 18.2 days. 


Table H 

Grouping Sediiientation Test in Operative Cases of Adnexal Disease 


GROUPS 

SEDIMENTATION TEST 

NUMBER 1 
CASES 

WERAGE LEUCOCYTE 
COUNT 

AVERAGE MORBIDITY 

IN DAYS 

DIED 

10-20 minutes 

16 

• 13,345 

19 

0 

20-30 minutes 

10 

13,210 

18.6 

0 

Total 

26 

13,277 

18.8 

0 


Another group of 29 patients was operated upon with pathology 
similar to the preceding group. Their sedimentation time was between 
thirty and sixty minutes, with a leucocyte count averaging 10,200. No 
deaths occurred. The average morbidity was sixteen days. 
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Table III 


Grouping Sedimentation Test in 29 Opebatb'e Cases of Adnexal Disease 


GROUPS 

SEDIMENTATION TEST 

NUMBER 

average leucocyte 

COUNT 

AVERAGE MORBIDITS 
IN DAYS I 

DIED 

30-40 minutes 

14 

10,260 

18 

0 

40-50 minutes 

9 

10,150 

15 

0 

50-60 minutes 

6 

10,200 

15 

! 0 

Total 

29 

10,205 

16 

0 


In these two groups, totaling 55 patients, tiie sedimentation time, 
in 26 patients indicated active infection, and in 29, active and 
latent infection; therefore, according to Linzenmeier, they should 
not have been treated surgically. The leucocyte count was only 
slightly above normal in the entire 55 cases, which seems, in view of 
the results, to have been of more value in estimating the degree and 
virulence of the infection. 

Sixteen patients with the same pelvic pathologic lesions were also 
operated. Their sedimentation time averaged from sixty to one hun- 
dred and ten minutes. The leucocyte count averaged 10,400. One 
patient whose sedimentation test was sixty-eight minutes and who had 
a subacute appendicitis accompanying the pelvic infection, died on the 
ninth day from a general peritoneal infection. The average morbidity 
was eighteen days. 

Table IV 

Grouping Sedimentation Test in Operative Cases op Adnexai, Disease 


GROUPS 

SEDIMENTATION TEST 

NUMBER' 

average leucocyte 

COUNT 

AVERAGE MORBIDITY 
DAYS 

60-70 minutes 

8 

10,000 

20 

70-80 minutes 

2 

13,300 

16 

80-90 minutes 

3 

11,600 

16 

90-100 minutes 

1 

9,000 

14 

100-110 minutes 

2 

10,500 

24 

Total 

16 

10,880 

18 


It would appear fimm the foregoing data that in the series of 71 
operative cases having adnexal disease, the sedimentation time was 
extremely fast (55 being under sixty minutes) to have registered such 
a mild degree of infection as results of the operative procedure demon- 
strate. On the other hand the leucocyte count indicated mild or sub- 
siding infections, as the gross pathology and operative results prove. 
It would seem that the leucocjde count in this series was of more value 
in estimating the degree of infection than the sedimentation time. 

In the entire 71 patients, following the removal of the pelvic path- 
ologj', the sedimentation time increased from five minutes in the 
slower counts to thirty minutes in the faster ones. As there was no 
evidence of infective foei in other parts of the bodj', we can assume 
that the pelvic inflammatory processes produced the change in the 
blood stream sufficient to give the reactions of sedimentation above 
recorded. 
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It Biiglit not be amiss to ‘give a resume of the following ease report 
in order to illustrate the comparative value of the leucocyte eount 
and sedimentation test as a diagnostic agent. 

IMrs. S. upon whom two previous inparotomics iiad been performed^ liad acquired 
an incisional hernia of moderate size. She had also a uterine fibroid tumor (4 by 
G cm.) and a cystic right ovarj-, both of which apparently were producing typical 
symptoms. At operation, upon dissecting free the adherent loops of gut from 
the sac, the intestine was accidently perforated in two places. An euteroiTliaphy 
was done and the pelvic lesion removed. An overlapping repair for the hernia 
was executed. The abdomen was closed withont drainage. A rabber tissue drain, 
however, was inserted subcutaneously through the lower angle of the incision. 
This patient was watched with considerable anxiety, for rvliile there was no soil- 
ing of the peritoneal cavity by intestinal contents, experience has shomi that acci- 
dental wounds of the small gait are attended with a high mortality. The patient re- 
acted well for forty-eight hours when there was a rise of temperature to 103° P. ac- 
companied by increase in vomiting, abdominal pain and distention, with consider- 
able physical depression. For the next twenty-four hours tliis condition continued 
and a general peritonitis was believed to be present. At this time the sedimentation 
test showed a fifteen-minute reaction; the leucocyte count was 12,200 with 67 per 
cent polynuclcars. Gastric lavage and enemas were administered, the temperature 
dropped to normal, and there was reduction of all abdominal symptoms; an un- 
eventful recoverj' without wound infection ensued. 

This case is related as an illustration of how tJie sedimentation test 
can cause unnecessary alarm and that the leucoc 3 de count was the 
dependable factor in differentiating a djmamic ileus from a general 
peritonitis. 

Another group of 39 patients having adnexal disease was not oper- 
ated upon. Onl.Y conservative therapeutic measiu’es were adminis- 
tered — ^rest in bed, hot vaginal douches and diathermjL The sedimen- 
tation time ranged from twenty to ninety minutes. The leucocyte 
count in 35 patients was below 16,000; in 4 it was above 16,000. One 
patient had a leucocyte count of 54,000 (3 counts made by different 
men), a sedimentation time of thirty minutes, and a temperature of 
104° F. She had two large, adherent, tender pelvic masses that were 
reduced by diathermy in three weeks time, with a gradual reduction 
of the leucocyte eount and a rise in the sedimentation time. 


Table V 

Grouping Sedimentation Test and Leucocyte Count in 39 Nonopekative Cases 

OF Adnexal Disease 


_ iTJp to 16,000 

Leucocyte Count j ^^ove 16,000 

Sedimentation Test "{ As a Group 


35 Gases 
4 Cases 
20-90 Minutes 


SEDIMENTATION TEST IN OTHER GYNECOLOGIC CONDITIONS 

In order to observe the sedimentation time in patients with pelvic 
conditions, 14 patients with hbromj’-oma were tested. In 9 patients 
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the end reaction was less than thirty minutes, and in 2 it was beloM 
sixty minutes. The leucocyte count of these patients were all under 
13,000. Most of these patients at operation presented, besides their 
fibroid tumor, an adnexal inflammation of some kind, but not of such 
an active form, however, as to account for the rapid time of settling. 
One exception was in a patient who had eighteen minutes sedimenta- 
tion time, probably due to a mild pyelitis. One patient in this group 
died on the fourteenth day from pulmonary embolus. Four other 
patients had tests above sixty minutes. 

There were 4 tubal pregnancies that gave a sedimentation time from 
thirty-five to one hundred minutes. 

Incomplete abortions varied from thirty-eight to seventy minutes. 
Early pregnancies averaged fifty to sixty minutes in their sedimenta- 
tion time; late pregnancies from thirty -five to forty-five minutes. 

In 2 patients who had advanced cancer of the cervix and extensive 
metastases, the sedimentation time was fifteen and sixteen minutes. 
Both had leucocyte counts above 16,000. They died on the fourteenth 
and thirty-fifth day following their admission, having had palliative 
treatment only. Three other eaiiy cervical cancers showed a sedimen- 
tation time of thirty, thirty-five and fifty minutes, respectively. 

One cyst adenocarcinoma of the ovary that was impacted, followed 
by gangrene and perforation, presented a ten-minute sedimentation 
time with a leucocyte count of 21,000. An uneventful recovery resulted 
in this case subsequent to operation with the exception of a slight wound 
infection. 

Two young patients having uterine bleeding from an indefinite endo- 
crine disturbance had a secondary anemia. One patient had a 22 per 
cent hemoglobin with a sedimentation time of eighteen minutes. Her 
hemoglobin index, however, was + 1. The other patient had 78 per 
cent hemoglobin with a -1 index. Her sedimentation time was two 
hundred minutes. This bears out the theory of the change in concen- 
tration of the plasma and the weight of the red blood cells being in- 
creased or decreased by the hemoglobin content. 

There were 13 patients upon whom plastic operations and laparot- 
omies for retrodisplaced uteri were done. In 4 of these the sedimenta- 
tion time was under .sixty minutes; the others were above sixty 
minutes, one hundred minutes being the ■ slowest. The immediate 
operative results were satisfactory. 

SUMMARY 

That the sedimentation time of the blood is a simple test, readily per- 
formed is unquestionably true. The rate of sedimentation, however, 
is easily influenced in diseases by absorption into the general circula- 
tion of unknown substances that produce a change in the chemical and 
physical balance of the blood elements. This balance is no doubt 



CHEKRY; BLOOD ^EDHrENTATION AND PELVIC DISORDERS 111 

readily upset, and tliis is especially so in all types of infection, thus 
rendering it a most delicate indication of the invasion of the human 
organism by disease. This is manifested by an increase in the speed 
of settling of the red blood cells, that responds to infection much 
more quickly than the increase in the number of leucocytes. 

The increased rate of sedimentation does not, however, indicate the 
degree and virulence of the infection as shown in the 71 cases of 
adnexal infection reported above ; neither from the observations made, 
does a low sedimentation time signify a bad prognosis. However, a 
steady lowering of the time means an increasing toxemia that may 
terminate fatally, yet it would be unwise to base a prognosis upon this 
one test unless substantiated hy other reliable clinical manifestations. 

As a diagnostic agent alone, it is untrustworthy in pelvic conditions, 
yet it may aid in influencing an already doubtful position to one that 
is more tenable. 

In pelvic infections the leucocyte count, while not so readily af- 
fected or delicately influenced as the sedimentation time, is for this 
reason a more reliable indicator of the degree and virulence of the 
infecting organism, and, therefore, more dependable as a means to 
determine the most suitable time to interfere surgically. 
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KEPOET OP A CASE OP DECIDUAL REACTION IN 
ADENOMYO]\IA OP RECTOVAGINAL SEPTUM 

By Richakd Joseph White, M.D., Port Worth, Texas 

T he following ease, while not unique, is of sufficient rai-ily to 
excite general interest. 

The patient, N. 3?., aged twenty-seven, married 6 years, was admitted to St. Luke’s 
Hospital, New York City, August 9, 1921, on the service of Dr. Frank S. Mathews 
to whom I am indebted for the privilege of reporting the case. 

Chief Complaint . — The patient had had backache for a year and a half with 
pain radiating down the legs which was exaggerated by standing. She had had 
one child and one miscarriage. Her last period was June 29. Periods were regular 
every twentj'-eight days lasting, as a rule, three days; not pi'ofiise, but accompanied 
by severe backache. 

Examination showed a jioorly nourished woman in whom physical findings ivere 
essentially negative. Pelvic examination showed the cervix large and soft, and the 
fundus large and moderately retrov'crted. The posterior fornix sliowed a rough, 
wartj" plaque about 4 by 2.5 cm. in area, slightly elevated, situated in tlio midlino 
with its long axis in the axis of the vagina, which looked very much like an area 
of beef tongue. Rectal examination showed the mucosa of the bowel uninvolvcd 
but the nodule easily palpable through the gut wall. It felt liard and nodular, 
bke cicatricial tissue. She had been examined elsewhere and told that she had a 
cancer of the vagina. The cervix was smooth and without ulceration or erosion, 
and, because of the uncertainty of the diagnosis and tlie fear of disturbing a 
pregnancy, she was discharged to return in a month for furtlicr observation. She 
returned very much worried, and chiefly to relieve her mind and establish a diag- 
nosis, the growth was removed. 

Operative Note . — In the posterior fornix, just at the reflection of the vaginal 
mucosa from the cervix, and extending down on either side of tlie midline, vas 
a papillomatous, more or less edematous lookuig growth, extending into the vaginal 
submucosa, but not into the rectum or cervix. It did not appear clinically malig- 
nant. The growth was removed in two or three pieces. The defect in the vaginal 
wall was sutured with catgut. She was having an uneventful convalescence vith 
pregnancy undisturbed at time of her discharge. 

As to the subsequent course, unfortunately nothing nhatever is known, as the 
patient never reported to the follow-up department and our visiting nurses were 
unable to locate her at the address given the hospital. 

Patholoffic llcport by Dr. L. C. Knox, resident palliologi.st St. Luke’s ILw- 
pital. The specimen consisted of several small pieces of tissue from the cenix 
and vaginal wall. The largest was irregular, showed several small cysts, was ^airl^ 
Arm, and suggested tumor. Microscopically the section showed a small amount of 
smooth muscle and an irregular area of glandular tis.sue. The glands showed a 
tendency to become cy.'Jtic, were lined with low cuboidal epithelium, and were sur- 
rounded by a small mass of flat celLs wliich very closely re.'-cmbled the uterine 
mucosa ns it appears in the early months of pregnancy. This periglandular stroma 
was penetrated by dilated vascular .sinuse.s, and hemorrhagic areas were frequenl. 
These area.K had broken into the Itunina of the glands and contain fro=h blood. 
There wa.s a proliferation of llio fibrobla.'^ts al>out the entire glandular area, and 
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a considerable area of round cell and polymorphonuclear infiltration. This was to 
be regarded as aberrant uterine mucosa undergoing the decidual reaction of 
pregnancy. Diagnosis: Decidual reaction in aberrant endometrium in the vagina. 

The views of tlie earlier writers on this subject have recently been 
summarized by Winestine.^ She states that Pick, particularly in the 
earlier investigations which he made of the subject, believed that these 
growths arose from the mesonephros, Herly," in a recent article, 
shows some illustrations from Pick’s early writings by which he 
demonstrated his ideas of the origin of misplaced endometrial tissue 
from what he calls pseudoglomeruli. Pick later gave up this view, 
according to Winestine, and came to believe that its true origin was 
from the superficial epithelium of the plica urogenitalis. Other writ- 



Fig-. 1. — Photoinicrograpli of area of tumor showing typical decidual cells, 

ers have thought that such of these growths as Avere found in the 
celomic cavity might be attributed to a metaplasia of the mesothelial 
cells perhaps under the influence of chronic inflammation, Cullen is 
generally credited Avith the idea that these growths are derived from 
transplanted endometrial fragments. Sampson^ has been the most 
prominent recent advocate of this vieAv. Sampson^ states that he has 
observed endometrial implants on the ovary in 45 out of 296 opera- 
tions for pelvic disease in one year, and many others elsewhere in the 
pelvis and on the pelvic coils of intestine during the same period. 

The most convincing evidence that endometrial tissue can be trans- 
planted is the occurrence of adenomyoma in the abdominal incision 
following the opening of the uterine caAiity or even the passing of a 
needle deeply through its substance and then through the abdominal 
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wall, as in ventral fixation. Cullen® reports three cases : one following 
an adenomyomectomy of the uterus and two following a cesarean sec- 
tion. Sampson^ refei’S to a fourth case reported by Mallory, in which 
an adenomyoma developed in the abdominal incision several years 
after cesarean section. Nine additional cases arising similarly have 
been recently reported by Lemon and Mahle® of the Mayo Clinic, 

Jacobson’’ has proved that this tissue can be implanted in animals, 
by opening the uteri of rabbits, removing fragments of endometrium, 
leaving them in the abdominal cavity and finding at later autopsies 
that the seeds had taken root and grown to form small tumors of 
endometrial tissue. 

Their occurrence in the wall of the uterus may possibly be ex- 
plained by the limited invasive power v^hich this tissue is known to 
possess, particularly in the presence of a low grade chronic inflamma- 
tion. The only real difficulty in this hypothesis is how to explain the 
occurrence of adenomyoma in the inguinal canal along the course of 
the round ligament. 

The origin of these growths in the rectovaginal septum is the 
point of greatest interest in this ease. Certain extensive ones that 
have invaded the bases of the broad ligaments have been thought to 
have been originally implants in the culdesac which have burrowed 
through. The intimate relations of the developing vagina and uterus 
to their embryologic ancestors, the mullerian ducts, is well known, and 
it is quite conceivable that a fragment of endometrial tissue might 
become displaced into the portion of the duct destined to form the 
vagina, thus giving rise to adenomyoma of the rectovaginal septum. 
On the other hand, in the light of the established fact that implanta- 
tions do so readily occur in the peritoneum, it seems sensible to infer 
that adenomjmmas of the septum may originate as implantations also. 
Of course the squamous epithelium of the vagina, in the intact state, 
is highly resistant to any type of injurj' and presumably to implanta- 
tion. However, after an injury or abrasion sufficient to break the 
continuity of the epithelium, if menstruation were in progress at that 
time, there might be lodged on the raw spot a fragment of endometrial 
tissue extruded with the menstrual blood, which, taking root there, 
might manifest invasive powers of a greater or lesser degree and grow 
to the size of the tumor in the case cited, or even larger, Herly,^ evi- 
dently impressed with the implantation theory, reports two cases of 
his ow'n and mentions a third, recently seen in consultation, that de- 
veloped adenomyoma in the septum folloAring high forceps delivery 
with laceration and immediate repair. Tliese, he .suggests, may have 
developed from inclusions of endometrial tissue at the time of suture. 

The case reported presents two points of .special interest. First, 
the diagnosis : Our patient had been badly frightened bj’ being told 
tliat .she had a cancer of the vagina. There seemed no justification 
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for this diagnosis hiit it will serve to illustrate how little was known 
about these growths three or four years ago, for the attending staff 
failed to recognize the condition and could only say, correctly as the 
event proved, that they considered it nomnalignant. Herly- states 
that adenoniyoina of the septum has been mistaken for hematocele, 
pelvic abscess, cancer of the rectum, and adherent adnexa in the pouch 
of Douglas. Our case resembled none of these. 

Second, decidual reaction: Perhaps the most interesting feature of 
all was the decidual reaction. I have tried to present the evidence 
gathered by other men, tending to show that these tumors have the 
same structure and function as normal endometrium. That they men- 
struate or make abortive efforts in that direction has been shown by 
many authors, and the blood, old and fresh in the stroma and lumina 
of the glands, in the case reported is but one more illustration. Decid- 
ual reaction in these tumors has been reported, of course, but is still 
rare enough to excite interest. The cases of Cullen, Griffith, and 
Winestine are examples. There is ever3^ reason to suppose that there 
is decidual reaction in all these tumors in pregnancy with one possible 
exception. Sampson^ holds that some of the peritoneal implants take 
their origin from the extruded tubal mucosa. If this be true, we 
would not expect decidual reaction in them because, though there is 
decidual formation in the immediate vicinity of the ovum in ectopic 
pregnancy, there is no tubal decidual reaction in a normal uterine 
pregnancy. The reason there are so few cases of decidual reaction 
on record is not, I believe, because of their actual rarity but because 
of the infrequency with which surgery provides material for patho- 
logic study during the course of a pregnancj". The condition is an 
excellent example of a hormone or chemical agent acting at a distance. 
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RBPOET OP A CASE OP SEPARATION OP THE DORSAL 
VERTEBRAE IN PODALIC VERSION AND EXTRACTION 

By W. R. Barney, M.D., Cleveland, Ohio 

TN my clinic* the average number of podalie versions and extractions 
per year is 151. This case represents the first accident of this par- 
ticular type that has happened here. The available literature states 
that injuries to the cervical vertebrae are fairly common but that 
injuries to the dorsal vertebrae are comparatively rare and that when 
they do occur it is in the lower dorsal vertebrae. In this case the 
accident occurred in the mid-dorsal region. 

History . — A colored primipara, eighteen years old, presented herself at a pre- 
natal clinic March 10, 1925, and was under observation continually till the time of 
delivery, July 27, 1925. Her last menstrual period was October 16, 1924. Quicken- 
ing could not be definitely recorded. Her measurements were normal and the blood 
Wassermann negative. The last time she was seen in the prenatal clinic on July 9, 
1925, the breech was in the fundus, the dorsal plane on the left, small parts on 
the right, head floating, and the fetal heart was heard in the midline. 

Labor History . — On July 27, she presented herself at the hospital at 4:00 AAi., 
and was admitted to the labor room. She said that her pains started at 4:00 PM. 
July 26. Shortly after admission the membranes ruptured. External palpation re- 
vealed no change from the last findings in the prenatal clinic. Rectal CKaminations 
showed dilatation equal to two fingers at 6:30 a.m. At 6:45 A.Jr. the pains were 
increasing rapidly in intensity, duration, and frequency, and at this time she was 
put on moiphine-scopolamine routine: Morphia gm. 0.01, and scopolamine gm. 
0.00045, by hypodermic at once; scopolamine gm. 0.0003, forty-five minutes later, 
followed by scopolamine gm. 0.00016, q. 90 minutes. Dilatation progressed satis- 
factorily but the head did not engage. However, deliverj' was anticipated in three 
quarters of an hour; so the scopolamine was discontinued and ether analgesia given 
during the pains. After three hours in the second stage no progress had been made, 
the head remaining fixed in the posterior position; and being moulded verj" well, 
operative delivery was decided upon. 

Operative Procedure . — After examination under anesthesia it was thought that 
there was no disproportion between the head and pelvis; as the head was not 
v^gaged, a version and extraction was decided upon and, under deep anesthesia, 
was very easily done. Both feet were drawn down and there was some difficulty 
getting the hips do'svn, although the cervix was fully dilated. Afoderate traction, 
no rotation, was applied directlj’ in the axis of the superior strait and just as the 
hips were coming under the symphysis something in the baby gave way with a 
“crack.” After the hips were engaged, they slipped through readily, the arms 
were easily delivered and the after-coming head, being turned to an oblique, came 
through with practically no effort at all. The operative procedure was not difficult 
at any stage. The cord was pulsating about SO. 

IVith artificial respirations the heart rate picked up to 130 and the pulse was 
good. The child would gasp approximately once every thirty seconds with or 
without artificial rc.spiration. While flexing the thighs on the abdomen definite 
crepitus was palpated in the upper dorsal region of the spine, although no deformity 

•TJir* Matr'rnitj- no''pitnl. ClevcI.atuJ. 
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was noted. After ■working three hours it was noted that the respirations were not 
improving and the mucous membranes were rather pale. Oxygen was used and 
the baby put into an incubator where the respirations gradually declined and ceased 
four and one-half hours after delivery. 

Autopsy . — The baby weighed 3500 grams and measured 54 centimeters. In the 
riglit chest there was a small quantitj' of free blood. The posterior mediastinum 
was filled with blood clots, less hemoiThage extending in the prevertebral region up 
to the fourth cervical vertebra. This extended down in the retroperitoneal region 
to the tliird lumbar, while the retroplcural hemorrhage extended to the midscapular 
region from the second to the tentli rib. All the viscera were normal. Along the 
spinous processes of the vertebrae from D2 to D7 was free blood and the muscles 
dissected away from their attachments revealed the disarticulation of the fourth and 
fifth dorsal vertebrae. There was no fracture and no irregularity of the articular 
surfaces. The laminae were then removed from the lumbar region to the foramen 
magnum and the spinal canal was found filled with clotted blood from the first 
lumbar to the third cen-ical. There was no epidural blood. The meninges were 
then opened and there was a very slight film of clotted blood from the level of 
the eighth dorsal vertebra up to and including tlie cerebellum. There was no hemor- 
rhage in any portion of the cerebrum. 

This case is reported because of the rarity of the condition, viz., a 
separation of the fourth and fifth dorsal vertebrae with no fracture, 
occurring during an operative delivery in which no undue force was 
used. The cause of this accident is open to speculation, but it is likely 
that there was an inherent weakness in the union of the fourth and 
fifth dorsal vertebrae. 
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NEW YOEK OBSTETRICAL SOCIETY 

MEETING OF MAT 12, 1923 

The President, Dr. Reginald M. Rawls, in the Chair 

Dr. Thomas C. Peightal (by invitation) presented a paper entitled 
Postoperative Parotitis, with a Report of Cases. (For original 
article see page 88.) 

DISCUSSION 

DJt. HAUBECK HALSTED. — ^In. the last five years at the Sloane we have had 
six cases of parotitis, divided equally amoug the obstetric aud the gjnecologic 
cases. All of the former were otherwise complicated. There was one cesarean sec- 
tion that developed a cystitis, phlebitis and right parotitis approximately at the 
same time. The parotitis had to be incised. Shortly after the patient developed 
pneumonia. Eventually she recovered completely. I might say that with the ex- 
ception of two bilateral cases all w’ere right-sided. The second obstetric case 
presented hypothyroidism and some vomiting. The patient had had toxemia rvith 
a previous pregnancy. She came into the hospital for anemia and was transfused. 
The transfusion was followed by true anuria for a few days. She developed rash 
and within thirty-six hours, a right parotitis which became so massive that it was 
incised. Although there was no free pus at the time, the gland tissue was described, 
as necrotic with some necrotic fat tissue over it, and it began to discharge within 
twenty-four hours after incision. Drainage ceased in about three weeks aud the 
wound healed up shortly after. The third obstetric case entered with vomiting, 
although the patient was seven months pregnant. She had an enormous hydronepli- 
rosis with a double pyelitis. Wo tried to drain the kidney by catheter, but were 
not successful, and so induced labor. Twenty-four fours after delivery she developed 
a right parotitis wliich progressed to the point demanding incision. The hydro- 
nephrosis drained out, the parotid subsided rapidly, and the patient recovered. The 
baby lived in this case, in the case before it was macerated. 

Of the three surgical cases, one was an acute salpingitis, of vmknown cause, 
with a cystic ovary that was removed. The patient developed a right parotitis 
which had to be incised and a large amount of pus freed. Tliis was the only 
case that developed facial paralysis, which cleared up in four months. Of the 
two others, one was a clean retroversion and the other was a tremendously com- 
plicated plastic, in which we had to incise both sides. The only one not incised 
was the retroversion case in which a double parotitis developed. After the applica- 
tion of heat both sides rapidly subsided, and I believe in future wo will try ap- 
plications of heat first. 

Out of llic.'jc six case.'=, then, five were incised and the six patients made perfect 
recoveries. 

DR. F. K. O.SSTLER. — Several years ago, in .six nionfhs, 1 had seven e^l^e.s^ o) 
infectious parotitis following operation. Some of them wore ca^es of septic origin; 
nlhcns were pnictieally elean. It .‘■nemed to make no difi'erenf’e. At tir.‘-'f I thought 
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there was somelhing wrong mtli the anesthesia and we had everything sterilized 
before giving an anesthetic, but with no better results. Following that, I came 
to the conclusion that possibly the dry mouth had something to do with it. There- 
fore, we made it a routine procedure that the day before and the day of operation 
the mouth should be thoroughly cleansed until an antiseptic and the teeth carefully 
scrubbed. I am satisfied that the condition came from a dirty mouth in every 
case which I have personally seen. 

One other thing about treatment. Massage of the gland is a mistake, but 
massage of Stonson’s duct I consider of extreme value, gently done every three 
hours, not touching the gland at all. 

DR. II. C. COE. — ^In twenty years’ service at Bellevue Hospital and twenty-five 
years at Memorial Hospital, I cannot recall a single case of suppurative parotitis, 
and certainly in the early days we did not troub’e much about the teeth or the 
mouth. The first case I saw was at the Woman’s Hospital, where we are exceed- 
ingly careful about cleansing the mouth. I had to operate tudee on the patient 
and made a counter-opening in the neck on the left side and incised the other 
parotid. We could not find any cause for the condition in this case, but it un- 
doubtedly came from the mouth. 

DR. HERklANH GRAD. — I have in mind two cases, one at the Woman’s Hos- 
pital and the other on the outside, associated with a very extensive peritonitis fol- 
lowing infection from the introduction of a stem pessary used to prevent con- 
ception. The patient also developed an empyema after tliis, requiring resection of 
the rib, and about ten days later a right-sided parotitis, with very extensive sup- 
puration. It broke into the external auditorj' canal and had to be incised. 

In the other case the woman had a uterine suspension done, and developed a mild 
septic condition, which was followed by extensive suppuration of the right parotid 
gland. 

DR. E. 0. LYON., JR. — At the Woman’s Hospital on the obstetric service oc- 
casionally, we see a case of parotitis, but as yet we have not had one that went 
on to suppuration. 

In my own practice, I had one case of mild parotitis following pernicious vomit- 
ing, in which therapeutic abortion was done. 

DR. FREDERIC C. HOLDEN". — As regards the Bellevue Hospital service, I would 
like to add that in the last 2,000 gynecologic operations we have had no postopera- 
tive parotitis. We have had quite a number which developed in the postabortal and 
postpartum sendee. Many of these people haVe very poor oral hygiene. 

DR. PEIGHT AD (closing). — ^If there is any doubt at nil, an incision should 
be made as the given mortality in this condition is rather high (33% per cent). 

I was interested to hear Dr. Oastler had been using preventive measures for 
almost three years and that some improvement resulted in the number of cases. 

I quite agree with liim that it is not a good practice to massage the gland. I 
merely mentioned that point because it had been brought out by several authors. 

I think that massage of the duet in an attempt to open it and get drainage that 
way, especially in the early and mild cases, is a very important point. 

Having looked over the literature and seen these cases at Roosevelt Hospital, at 
least five of which I saw personally, I cannot help but feel that the etiology of this 
condition lies pretty much within the mouth and that the organisms lying* in the 
mouth and in Stenson’s duct cause this process, and that the reason they extend 
up into the gland and out through the perilobular tissues is usually because the 
duct has been plugged. 



120 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 

I was rather interested to hear about Dr. Lyon’s case of pernicious vomiting. 
The case I mentioned that Manton spoke of also had a therapeutic abortion. 

I want to bring out one point. Denver in 1915, stated that he felt the anesthetic 
in a large measure was a very definite factor in some of these cases, but almost 
immediately thereafter a number of men all over the coimtry refuted that state- 
ment, especially men who had public hospital services, where practically the great 
proportion of their patients were alcoholics but found no increased incidence of 
tliis complication. 

Dr. H. C. Williamson presented a paper entitled Application of the 
Forceps to the Transverse Head for Delivery of Persistent Occipito- 
posterior Cases. (For original article see page 37.) 

DISCUSSION 

DE. H. 0. WILLIAMSON. — I would like to say in response to Dr. Davis that 
episiotomy is not done as a routine. In some of the cases of difficult forceps, by 
doing an episiotomy and allowing the handles of the forceps to drop back, they 
come out very much more easily. 

Dr. H. Er. Charlton (by invitation) presented a paper entitled Mas- 
sive Congenital Hernia at the Linea Alba and Its Immediate Treat- 
ment. (For original article see page 103.) 

DISCUSSION 

DE. H. B. MATTHEWS.— My own case apparently was one of patent omphalo- 
mesenteric duct in which the ileum — and perhaps jejunum had remained and be- 
come adherent so that, when I cut and tied the cord, the small gut was included 
in the tie. The case in question was a perfectly normal spontaneous labor occurring 
at the Long Island College Hospital. Four or five days later the baby developed 
all the symptoms of intestinal obstruction and died. Autopsy showed where vc 
had cut and tied the ileum and this was the cause of the obstruction. The cord 
looked perfectly normal; you could not have told that there was any ileum in 
it by external or any other examination. 

DE. J. A. HAEBAE.— Tlic thing which surprises me most, is the infrequency of 
this condition as reported. At the Lying-In Hospital where we have a service of 
between 5000 and 5500 cases a year I am sure we have three or four of these rn 
every 5000 deliveries. Dr. Ballantine calls them gastrcctasis, perhaps two-thirds 
of those are of so extensive a nature that the liver and the entire abdominal contents 
ai-c in the sac. 

I had one case several years ago where the opening was about two inches across. 
The baby was premature and I did not feel it would stand operation. By the use 
of sterile gauze and pressure over tliis area, irr a few days it gradually contraclet 
and when the baby was about to be discharged at the end of the second neck 
it looked not unlike an ordinary umbilicus. In the smaller hernias it is possible to 
cure the condition without operation, although operation is the method of choice. 

DE.- CHARLTON (chasing) .—The type of case which Dr. IMatthcWB de.scribed 
whCTO the ileum is in the sac, has several times been reported and before tying 
off any cord, its proximal portion should be carefully inspected. If there is an} 
bulging it is ndwsable to tic -.veil aw.ay because retraction will go on. 
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So far as Dr. Harrar’s statement of the frequency of this condition is concerned, 
Do Lee remarked in his note to me that they also had frequent cases of gastrectasis, 
but that is a different tj’pe. That is one of the split formations comparable above 
to the same abdominal congenital fissure below. 

I meant this paper particularly to coA'er those operable conditions in and about 
the site of what would have been the umbilicus. 

Dr. jMeyer Eosensohn (b}'’ invitation) presented An Analysis of Cases 
in the Service of the Lying’-In Hospital. (For original article see 
page 96.) 



Department of Reviews and Abstracts 


Conducted by Hugo Ehrenfest, M.D., Associate Editor 


Collective Review 


New Books 

By Robert T. Prank, AM., M.D., P.A.C.S., New York City 

Seelig’- lias presented us witli a most cliarming and readable outline 
of the history of medicine. Any one whose interest in the history of 
medicine fails to be permanently aroused by this lifelike resurrection of 
past epochs may be classified as hopeless. Even the most blase and 
matter of fact medical student, who lives solelj" for and in the prospect 
of a lucrative practice, may be stirred. The book is a real achievemmt 
in that it elevates a subject which can be presented in a cut and dried 
manner, into the absorbing and gripping present, 

Plexner^ has long since, although a layman, earned the distinction of 
being an expert on the subject with which he deals. The book is not 
only worth while because of its excellent method of presentation, but 
also because of the exhaustive fashion in which the entire fidd^ of sec- 
ondary education, preraedical training, and medical education is dealt 
with. Science, as Plexner jiuts it, is essentially a matter of observation, 
inference, verification, and generalization. Throughout, the author em- 
phasizes the similarity of the practitioner and investigator when both 
are actuated by the proper spirit. «• + 

“kledical education must be conceived as primarily the effort to 
train students in the intellectual technic of inductive science’ and 
Plexner traces this medical education from beginning to end, “Scien- 
tific medicine in America — young, vigorous and positivistic— is today 
sadly deficient in cultural and philosophic background.” _ _ 

The French and English emphasize the clinical side of medicine. 
Lately in England so-called “teams” have become the fashion. In 
Germany, the true university idea of medical education has been most 
fully developed. German medical science appears to have reached its 
zenith in 1910. Since then it has either stood still or gone backward, 
because the war lias administered a serious cheek to university medicine 
in Germany. 

He deals in great detail with secondary edueation in the various 
countries. In Geimiany, such sccondaiy education is continuous, care- 
fully planned, and scrupulousty carried out, so that the medical stu- 
dents in that country form an even, well-rounded group. In England, 
selection of the student body is less careful, but the English teachers 
concentrate tlieir efforts upon the brilliant and efficient student, pushing 

JMrtllclnc'. An llKloricnl Onillno. By M- G. ScellfT. M.D., Avniiams & Wlildns Com- 
pany, BnUlmorc. 102.5. 

mirdlciil riliicnllon, A Conipnrntivo Sltid.v. By AUralnm Flfxncr. The Macmillan 
Company, Xc;v York, 3025. 
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the less proniisiDg material to the side. In America, the student groups 
are often gatliered haphazardly, with today a tendency of selecting the 
student body “from the right sort of people” frustrating many worth- 
while students because they come from “the wrong people.” This often 
produces a serious social loss because superior opportunities are lav- 
ished upon the stupid or indolent for no other reason than that they are 
of “the right sort.” In the United States it is often the case that a 
student is valued highly because he is a good fellow rather than a good 
scholar. Flexner says, “The truth is that, until high school and college 
do their job better, the medical school cannot iind a homogeneous gi’oup 
at the proper level. ’ ’ 

Three types of medical schools are described: (1) the clinical type, 
characteristic of France and England of today; (2) the university type 
of which the German university medical schools are the best example; 
and (3) the proprietary type once flourishing in this country but now 
liappil}'' obsolete. 

The author enters fully into the function of the outpatient depart- 
ments as adjuncts and feeders of the medical school. He deals with the 
university hospital and its partial substitute, hospitals more or less con- 
nected with the university b.y means of special arrangement and teach- 
ing staffs. Tie compares the English apprentice system with the French 
methods, deals with judgment and leniency with the makeshift Amer- 
ican system of part-time instructors, but appears to favor the full-time 
university professor as exemplified by the German universities. 

The immense amount of detail in this instructive volume is handled 
with wonderful dexterity. I only regret that Flexner did not see fit to 
summarize his generalizations and perhaps to indicate more clearty what 
he considers the proper mode for future development along safe and 
sane lines. 

GYNECOLOGY 

Three entirely dissimilar books treating of the same subject from dif- 
ferent points of view are Gynecological Operations by Franz, the third 
edition of Crosseu’s Operative Grjnecology, and the fifth edition of 
DodeiTein and Kronig’s Operative Gynecology. 

Franz’s book^* may be described as his surgical autobiography. Franz, 
Avho is noAV director of the University W^oman’s Clinic, Charite, in 
Berlin, incorporates the result of his gynecologic work both in Jena and 
Berlin. The results' embrace 6114 operative cases. The book is an atlas 
of operative technic, as well as a brief but vivid collection of case his- 
tories. Most of the illustrations of the operative field were obtained 
by color photograph}'’. On the opposite page there is^ a line dra’wing of 
the photograph with descriptive captions. Except in a few pictui’es, 
where the vivid red overshadows and obscures the outline, the color 
process has proved both az’tistic and instructive in its res’ults, 

Franz is a writer whose style is unassuming and yet incisive. His 
introduction emphasizes that the operator should realize that operation 
in itself is not infallible and that operation should not be overvalued; 
that in making indications, the disease should be more dangerous than 
the operation; that it is impossible to be both general surgeon and 
gynecologist. ’He modestly confesses that he has considerable difSeulty 
in keeping abreast of gynecology alone. 

“GynaekoIoKischo Operationen. Von Dr, Ivarl Franz. Verlas von Julius Springer, Ber- 
lin, 1925. 
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The book is so replete with valuable facts that I do not hesitate to 
abstract it at some length. The operator uses rubber gloves over which 
cotton gloves are drawn, — an unnecessary complication in my opinion. 
His peritonitis statistics are not encouraging, 49 operations with 24.5 
per cent recoveries. In the statistics of spinal anesthesia, 6015 cases 
show 7 cases of meningitis. He does not use this method for the very 
old. I am pleased to see that Franz prefers the Alexander-Adams 
operation and that he employs it to bring forward the uterus even when 
the abdomen has been opened for intrap eritoneal manipulations. For 
prolapse he uses anterior and posterior colporrhaphy combined with 
the Alexander operation. He has long since discarded hysterectomies 
in cases of prolapse. Most of his abdominal work is done through the 
transverse Pfannenstiel incision. To my surprise, he punctures both 
malignant and nonmalignant ovarian cysts to facilitate their removal. 
His attitude towards inflammation of the adnexa, with the sole exception 
to be mentioned, is most praiseworthy. Of 847 inflammatory eases, 
only 45 were operated. On the other hand, he operates at once on 
tuberculous adnexal tumors and tuberculous peritonitis. This appears 
a grave mistake to me, and his statistics of 23 operations with 4 fatal 
outcomes, does not lend support to his attitude. Lilce all well-trained 
gynecologists, Franz admits that tlie diagnosis of ectopic pregnancy is 
not alwaj’-s easy. He has had 255 ectopic cases and 17 exploi'atory lap- 
arotomies for ectopics, where none were discovered. This large number 
of explorations is due to the fact that Franz refuses to perform an ex- 
ploratory puncture. Of 3176 myomata of the uterus, 1141 were oper- 
ated upon, that is, he operated on 35.6 per cent of the cases and radiated 
19.4 per cent. His operative mortality was 2.1 per cent. Among the 
myoma operations, 9 proved to be sarcomatous, and in 12, corpus 
carcinoJiias were discovered. Franz has continued to operate upon car- 
cinoma of the cervix and only uses radio therap}’’ when the condition is 
inoperable. Eighty-two per cent of his cases proved operable. Franz 
has 800 Wertheim opei’ations to his credit. From 1905 to 1909 the mor- 
tality was 19.9 per cent. From 1911 to 1921, 14.1 per cent died. His 
permanent cures vary between 38 and 41 per cent according to the 
grouping, but according to Winter, the iiermanent cures are distinctly 
less. 

Besides the subjects specially mentioned by me, tiie book is replete 
with information and ■will repay careful reading by all of those intei- 
ested in both the technical and .scientific side of gymecology. 

In contrast to the preceding very personal volume, Crossen,'* as here- 
tofore, offers encyclopedic reference to all gynecologic operaW^c voi ^ 
with especial attention to technical details. The present edition lias 
ninety new illustrations, making the number of illustrations c*?ht hun- 
dred eighty-seven. A tremendous amount of material is handled ni a 
strictly impersonal fashion except w'here, as an introduction lo eac i 
tjTie of procedure, the indications for selecting a given technic are pre- 
sented. Practically’- every operation is referred to except 
liave become superannuated. The sole exception to this is the StoclvC - 
Goebel operation for incontinence and Bumm’s colli -fixation as ■\vell as 
promontory fixation, neither of which technics arc much used in this 
country. Crossen^s book continues to be an cxhaustlcss mine of intor- 
mation, which is of eriiial value to Ihe beginner and to tlie well-tramcc 

‘Operntive GyiincolosT'-. By Il.-irrv .StiirKPon Cro’Jix'n. M.T).. B..\.C.S, ThlrJ Ivlltlon. 

The C. V. Mochy Co., St. Lou'.-?, 
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and finished g 3 "necologist who desires to refresh his memory on some 
operation which he rarely practices, or desires help in selecting the 
proper procedure. 

It would seem to me advisable either to give a comprehensive review 
of the literature or, if this dos not seem feasible, to omit all literary 
references. The authors quoted appear to have been selected at random 
and therefore an injustice is done to those whose work has not been 
acknowledged. This applies especially to such subjects as operations 
for retrodisplacement and prolapse of the uterus. In describing the 
operation for repair of the pelvic fioor, Crossen again and again refers 
to the “musculo-fibrous sHng.” This together with his illustrations 
leave me in doubt as to whether he is describing levator suture, or sim- 
ply favors the approximation of the fasciae which cover the levator and 
the deep transverse perineus muscle. The description of vesicovaginal 
fistula, it seems to me, could be simplified as well as clarified by dividing 
the technics into, for instance, (1) the denudation of the edges accord- 
ing to Sims, (2) mobilization by flap splitting, (3) mobilization by 
abdominovaginal procedures including hysterectomy, and (4) substi- 
tution, as for example the interposition operation. 

Crossen ’s book doubtless will continue to enjoj^ its well-deserved 
popularity among the profession. 

Dbderlein and Ivrbnig’s Operative Gynecology^ does not in any 
way fall behind its well-known predecessors. Doderlein, the sur- 
idvor, is the sole editor. He has been assisted in the chapter on 
anesthesia by Dr. Erwin Zweifel and in an important final chapter, 
dealing witli the medico-legal aspect of both operative intervention 
and nonintervention, mdtten by Professor Ernst Beling. Unfor- 
tunately this last chapter is limited to tlie German code. Pew changes 
on the whole, in either text or illustrations, mark this fifth edition. 
Of the newl.y devised operation, Buinm^s colli-fixation, Sclmbert’s 
formation of a vagina by means of the lower rectum, Stoeekel’s 
pyramidalis transplantation for incontinence, are the best examples. 
Functional uterine hemorrhages are now entirely relegated to the radio- 
therapist, a striking commentary of the open-mindedness of Doderlein, 
the surgeon. The author has obtained as good results from radiation of 
carcinoma of the cervix as from operation. His statistics, which extend 
over a period of five years, show that there is no operative mortality 
and that a number of cases which, from their extent, must be considered 
inoperable, can be saved by the x-ray. No new or illuminating statistics 
from the German clinics have been incorporated in the new edition. 
This book is of such sterling worth that whenever in doubt the gynecol- 
ogist may turn to its pages for illuminating advice as to technical 
measures as well as for new points of view in nonoperative interven- 
tions. Only in one chapter of gimecology has Dbderlein drifted behind 
the times and that is in the treatment of relaxation of the anterior and 
posterior vaginal walls. The operation for cystocele is archaic. The 
rectocele operation still considers the almost discarded technic of levator 
suture instead of approximation of the fasciae covering this muscle. 

Another series of installments of Halban and Seitz’s® encyclopedic 
work has appeared. Installments 13, 14, 15, 16 and 17 contain parts of 
volumes v, vi, and vii. 

^Operative Gynaltologie. By Doderloin-Kronig. Fifth Edition. Verlag von Georg 

Thieme, Leipzig, 1925. 

«BioIogrio und Pathologie des Weibes. Von Frot. Dr. Josef Halban, and Prof. Dr. 

Ludwig Seitz. Urban & Soliwarzenberg, Berlin, 1925. 
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13. Niirnberger describes ecMnoeoccus, actinomycosis and bilbarziosis. 

To Weibel has been assigned the subject of tuberculosis of the genitals. 

Some beautiful colored plates illustrate this chapter. The author de- 
scribes both operative and expectant treatment but stresses especially 
roentgenotherapy, using 20 to 30 per cent of H.E.D. every four to eight 
weeks through large fields. 

The subject of gonorrhea is taken up by Wagner. He does not begin 
treatment of a fresh infection until two or three weeks have elapsed. 

14. Placentation is discussed by Grosser. He places follicle rupture 
in the human species at about the tenth day after menstruation. 
Dietrich takes up the anatomy and phj’-siology of the fetus, as well as 
the biology of the placenta. 

15. In this number the relation of the various organ systems to the 
female genital tract are discussed — eye disease (J. Novak), circulatory 
apparatus (v, Jagie), hematopoietic organs and blood (Hickl), liver 
and kidney (Bckelt) and finally the value of the blood sedimentation 
test (Linzenmeier), 

16. Normal labor is dealt with by SeUheim, whose illuminating ex- 
planations of the mechanism of labor are well known, 

Engelhorn has a short chapter on multiple pregnancy and labor. 

17. The last instaUraent to be considered contains four topics. 

Matzenauer takes up syphilis, soft chancre, and sldn lesions of the 

vulva. Twelve colored iilates illustrate his text. There are no references 
to the literature. 

Slartin’s short but well -written chapter describes the pelvic connec- 
tive tissues and their diseases. 

Freund covers the diseases of the abdominal wall, ligaments, blood 
vessels, and nerves of the female genital apparatus. 

Sternberg describes ovarian tumors. 

A critique of this monumental work will be attempted Avhen all the 
material is at hand. In size and scope it already has left all its prede- 
cessors far behind. 

A number of monographs dealing with special phases of gynecology 
deserve comment. 

Cumberbatch and Robinson’' have given us a small book dealing wth 
the Treatment of Gonococcal Infection hy Diathermy. They give a full 
description of the teelinic, the proper method of selecting cases in both 
male and female, and a certain number of case histories as illustrations. 
Their best results have been obtained in infections of the uretlua and 
cervix of the female, and in prostate cases in the male, especially m 
cases Avhich had resisted all other forms of treatment. They also obtain 
relief in gonococcal artlndtis. The authors do not believe that the effect 
is due solely to a thermal death of the cocci although heat of 
mately 115 degrees Fahrenheit can be reached in the urethra and 120 
degrees in the eernx. This therapeutic measure, whicli is still suh fnihce, 
may prove of value in selected eases. 

Fulkerson,® in small compass, details the technic of endoscopy and 
cystoscopy in the female. Chapters on renal function tests, diathermy, 
and acidosis are of special interest. Most of the illustrations (some 
from well-known textbooks) are excellent. A few of the line drawing.?, 
sucJi as Fig.s. 121, 123, and 124 arc crude. 

'TrPtitmi’nl of GnnororrnJ Infrcflon hy I>lnUirriny. Dy Dr. U. F. CuinbcrlMltch, 

Dr. G. A. Robinson. G. V. XIonby Company, St. Louis, 1025. 

'Gynf'rolocic tJroloRy. By Lynn Lyle ITulkcrson, XX.D. P. Bloklston'a Son & Co., 

Fhllttdolplila, I •>25, 
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The second volume of Paramore’s Statics of the Female Pelvic Yis- 
cem° is really an historical review of the treatment for prolapse of the 
uterus. ^ In Part I the inception of plastic procedures is dis- 
cussed, including the treatment by pessary from the year 1743 on, 
through the groping attempts of Hall, Jobert, and Baker Brown. 
Part II deals with the modern efforts at cure, beginning approxi- 
mately around 1860 and sponsored by Huguier, Kiiekler, Tait, and 
Emmet. Part III deals with the more modern vaginal operations which 
include the woi’k of Sims, Emmet, Hart, Hegar, and Le Port. The 
fourth and last part takes up the conception of prolapse as a hernia and 
brings us down to the end of the last century. To those interested in 
historical medicine, this review, although not too exhaustive, should 
prove of value. 

Liepman,^° who has shoAvn an increasing interest and insight in the 
field of psychology as applied to gyneeologj'-, has written a new brochure 
entitled Gynecological Psychotherapy. It appears to me that he has 
erred in attempting to include the entire subject of psychologj’’ in this 
small monograph and hence has but a bare fourteen pages to devote to 
therapeutic measures. 

Liepmann’s method of searching for a phylogenetic structure upon 
which to base the workings of the mind is laudable; his attempt at 
phylogenetic synthesis is praiseworthy; his law of “threefold basis” 
(dreifachen Grunde) is, witliout his realizing it, purely and primitively 
S 3 anbolistic. To say that “to the uninjurable male one contrasts the 
■luilnerable female plasma,” to base the vulnei’ability of the female upon 
the penetration of the spermatozoon into the ovum (mainly a chemical 
union), upon the tearing of the hymen at defloration, and upon the 
monthly rupture of the ovarian follicle, is pure phantasy! His review 
and application of psychology is intelligent, stimulating, and beautifully 
expressed. His characterization of cubism — the schizoide art — is de- 
lightful. The adult and formed mind will derive profit from perusal 
of this book. To the student and adolescent medical learner the mono- 
graph presents many pitfalls because it glosses over what is least under- 
stood and hence presents, as completed, a discipline which is as jmt in 
embryo. 

Kretschmer’s booklet^^ on hysteria, which appeared in 1923, is based 
on the thesis that hysteria is an abnormal reaction to the traumata of 
existence, usually with a distinct ulterior aim, such as war-hysteria or 
pension-hysteria. The various hysterical phenomena are analyzed in a 
simple and understandable fashion. 

Another book of Kretschmer’s,^* of which the second edition was pub- 
lished in 1922, deals with Psychology for Medical Men. The soul, im- 
pulses and temperament, personality and reaction are described. This 
little book is of interest and value to the physician. 

A number of new editions of well-Ioiown textbooks require but brief- 
est mention. 

Hirst’s Gynecology in its second edition, attempts, with some suc- 

»Thc Statics of the female Pelvic Viscera. Dr. E.. H. Paramore. Volume il. H. K. 

Lewis & Co. Ltd., London, 1925. 

'“Gynaeltoloffiseho Psychothcrapic. Von Dr. Med. Wilhelm Liepmann, Urban & 
Schwarzenberg, Berlin, No. 24. 1924. 

“Uober Hysteric. Von Dr. Ernst ICretschmer. Verlag von Georg Thieme, Leipzig, 
1923. 

i-'Mcdiainische Psychologic. Ein Leitfaden flir Studium und Praxis. Von Dr. Ernst' 
Kretschmer. Second Edition. Verlag von Georg Thieme Leipzig, 1922. 

“A Manual of Gynecology. By Dr. John Cooke Hirst. Second Edition, Revised. W. 

B. Saunders Company, Philadelphia, 1925. 
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cess, to incorporate within its small compass the very newest acquire- 
ments. Of its kind, the hook is good, clear, and sound. The grouping 
of Sampson’s implantation cysts as derived from the' oophoron, and 
serous, and pseudomucin cysts from the paroophoron, appears bizarre. 
The chapter on_ endocrines is far from sound or critical. 

The third edition of the late Professor Boursier’s Textbook of Gyne- 
cology,^^ of which the second edition appeared in 1918 in Testut’s new 
library for students of medicine, has been brought up-to-date by Auvray. 
This somewhat bulky, though small, two volume edition is strictly prac- 
tical and elementary. The description of the ph 3 ’'siology of the men- 
strual cycle leaves much to be desired and therefore the treatment of 
functional diseases is likewise not up-to-date. Otherwise the book is 
satisfactory, the surgery being especially weU described. 

Jellett’s FracUcc of Gynecology'^’^ has reached a fifth edition. This 
new edition has taken up the subjects of the Rubin insufiSation test, 
ovarian transplantation, Sampson’s adenoma of endometrial origin, 
sterility, and the Manchester operation for uterine prolapse (Donald's 
anterior colporrhaphy with excision of the anterior vaginal fornix). 
The book has a very excellent description of operative methods. The 
new edition has brought this volume fully up-to-date. 

The second edition of Ruuge’s Gynecology for the Practicing Physi- 
cian^^ is approximately the same as that of the first, which appeared 
only a year ago. The book is written in the form of case histories, the 
discussions being most illuminating. 

OBSTETRICS 

The second and third volumes of Doderlein’s PLandhuch der Geburi- 
shUfe,^"^ together with the supplement, have now been issued. The three 
volumes form over 3200 pages of text, with more than 675 illustrations. 
AVe must consider this “handbuch” as a worthy substitute and continu- 
ation of the classical one edited by Von Winckel. The best talent in 
German speaking countries has taken part in this second edition. Tlie 
first volume has been previously commented upon. 

Volume II treats of the pathology of pregnancy, the first pa^t was 
written by Otto Kiistner, the second, by Lud'wig Seitz. The late J. Veit 
contributed the chapter on extrauterine pregnancy, brought up-to-date 
by Weber. The pathology on labor has been written by Zwcifcl and 
Baisch. 

Volume III contains the subject of puerperal fever (Zweifel), the 
operative treatment of this disease (Weber), puerperal bleeding (bie- 
gel), inversion of the uterus and sudden death during the puerperium 
(both by Zangemeister). Weber discusses inflammation of the breast; 
Ibrahim, diseases of the newborn ; Stoeckel, the urinary organs dunng 
pregnancy, labor, and the puex’perium. The nervous and psychical dis- 
turbances of labor, pregnancy, and the puerperium are taken up >} 
Siemerling, and a most important subject, that of the legal aspect ot 
obstetrics, has been assigned to Kockel. This volume also contains a 
complete index, including an authors’ index. 

’•Precis dc Gynccoloplc. Par AntlrC Uourslcr. Volumes 1 ct II, Third Elution. P.'irH, 
Gaston Doln, Editcur, 1025. , 

’*.1 Vmcllce of Gynnccotojry. By Er. Henrj" Jellctt. Fifth Edition. Lea <52 Fc > P. , 
Philadelphia. 102.5. , r. i 

•'nic Gynncholocic dcs PraltlKchcn Antes. Von Er. Ernst nanf^P. Sreond, ro 

Edition. Urban & Schwarz^nherp, Berlin, 102.5. 

•'Ifandbnrh clcr GclmrfsrhUfr. By A EOdcrlcIn. Second Edition. IrrliP ion .. 
Berpmmn, MOnchen. 1025. 
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The supplemental volume is devoted to operative obstetrics. All in 
all the ‘‘handbueh” is fully on the level with Von WiuckePs valuable 
textbook and should be found on the shelves of every obstetrician. The 
work is too tremendous in size and scope to permit of a detailed review. 

American readers of today must realize that continental authors 
either cannot or will not keep up with American (thereby including 
both North and South American) literature ; that the readers of foreign 
textbooks will therefore only be kept abreast with the European litera- 
ture, and that they must seek American sources in order to keep posted 
on our o'wn advances. This fact will increasing^ mitigate the reading 
and purchasing of foreign books bj'- Americans. 

A number of interesting monographs, which well repay careful perusal 
are now to be discussed. 

Warnekros^® has published an atlas of x-ray pictures illustrating labor, 
including the third stage. Thirty-one excellent reproductions of the 
x-ray plates accompany the text. By overloading a soft tube, a mixture 
of hard and soft rays is obtained which bring out the fetal bones with 
great definiteness, the exposure lasting only from two to three seconds. 
These plates will be of particular interest to the teacher of obstetrics. 
To me, the most strilcing feature consisted in noticing the comfortable 
position assumed by the fetus in utero. 

Scemla’s monograph^® deals with the respective merits of symphyse- 
otomy and cesarean section, with “temporary exteriorization” of the 
uterus in the presence of infection. This operation consists of bringing 
part of the uterus outside of the abdominal wall and shutting off the 
peritoneal cavity behind it; then emptying the uterus and leaving it 
outside of .the abdomen for a variable period of days until involution 
has taken place. Whereupon the site of the uterine hernia is debrided 
and the resutured uterus allowed to slip back into the pelvis, the ab- 
dominal wound being closed without drainage. 

Two German pamphlets dealing with the same subject, namely, the 
increase of induced abortion in Germany, portray approximately the 
same point of view. Vollmann,®® like all observers in this field, empha- 
sizes the tremendous increase in induced abortions since 1890, which, 
roughly speaking, appears to have increased from fifteen to thirty- 
eight per one hundred. He advises that the state offer inducements 
for having children by relief from taxation, special monetary help, and 
greater ease in obtaining habitations, which appear to be at a discount 
in the larger cities of Germany. 

WeinzierP^ takes up particularly the unmarried mother. He made 
a study of five hundred such cases and emphasizes the fact that thirty 
of this number made serious attempts at suicide because of their de- 
spair. He considers that elevation of the mental and moral plane, 
social aid agencies and particularly the promulgation of new laws 
would provide remedies. He favors such laws as Denmark has inau- 
gurated, which place the care of generative activities of woman under 
the ej’-es of the state. Hoav successful such measures would turn out to 

i^Geburt und NacliErebiirtspcriode Im Roentgrcnbilde. By K. Warnekros. Verlag von 
J. F. Bergmann, Miinchen, 1925. 

“Indications Kcspcctivcs dcs Felvltomies ct de la Cesaricnne suivie D’E.vteriorisation 
Temporaire do B’Uterus. Par le docteur Jules Scemla. Gaston Boin, Editeur, 
Paris, 1925. 

“Die Fruchtabtreibung als VolUsUranhlicit. Von San . — ^Rat Dr. Vollmann. Verlag von 
Georg Thieme, Leipzig, 1925. 

”Dio Uneheliche Mntterschaft. Von Dr. Egon Weinzierl. Urban & Scharzenberg, 
Berlin, 1925. 



130 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

be, appears bard to foretell; nor can I consider tlie apparent or real 
increase of induced abortions as necessarily indicating decadence such 
as both of tbe authors believe it to show. More likely the greater care 
in studying such conditions accounts for much of this apparent in- 
crease. This, let us hope, together with the temporary postwar changes 
in the social structure, as well as the economic distress engendered by 
the conflict appears to be largely causative. 

Frey^” has written a very important little monograph on Heart and 
Pregnancy. The material on which this work is based is that of Stoeckel, 
of Kiel, who placed at the author's disposal one thousand eases, of which, 
of course, only a minimum number suffered from heart trouble. Frey 
suggests that both gynecologists and internists, heretofore, have been 
too lenient in advising interruption of iiregnancy. He demands that 
signs of decompensation, such as cyanosis and dyspnea, as well as signs 
of recent acute inflammatory endocai’ditis (such as taehj'cardia, second- 
ary anemia, elevations of temperature) to be present before interven- 
tion is practiced. He emphasizes that in his opinion mitral stenosis 
should not be considered from a different point of view than other heart 
lesions. This little monograpli well repays study. 

The followdng new editions of textbooks on obstetrics have been re- 
ceived. 

The third edition of Bourne’s Synopsis^^ has added gynecology to the 
original obstetrical text. It is brief, in small print, and contains many 
facts as w'ell presented as this unfavorable mode of wanting wall permit. 
The purpose is to supplement the larger textbooks. 

The sixth edition of Eden’s well-knowm Textbook of Obstetrics^^ has 
been revised by Eardley Holland. The revision has been judiciously 
performed so as not to alter the smoothness of the text. _ This edition, 
like previous ones, is fully abreast of its time. I take issue wdtli the 
authors that a “fertilized ovum may be successfully implanted upon a 
quiescent endometrium” (page 6). Unless all of our comparative .studies 
are at fault, the sole purpose of the premenstrual uterine change is to 
supply a proper nidus for the ovum. 

Part tw'o of the tliird edition of Pabre’s^'* Manual of Obstetrics ap- 
pears in a Spanish translation (published 1923), but otherw'ise un- 
changed. 

Of more recent date (1925) is the second edition of Jeannin’s Ob- 
stetric Therapy-^ which appears in the same Spanish series Bibliotcca de 
Terapeutica. 

ENDOCRINOLOGY AND ALLIED SUBJECTS 

The second volume of Ascliner’s The Constitution of Woman-’ deals 
with tJie special application, wliile the first volume, previoirsly discus-sed 
in one of my review.s, dealt with the general bearings of this .subject. 
All credit mu.st be given to tlie author for an extremely careful and 

"Ili’rz iind ScIi>vniiK:<‘r»'«'linft. Von Prof. Dr. W’'alter Prev. Vorl.'tfT von Goorg Thlemc, 
Lolpzig, ira. 

"SynopslR of Sililwlfprj- nml Gynnocologj-. Hy Aleck W, Bourne. Third Edition. 

W'lllnni Wood .and Company, New- York, laCj. 

■*X Te'ctliooU of Obstetrics. By Dr. Thoma.s Watts Eden, and Dr. Eardley Holland, 
sixth Edition. The Macmillan Company, New York, 192r>. 

dp Obxtctrirlii. por el Prof. Fabrc. Tomo II; Parto P.atologico. Third IMI- 
tlon. Casa IMltorl.al P. Salvat, Barcelona, 

=‘TpmpetitIrn Obstelrlpa; Tomo xxvl. Por el Dr. Cirllo Jcannln. .Second Edition, .Sal- 
vat miltonx!. K. A Barcelona, IPH.'i. 

-■nir 1\on«tlttitlon der Pran. Von Dr. Brrnh.ard A.schner. Second Volume. Spezielle 
Kon‘«titutlon«Iehre, Vfrlag von J. K Bergmann, MUnclien, 1921. 
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detailed consideration of liis field. The great weakness in his exposition 
lies in the fact that he is unwilling to acknowledge, or unable to ap- 
preciate the fact that our knowledge is most incomplete. His discussion 
of habits, dyscrasia, plethora, rheumatic diathesis and similar vague 
concepts are insisted upon ad nauseam, and the real value of the book 
is obscured to the critical reader by the feeling that words frequently 
hide ignorance. On the other hand, no one can read the book without 
realizing full}'- that success in diagnosis and therapy depends upon full 
appreciation of the patient as a being. Thus, many medical men will 
be saved from concentrating too completely upon any one organ complex. 

Aschner’s method of dividing his subject is most interesting and stim- 
ulating. Under constitution and sex-phases he places pubert}^ menstru- 
ation and climacteric. Under these main headings every conceivable 
deviation from the normal is considered. Next he takes up separately, 
the constitution of various jiarts of the female sex organs, such as uterus, 
tube, ovary, vulva and vagina, the connective tissues, breasts, and even 
leucorrhea. An entire division of the volume is devoted to the effects 
of the general make-up upon pregnanc 3 ’- and puerpeidum. Twinning, 
abortion, and malformation of the fetus are discussed; and also the 
subject of determination of sex. Of interest is the form of the pelvis 
regarded from this point of view of development, and, finally, for a 
German book, an unusually complete bibliography, is appended. 

Aschner is evidentlj'- a confirmed believer in humoral pathology. He 
takes for granted, (upon insufficient evidence, in my opinion) that the 
menstrual flow acts as a detoxicating excretion, and, in consequence of 
this belief, practices venesection to an almost unbelievable degree. An 
immense amount of material is most attractively presented but because 
of too evident marshalling of ewdence to help out the author’s thesis, 
little, if any, credence can be given to his conclusion. The author in 
other words, in his desire to present a subject of which we know only 
the elements, in a form of eomiileteness, fails to be convincing. I, there- 
fore, feel obliged to warn the casual reader against accepting Aschner ’s 
conclusions in their entirety or in following his therapj'’ blindly. On 
the other hand, he will derive much profit by visualizing the symptom 
complexes which the author depicts most graphicall 3 ^ 

Swale Vincent’s Internal Secretions, third edition,^® is, like the two 
former editions, interesting reading for the investigator, but the material 
is too unequally distributed to be recommended to the student. For 
example, the entire book contains 462 pages of which 150 pages are 
devoted to the adrenal gland and 39 to the male and female reproductive 
sj'^stem. A nonendocrine explanation of sex, as advanced bj’’ Crew, is 
quoted at length, but recent work on the isolation of the female sex 
hormone, which makes Crew’s hypothesis untenable, is not mentioned. 
On the other hand, the recent work of Carlson and his collaborators on 
the nonspecificity of “secretine” is fulty discussed. Vincent’s book has 
alwaj'S appealed to me as a valuable bridge between purely theoretical 
and clinical endocrine writings. 

Voronoff,-® director of the experimental laboratories of the College of 
France, publishes a further endorsement of his testicular transplants for 
abolishing old age. 

=sinternal Secretion and the Ductless Glands. By Dr. Swale Vincent. Third Edition. 

Physicians and Surgeons Book Company, 1925 . 

=»Etudc sur la VieUIesse et le Bajeunissement par la Grcffc. Par Dr. Serge Voronoff. 

Gaston Doin, Editeur, Paris, 1926. 
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His main thesis is that unicellular organisms are immortal. Physio- 
logic death is unknown as death in the senium results from intereurrent 
infection. The main sign of senility is the replacement by the less dif- 
ferentiated connective tissue of epithelium, until proper function is in- 
terfered with. To combat this overgro^vth is to abolish old age. 

To date, Voronoif has transplanted the testes of forty-three monlceys 
(chimpanzee, cynocephalus, macaens) into man with uniform success. 
The transplantation of the ovaries of female monkeys into women is 
also highly successful. Why do the reports of this highly gifted investi- 
gator always give the impression of unsoundness? Is it because of the 
flashy type of presentation or because of a latent, innate prejudice that 
we harbor against the unusual, unnatural, and bizarre? 

Jackson’s The Effects of Inanition and Malnutrition upon Erowth 
and 8tructure^° is a most interesting and valuable collection of all the 
available data covering this subject. The author, being one of the most 
prominent workers in this field, has been able to sift and collate the 
material in such a fashion that it gives an exact picture of our present 
degree of knowledge. He defines inanition in a broad sense as indicating 
the lack of food or of any food stuffs (including water) which is essen- 
tial to living organism. He pursues the subject through plants and 
invertebrates and especially elaborates its application to the vertebrate 
types. The second part deals with the effect of inanition, both total 
and partial, upon the body as a whole as well as upon every system 
and important organ taken separately. 

Jackson agrees with the modern obstetrician that reduction of weight 
of the human embryo by starving the mother, is an impracticable pro- 
cedure and that inanition effects the sex ratio in mammals in an as 
yet unanalyzable fashion. The various types of partial inanition pro- 
duce the various insufficiency diseases. The osseous and nervous systems 
are most resistant, while adipose and lymphoid tissues disappear most 
rapidly. Mass experiments of the effects of famine, as studied during 
the Great War, would indicate that amenorrhea, and sterility, both 
temporary and permanent, can be directly ascribed to inanition, and in 
his conclusion, the author indicates his belief that the germ plasma may 
be so modified that there is a possibility of influencing heredity and 
evolution . . 

■ This book is an important contribution to both biology and medicine. 

Kolmer’s textbook on Infection, Immunity and Biologic Therapy, 
third edition,^^ is a reference handbook covering the subjects discussed 
in a very satisfactory way. It contains an immense amount of material 
■with ample references to the literature. This book aims to appeal to 
the practitioner and student as well as to the laboratory irorker and, 
therefore, has to treat of both elementary and less well-established facts. 
Chemotherapy is not dealt with because the author expects to publish a 
monograph devoted especiallj’" to this subject. The immense amount ol 
matei’ial hardly lends itself to a detailed re'vdew. Veterinarians will 
find much of interest to them included in this volume, because, as this 
specialty constantly requires the use of laboratory animals, immuno- 
logic, diagnostic reactions and specific therapy applicable to the animals 
are often discussed. The book is too detailed for the beginner who de- 
sires a quick means of covering the entire subject, but should prove 

Tmt'cin of InnnIUon nnd MnlnutrUlon upon Growth nntl Structure. By Dr. C- JI- 
Jadcj^on. IV Blakiston's Son & Co., Phllttdolphla, 3 92.'). ^ 

>Unfeetlon, Immunity, nml Blolojrlc Therapy. By Dr. John A. Kolnu-r. Thirti E< 
tSon. "W. B. Saunders Co., Pliiladelphla and ILondon, 39-4. 
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indispensable to the physician and laboratory worker who care to keep 
abreast of the times or who desire to do laboratory work of their own. 


MISCELLANY 


Volume one of a new collection of monographs dealing with radiology 
has just appeared.^= The format, typography, splendid illustrations, 
and elaborate index reflect praise upon the editors (Holf elder, Holt- 
husen, Jiingling, and Martins). The object is to assemble the widely 
scattered literature dealing with phj'^sics, biology, microscopic anatomy, 
and practical application of radiant energ3L 

^ Fischer of Frankfurt, discusses aims and results obtained in the 
rontgen diagnosis of malignant and inflammatoiy tumors of the large 
intestine. Friedl and Sehinz, of Zurich, take up the question of bone 
atrophy. A most important contribution is that of Lorey, of Hamburg, 
on the x-ra3’’ picture of acute miliary tuberculosis. Of more theoretical 
interest is Grebe, of Bonn, on the spectroscope in medical rontgenology, 
as well as that of Kiistner of Gottingen, on the measurement by ioniza- 
tion of Rontgen 1-33^. Glocker, of Stuttgart, takes up the vital problem 
of filtration and aiTangement of portals of entry. Physical sensitization 
is treated bj’’ Holtliusen, of Hamburg. The Rontgen-testis is discussed 
by Sehinz and Slotopolslnq of Zurich. Lahm, of Dresden, has been given 
the chapter on the ra3dng of carcinoma of the cervix utei’i, while Kurt- 
zahn, of Konigsberg, deals with esophageal carcinoma. 

A more detailed discussion of this very important treatise will be 
taken up after the appearance of other volumes when a full scope of this 
big undertaldng can be judged. 

Evans is to be thanlced for having translated de hlartel and Antione’s 
book on Pseudoappendicitis.^^ The name, though strildng, is not strictly 
correct as the subjects dealt with include mainly a cecocolic syndrome. 
The basic cause of the trouble appears to be a mechanical obstruction, 
often at the hepatic flexure, producing cecal stasis, dilatation, and func- 
tional cecocolic stenosis. Gregory Connell, who has written an intro- 
duction for the English translation, says that “If the numerous oper- 
ators of this country could be induced to read and study this small but 
important book, much would be accomplished toward transforming them 
into surgeons, and would bring about a realization of the fact that 
chronic appendicitis and pain in the right side, either with or without 
gastrointestinal symptoms, are not s3monymous ; that instead of being 
the simplest abdominal surgical condition, it is one of the most complex, 
and is, therefore, worthy of study, seriouS study, before and not after 
the removal of the so-called chronic appendix.” 

I am unable to agree with all the evils ascribed by the authors to this 
s5''ndrome, but I am willing to concede that a thorough study of this 
"book will save many patients from unnecessary operation for appen- 
dicitis,’^ and will throw light upon many obscure complaints. The tech- 
nical methods of these French surgeons will not appeal to most American 
operators. A large T-shaped incision, spinal anesthesia, Villar’s button 
with seroserous ligature instead of suture, ai’e the mam features of their 
methods. 


iip,. IMpdiziniscRcn Strnlilcnforscliungr. (n(5nt^Gndi3.snostilc, U on tgrcn-. 
Radium-und LR-htmerapie) Herausgegeben von N. Holfelder, A.M.; H. Holthu- 
sen, ^mburg; O JUngling. TUblngen; H. Martins, Bonn a. Rh. Volume I. 
Verlag von Georg Tbieme, Leipzig, 19.15. 

"Rseudoappendlcitis. By Dr. James A. Evans. F. A. Davjs Company, Philadelpliia, 
1925. 
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Bodkin’s second edition of Diseases of the Bectum and Pelvic Colon^^ 
supplies a short readable treatise on this subject. The book gives to the 
general practitioner an excellent survey of the subject but is hardly 
detailed enough to make any appeal to the specialist in this line. The 
author, on the whole, maintains a conservative and fadless attitude. 

Theilhaber ’s®'* seventieth birthday and fiftieth anniversary of medical 
practice has been commemorated by a Festschrift to which well-known 
men such as Opitz, v. Jaschke, and Fichera, to mention a feAV, have 
contributed. Theilhaber has always stood out as an independent thinker, 
ahead of his time. He announced that mobile retroflexion produced no 
symptoms, that dysmenorrhea might be spastic, that myoma uteri was 
due to chronic hyperemia and carcinoma cervicis to local anemia. 
Nearly one hundred and fifty articles have been published by him. 
Eighteen articles covering diverse gynecologic and oncologic subjects 
contained in the Festschrift. 

Barker’s book on Cancer^° is a most extraordinary compound of 
erudition, statistics, ignorance, credulity, and nonsense. The most ex- 
traordinary part of the book is that Sir Arbuthnot Lane lias lent himself 
to write the introduction. 

The author ‘'has rushed the book out 'with utmost speed, believing 
that every delay wall cause the unnecessary loss of many lives.” His 
sermon is directed principally to the general public. Cancer is due to 
chronic poisoning and to vitamin starvation. Barker recounts his owm 
experience; hoiv he w'as saved from “advanced precancerous condition!” 
A quite extraordinary volume ! 

Levinson’s Pediatric Nursing^’’ was written for the instruction of the 
pupil nurse. It covers the subject adequately. Part III, dealing with 
the psychologic and soeiologic factors, is specially to be commended. 

The Mother’s Manual, by Dorothy Bocker,®® contains much of interest 
for mothers, public health nurses, and others, but also so many details, 
far above the average lay person’s knowdedge, that it may prove con- 
fusing reading. 

McLean and Fales®” offer a short, wmll-wu’itten textbook dealing with 
the scientific nutrition of infancy and early childhood, wdiich is designed 
to cover the need especially of the student and general practitioner, as 
well as of the lay nutritional wmrker and nurse, but by no means to be 
spurned by the specialist, because of the good methodical exposition. 

I would recommend especially the chapter on the treatment of the nerv- 
ous child. The book is designed particularly to point out the composition 
of foodstuffs, proper feeding; and the prevention, rather than the treat- 
ment, of nutritional disorders. i 

Hans Much, of Hamburg, in the series of Modern Biology, 
by Kabitzscli, has written Aphorisms*'’ wdiich I confess are unintelligioie 
to me, and Avhich those interested will have to judge for themselves. 


«I>l8caKcs of the neeliim nncl Tolvlc Colon. By Martin L.. B6cU{in. M.D. Second Edi- 
tion, E. B. Treat & Company, New York, 1923. 

'•“ncltraeKO r-ij Problcmcn tier Gynnekoloclo «nd dcs Knrrlnoms. E^stschrlft fllr o ra 
Dr. A. Theilhaber. C. P. Pilgor & Co.. Medizin. Verinrr. Berlin S. W . 

•’’Cancer. Bow it is Cnnsed; How if ran he Prevented. By ifioi" 

an Introduction by Sir VT. Arbuthnot Lane. E. P. Dutton Co., New iorK, Ji'.*- 
•’Pedlatrie Nfirshur. By Dr. Abraham Levinson. Lea & Feblpcr, Philadelphia and 
New York, 1923. 

«JIotlier’B Mnnunl. By Dr. Dorothy Bocker. Brcntano’.s, New York. If2.'i. 
•’Sclentitle Nutrition in Infnney and Burly Cliildliood. By f^tafford McLeam M.D„ 
and Helen L. Pales, B.S. Lea & Pcbleer. Philadelphia and New lork, 
"Aphorlsmen rum llellprohiem. Von Prof, Dr. Hans Much, Hamburtr. erhtfT 'on 
Curt Kabltzsch, Leipzig, 1923. 
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Whatever the author’s aim ma.y be, he misses the marie as far as I am 
concerned. 

Volumes I and II of the 35th series of the International Clinics 
(March and June) have been reeeived.^^ As usual, a large amount of 
diverse material is dealt with. Lewellj’^s F. Barker has returned to his 
early love, the neuron, at least for the moment, and gives us a delightful 
and instructive talk on psj^choneitrosis and the milder forms of psy- 
choses. An unusual topic is that of Christoplier who deals with the 
surgical diseases of Meckel’s diverticulum. In Volume II, Erdmann 
deals with a topic of interest to all of us; namelj’’, that of abdominal 
diagnosis. Kriimbhaar enters into the very interesting, although diffi- 
cult theme of the reticuloendothelial system, as well as some of the 
defense mechanisms of the bod3^ 

Gopher and also White have written hooks dealing with aspects of 
surgical technic, although the titles are so much dissimilar. Gopher’s 
Methods in Surgery*- 'depict the technics of the Barnes Hospital, St. 
Louis Gity Hospital, and the Washington University Dispensarj^, and 
emphasizes in particular, history taking, pre- and postoperative care, 
diets, and all the various minutiae which play such an impoi’tant role in 
determining whether an operation is to prove successful or not. 

White^^ on the other hand, in his Surgical Handicraft stresses what 
we in the United States have called “minor surgery.” Although this 
term might be considered to belittle the importance of the smaller inter- 
ventions, this by no means holds true, because by proper care, and 
prophjdaxis, the larger and more serious interferences may often be 
avoided. White’s book also considers emergency measures which may 
arise. 


Selected Abstracts 


New G-rowths 

Berard, L., and Dnnet, Ch.: Cysts of the Bartholin G-land, Presse medicale, 1921, 
No. 104, p. 1029. 

Unilateral single cysts of the Bartholin gland are the most frequent. Bilateral 
cysts are not at all rare and occasionally there are two cysts on the same side. 
They usually develop between the ages of twenty and forty years. The cysts may 
involve the glandular structure and consist of dilated acini or excretory ducts; 
there are also some proliferating cysts and others with a single layer of epithe- 
lium. ^ ■ 1^* Adair. 

Pauliucu-Burla: On the Pathology of Vaginal Cysts. Wiener klinische Wochen- 
sehrift, 1923, xxxvi, 639. 

Such cysts may arise as the result of pinching off parts of the mullerian ducts 
during embryonal development, especially those found on the front and back 

“International Clinics. Volumes I & II 35th Series. J. B. Lippincott Company, Phila- 
delphia and London, 1925 

“Methods in Surgery. By Dr. Glover H. Gopher. C. V. Mosby Company, St. Louis, 
1925. 

“A Textbook of Surgery Handicraft. Dr. J. Renfrew TVihite. Macmillan Company, 
New York, 1924 . 
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walls of the vagina. These cysts are lined by one or two layers of cuboidal cells, 
though the vaginal epithelium of the fetus shows a change to a stratified typo. 
The type of epithelium depends on whether the congenital fault occurs high up 
in the part of the miillerian duct that naturally carries cylindrical epithelium or 
low down in the region of solid strands of cuboidal cells. 

The author had two cases which showed cylindrical epithelium lying on top 
of stratified epithelium. Some authorities believe that these cj'sts may arise from 
vaginal glands. Papillary outgrowths into the cavity of the cyst are found oc- 
casionally, and these favor the pinching off theory as regards etiology. The 
author reports two such cases. No ciliated epithelium was found in any of the 
author's fourteen cases. 

Development from remains of Gartner's duct is the commonest etiology of 
vaginal cysts. Some cases show multiple cysts along a line running up the vagina. 
They are lined by cuboidal epithelium. 

Cysts which have a lining of thin stratified epithelium may arise from attempts 
at gland formation on the part of the vaginal epithelium or from inclusions of 
islands of cells during the healing of birth lacerations. 

Lymph vessels may give rise to cysts, their lining consisting of endothelial 
cells. One case of sarcoma developing in such a cyst has been described. Deep- 
lying nabothian cysts may resemble vaginal cysts. Vaginal cysts are usually 
benign. 

The author reports two cases with no epithelial lining, it probably having 
been destroyed by birth trauma. Cysts may be ruptured during labor and may 
rarely become infected. 

He describes three cases accompanied by ■vmginal septa and infantilism of the 
genital organs. Other coexisting congenital abnormalities have been described, 
such as bicornuate uterus, imperforate lijunen, etc. Prank A. PniiBERTON. 

Bland-Sutton, John; The Habits (Ecology) of Tumors. British Medical Jour- 
nal, November 10, 1923, p. 847. 

The author endeavors to show that in their life history, tumors correspond 
with the parent organs, pass through a period of growth, attain maturity, exer- 
cise in some instances the same function as the parent organ, which leads to an 
increase in their bulk. They not only agree in structure with the tissues of the 
organs in which they arise, but they conform to the habits (ecology) of the par 
ent organ. When present in the hollow viscera they may excite these organs to 
action. They may often initiate functional activity in an organ. Ho cites eub 
mucous fibroids as an example, and calls attention to the fact that those tumors 
may simulate pregnancy very closely. He also speahs of the erosive action of 
villi in relation to tumors. 

Tumors of glandular organs arc frequently endowed with functional activity. 
Ho cites various examples. In reg.ard to ovarian dermoids he believes it is an 
established fact that these tumors differ from ova which have become activolj 
independent of a normal stimulus. An ovarian fetus which wc call an cmbrjonal 
rudiment is produced in this way. He states that “in the common kind of o'a 
rian embryoma the cutaneous elements arc conspicuous; the products resulting 
from the activity of the skin preponderate and make np the bulk of the tumor 
mass. In mneigenons ov.arian tumors the Fo-c.nlled 'colloid stuff' is furnished y 
the gastrointestinal epithelium of the embryoma”; in them the mucous membrane 
prevails. In this manner he support-s his thesis: "Many tumors become manifest 
by the accumulation of the products of their own activity.” F. L- Adatr. 
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Werner, P.: TJie Development of Malignant Tumors of the Pemale Genitalia 
follovring Deep X-ray Therapy for Benign Conditions. Wiener Idinische 
Wochenschrift, 1925, xxxviii, 403. 

Since 1922 many authors, including Bumm, A. Beck, Prochovmik and others, 
have reported cases which developed malignant tumors of the genitalia following 
deep x-ray therapy for benign pelvic conditions. There have been eight such 
cases observed at the Second Prauenklinik in Vienna, including five cases of 
carcinoma of the cervix, one of carcinoma of the body of the uterus, one of car- 
cinoma of the cervix and the body, and one case of sarcoma of the ovary. Since 
there were 2680 cases treated in this clinic by deep x-ray therapy for benign 
pelvic conditions, the frequency of those developing malignant tumors is approx- 
imately 0.3 per cent. The normal rate of malignancy, however, in gynecologic 
conditions is 5 per cent and the author concludes, therefore, that deep x-ray 
therapy not only does not predispose towards the development of malignant tu- 
mors but is a definite prophylactic agent against such a development. 

Ralph A. Reis, 

Steiuliardt, B.; Clinical and Statistical Study of Sarcoma of the Uterus. Wiener 
klinische Wochenschrift, 1924, xxxvii, 844. 

The percentage of myomata that develop or “proliferate” into sarcomata can- 
not be determined unless all cases of the former would be subjected to operation 
and to microscopic examination. In order to arrive at some conclusion as to this 
percentage, the author examined a large mass of myoma material in the Second 
Prauenklinik in Vienna. She stresses the point that the formation of sarcomata 
from preexisting myomata is not a “degeneration” but rather a “proliferation,” 
and considers the former term, therefore, a misnomer. During the years 1908 to 
1923, there were 1363 cases of myomata of which 38, or 2.78 per cent, showed 
sarcomatous changes. The author compares these figures with those reported by 
Frankl from the First Prauenklinik, who reported 1876 cases with 46, or 2.5 per 
cent, showing sarcomatous changes, during this same period of time. If all cases 
of myomata, including those not operated upon, were included in this series, the 
incidence of sarcomata would be 1.84 per cent. 

Of the 38 cases of sarcomata, 31 were of the uterus wall, 5 took their origin 
from the mucosa, and 2 were of doubtful origin. Sixty-seven per cent began 
from preexisting myomata. These secondary tumors may bo recognized by the 
ring of unchanged myoma tissue surrounding the sarcoma. Submucous myomata 
are more prone to sarcomatous changes than are any other type. Histologically, 
all types of cells were found, the majority, however, being cells derived from 
undifferentiated muscle cells. 

Sarcoma is more common during and after the menopause. In regard to preg- 
nancy: 30 per cent had never been pregnant, and the author, therefore, does not 
consider frequent pregnancies an important etiologic factor. 

There is no definite symptom complex on which to base a diagnosis and in 
none of the 38 cases was the diagnosis established before the operation. The sub- 
mucous type is characterized by the friability of the tissues, by rapid growth 
following removal, by cachexia and by edema of the extremities. In no case was 
the diagnosis established by curettage. 

The prognosis was poor. Of this series, 44 per cent of the cases followed, ter- 
minated fatally in from seven to fourteen months. Thirty-four cases were op- 
erated upon, and nine showed metastases in neighboring organs, including the 
ovaries, parametrium, rectum, retroperitoneal glands, and also in the suprarenals, 
liver, and lungs. The other four cases were considered inoperable. X-ray or 
radium treatment was given following operation. Twenty-seven per cent were 
cured. Over 50 per cent died within one year in spite of the fact that they were 
operated upon early. Ralph A. Reis. 
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Dodd, W. E.: Sarcoma of the Tallopian Tube. Surgery, Gynecology and Ob- 
stetrics, 1924, xxxix, 302. 

The author reviews the literature on primary sarcoma of the tube and finds 
but twelve authentic cases, to which he adds two new reports. The first instance 
is that of a single woman, age fifty-five years, who for six months had a constant 
watery discharge from the vagina which became blood stained two months pre- 
vious to examination. She had no pain. Physical examination was negative 'with 
the exception of a vague resistance over the entire right side of the abdomen and 
slight suprapubic tenderness. At operation the right tube was found dilated and 
a soft cauliflower-like growth, the size of an olive, protruded from the fimbriated 
extremity. The right tube was excised rvith the tumor. The patient made a good 
recovery, did well, and gained w'eight for one year following operation, after 
which no further record of her was obtained. Microscopic examination showed 
the tumor to be a spindle-celled sarcoma. 

His second case is that of a married woman, aged sixty, who had felt weak 
and in “ill health” for the past year. Eight days before admission to the hos- 
pital she began to have a bloody discharge from the vagina. The menopause 
took place eight years previously. Vaginal examination revealed a vague mass 
on either side of the uterus. At operation both tubes were found dark in color 
and distended. Tubes, ovaries, and appendix were removed. Microscopic exam- 
ination revealed a spindle-celled sarcoma in the wall. Two years later the pa- 
tient died. At autopsy the lungs -were found studded with tumor nodules. A 
large mass in the abdomen was a tumor which had been diffusely scattered 
throughout the abdominal cavity. Microscopic examination showed that these 
tumors were of a character similar to that of the primary growth. 

In a total of 1871 salpingectomies, most of them bilateral, all specimens have 
been studied both grossly and microscopically, and these arc the only two in- 
stances of sarcoma among them. Wm. C. Henske. 

Petersen: Mixed Tumors of the Uterus. Journal of Laboratory and Clinic-al 

Medicine, 1923, viii, 3G9. 

Mixed tumors of the uterus arc classed among the malignant growths, although 
metastases occur late, as a rule. They are composed of mcsoblastic tissue, such as 
smooth and striated muscle fibers, fibrous tissue, fat, bone, cartilage, endothelial 
tissue, and certain undifferentiated mcsoblastic tissues. Quite a number are com- 
posed mostly of fat and have therefore been reported as lipomata. Petersen 
points out that practically all of these, of which histologic studies have been made, 
were shown to contain other structures as well. 

Those tumors have been observed in patients from two to seventy-five years 
of age, 50 per cent having occurred in women over fifty. The prognosis is bad, 
not so much from the formation of metastases as from local recurrence. 

Petersen reports two new cases. One patient died three months after opera 
tion and a year after the onset of symptoms, the other being alive and well tuo 
years after operation and six years after the onset of symptons. 

R. E, -WOBUB. 

Johnstone: Adenomyoma of the Uterus With Tuberculous Infection. .Tournal of 

Obstetrics and Gynaccologj’ of the British Empire, 1924, xxxi, 2i3. 

Unlike the ordinarj- fibroid tumors, adcnoniyoni.ata of the uterus, dc'oid of 
capsule and deriving their glandular elements from the highly vascular ont o 
metrium, arc relatively free from the various forms of degeneration. Ooin-ersc } 
one would exi)eet to find infection through the blood stream relathelj common 
in those tumors. That this is not true is .shown' by the author’s inabilif3' to jln< , 
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after careful search of tlie literature, more than six cases of adenomyoma of the 
uterus secondarily infected ndth tuberculosis. Where tuberculosis exists in the 
uterus and o^ arics Avithout involvement of neighboring organs (peritoneum and 
tubes) the inoculation has occurred through the blood stream. Examination of 
this and the previously reported specimens showed the glandular portions most 
subject to involvement. In the present ease, infection apimrently originated in 
the' lungs and spread later to the endometrium from whence the glandular pro- 
longations into the adenomyoma provided ready access into the tumor. 

H. 'W. Shutter. 


Vogt, E.: Theoretical and Practical Considerations Arising from the Study of 

Endometrial-Like Epithelial Growths in the Ovary. Medizinische Klinik, 1924, 

XX, S84. 

Sampson believes that the ovarian hematomata, which he calls tar or chocolate 
cysts, arise from islands of endometrium which come from the epithelium of the 
uterus or tubes. These ovarian cysts may rupture under the influence of men- 
struation and therebj' produce implantations in the peritoneal cavity. The latter 
frequently resemble endometrium more closely than does the epithelium of the 
original ovarian hematoma. Menstrual blood which contains pieces of endo- 
metrium may reach the fallopian tubes when the passage of blood through the 
cervix is impeded by blood clots, tissue such as is passed in membranous dys- 
menorrhea, or because of retroflexion, myomata, polyps, etc. 

The sjTnptoms of these endometrial implantations are dependent upon their 
participation in menstruation, their tendency to produce adhesions in the abdom- 
inal cavity, and their invasion of the large intestine. The patients have dys- 
menorrhea or intestinal complications during menstruation. Palpation reveals a 
small cystic ovary and changes in the culdesac. Therapj' is valuable and con- 
servative treatment is not always successful. 

From a prophylactic viewpoint the following considerations are important: 
In cases of cancer of the uterus, bimanual examination should be gently done. 
A diagnostic curettement should be done only in suspicious cases and with ex- 
treme care. If radium is used, the capsule should be inserted gently. In doing 
a hysterectomy the uterus should be grasped lightly and all communications be- 
tween the uterus and the abdominal cavity, such as the fallopian tubes, the 
uterine and ovarian blood vessels, and the round ligaments, should be doubly 
ligated before the uterus is removed. 

Some cases of tubal menstruation may be only cases where there has been a 
back-flow of menstrual blood from the uterus. Some cases of extra-uterine preg- 
nancy where no evidence of inflammation or maldevelopment can be found may 
be explained on Sampson’s theory. The occurrence of ovarian pregnancies may 
be more readily explained if we assume that the fertilized ovum can implant 
itself on an endometrial-like area which is capable of undergoing a decidual 
change. 

No gynecologic examination should be made during the menstrual period be- 
cause menstrual blood ma3^ be forced back into tlie tubes. If a retroverted uterus 
actually favors the back-flow of blood through the tubes, then we should treat 
retroversion either with a pessary or operation even when no sjniptoms are pres- 
ent. Obstinctions to the cervix, such as laminaria tents, packing, and cervical 
pessaries, should be avoided. In doing the Eubin test it might happen that 
epithelium would be blown into the abdominal cavity, especially if the test is 
performed immediately after a menstrual period. J. P. Greenhile. 
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Von Oettingen, Kj., and Linden, H.: Heterotopic Epithelial Proliferations of 
Uterine Mucosa in the Ovary and Their Eelationship to Chocolate Cysts. Archiv 
fuer Gynaekologie, 1924, cxxii, 718. 

The authors found twenty cases of cystic ovaries which showed gland tissue 
resembling uterine mucosa. These cases showed two definite types of structure, 
a deep and a superficial. The deep type showed typical areas of uterine mucosa 
which originated from the ovarian epithelium and dipped down deep into ’the 
ovarian stroma. They contained old blood as well as fresh hlood and the authors 
show by their illustrations, definite and well-marked connections between these 
deposits and the surface epithelium of the ovary. They cannot, therefore, agree 
with Sampson that these formations result from retrograde deposits which have 
come from uterine mucosa by way of the fallopian tubes. 

The second, or superficial typie, resembles uterine mucosa during the inter- 
menstrual period and is situated on the ovary rather than in the ovary. This 
type results from the rupture of chocolate cysts and not from deposits from the 
uterine mucosa because, according to the authors, the ostium of the fallopian 
tube is too small to permit the passage of such bits of tissue. 

Women in whom such heterotopic epithelial proliferations are found, are con- 
stitutionally inferior. Practically all patients in whom Sampson found this con- 
dition had myoma in varying degrees and many suffered also from retrodisplaee- 
ments of the uterus and adhesions. Sampson has definitely shown that during 
uterine congestion, blood from the uterine cavity may be expressed through the 
tubes. This blood irritates the serous epithelium, which is defective, and, under 
the influence of pathologic hormones, this serous epithelium proliferates into the 
deeper structures and forms tissue resembling uterine mucosa. As a result of 
subsequent menstruation, these cells develop into chocolate or tar cysts. Further 
development is brought about by the rupture of these cysts which leads to sec- 
ondary implantations. Many chocolate cysts develop from corpus luteum or fol- 
licle hematoma, and not all, therefore, can be traced back to this secondary 
formation caused by irritation. BaIiPH A. Keis. 

Levy-Du Pan: A Case of Hypernephroma of the Ovary. Schwcizcrischo modi* 
zinische Wochenschrift, 1924, liv, 1198. 

The tumor in this location is an extremely rare one. Since 1878 only nine 
other cases outside of Weise's first report have been described in the literature. 
Pan’s patient was a nullipara, age twenty-six, wlio came to the clinic com- 
plaining of prolaspe of the uterus. It was impossible to restore the prolapse, 
and abdominal examination revealed a mass as large as a fetal head on the loft 
side. She was later operated and a mass found adherent to intestine, tubes, 
and uterus. The mass was removed and a ventral fixation of the uterus effected. 
The pathologic diagnosis on the excised tissue was “hypernephroma of the ovary 
with rapid proliferation and degeneration — chronic salpingitis.” The author dis- 
cusses the various theories concerning the origin of this tumor and feels that 
it is due to an crabryologdc fault. since the kidney, testicle, ovary, and adrenal 
capsule all arc developed from closely contiguous structures. Tho prognosis is 
always grave because of the tendency to rapid metastasis. A. C. WHiMAMSO?!. 

Stuhler: Hctcrotopic Epithelial Growths in the Genital Organs, Eg>cclally tho 
Ovary. Deutsche medizinische Wochenschrift, 1924, 1, 90S, 

Stnbler believes that if Sampson's endometrial hematomata of tho ovary 
caused by tho back-flow through the tubes of menstru.al blood rvith pieces o 
endometrium, which become implanted on the ovary, wc should expect to fin 
motastases on the pelvic peritoneum in cancer of the endometrium from a sjm* 
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ilar process mucli more frequently than we do. Further, he believes that the 
metastases in the tubes in eaneer are formed through the lymphatics. He says 
that it is not proved that this back-flow is more likely to occur in retroflexion, 
especially as a movable retroflexion is not a pathologic position of the uterus. 
The adherent retroflexion found in these cases is the result and not the cause 
of the process. He does not believe that the endometrium cast off during men- 
struation is viable and does not accept Jacobson’s experiments because it is not 
reasonable to believe that endometrium can be transplanted if such sensitive 
tissue as that of the ovary cannot be transplanted with success. 

He believes that these growths arise from the germinal epithelium of the 
ovary but he does not account for the blood, blood pigment, and typical endo- 
metrial glands which are so frequently seen. F. A. Pemberton. 

Kovacs, P.: Thyroid Tumor of the Ovary. Arehiv fuer Gynaekologie, 1924, 
cxxii, 766. 

The author reports a very rare form of ovarian tumor which he found in a 
woman, thirty-three j'ears of age, who came to the elinie on account of a goiter 
and menorrhagia. She had had ssTnptoins of exophthalmic goiter for several 
years, including protrusion of the eyeballs and nervousness. Bimanual exami- 
nation showed a tumor the size of a goose egg in the left ovary. This was re- 
moved together with a myomatous uterus which also contained polyps. Macro- 
scopically, the ovarian tumor resembled a colloid goiter especially on the cut 
surface. Microscopically, it proved to be tissue typical of a colloid goiter, with 
all the structures and staining qualities characteristic of such goiters. Upon 
examination of the patient nine months later, all the exophthalmic symptoms 
had disappeared although the goiter was unchanged. The tumor was, therefore, 
true thyroid tissue functionally as well as structurally and chemically. 

The author discusses the etiology of such tumors and states tliat they may 
be due to goiter metastases but more probably are teratomatous growths in which 
the thyroid anlage alone was present or had overgrown the other structures. The 
distance from the thyroid gland rules out the theory of displaced thyroid tissue 
anlage. 

Daniel, C., and Babes, A.: A Study of Xanthoma of the Uterine Tube (Salpingitis 
Xanthomatosa). Presse medicale, Dee. 22, 1923, x.x.xi, p. 1073. 

The authors describe in detail the gross and microscopic lesions in three cases, 
found identical in all respects with those of true xanthoma. This tumor is most 
common in the skin and in the articulation, and is occasionally found in other 
parts of the body, but, as far as could be ascertained, has never before been 
noticed in the fallopian tube. The tumor is usually no smaller than a pea, and 
is composed of large rounded or. polygonal cells, infiltrated with crystals and 
drops of cholesterin, and contains lipoids. The origin of the cells has not been 
determined; in some cases, they appear to develop from endothelial cells, in 
others, from connective tissue colls. In addition to true tumor formation, we 
find xanthomatous deposits in inflammatory tissue, and at times in other tumors. 
There is an associated general or local cholesterinemia, and a local lymphatic 
stasis. The tumors may be single or multiple, often in chains; in the cases re- 
ported multiple small tumors were found, in two eases involving the mucosa, 
and in the third chiefly affecting the muscular wall of the tubes. 

Xanthoma of the tube is to be distinguished from pseudo-xanthomatous color- 
ing of the tube wall in salpingitis, from accessory suprarenals of the broad liga- 
ment, from caseous tubercular masses, and from lipomata and papillomata of the 
tube. It is possible that xanthoma of the tube may undergo malignant trans- 
formation and metastasize, as has been noted in xanthoma of the skin. 
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The authors conclude that the presence of this tumor in the tube is accounted 
for by the local lymphatic stasis subsequent to the primary inflammatory proc- 
ess, together witli the local hypercholesterinemia consequent upon the luetin 

formation in the ovary, -which contain large amounts of eholesterin. Thus the 
two conditions aro fulflUed. E. L. King. 

Spencer: Suppurating Teratomatous Cyst in the Splenic Region. British Journal 
of Surgery, 1921, ix, 72. 

Partly in vivo and partly postmortem, Spencer removed a retroperitoneal tera- 
toma from a woman of forty-nine years who had borne three living children. 
The mass was situated in the left hypochondrium, in contact with the left kid- 
ney and the tail of the pancreas. Examination of the cyst and its contents by 
J. A. Braxton Hicks revealed, among pus and debris, a mass of hair, fat, and 
sebaceous material, and a teratomatous mass. The latter contained bones re- 
sembling a pelvis, a femur, tibia and fibula and a pedunculated smaller mass 
also containing bone. Both masses were covered by skin. Hicks believes this 
mass to be due to misplaced mesoblastie tissue. B. E. WOBUS. 

Schmid, Hans Herman: Retroperitoneal and Mesenteric Tumors. Archiv fucr 
Gynaekologie, 1923, cxviii, 490. 

Schmid reports three cases, the first of which was an immovable fibrosarcoma 
in a twenty year old girl, filling half the abdomen and growing out between the 
leaves of the mesentery; the small intestine and cecum were adherent to the 
grorvth, necessitating intestinal resection with ileocolostomy; there was no re- 
currence in six years. The second case was a spindle-celled sarcoma, the size of 
a child’s head which separated the peritoneum from the ascending colon for 
which intestinal resection was done; there was no recurrence -within a year and 
a half. The third case was also a spindle-celled sarcoma situated in the trans- 
verse mesocolon, in a woman fifty-five years of age. Schmid also reviews 207 
reports of such tumors in literature. An analysis shows that the ages ranged 
from seven weeks to seventy-three years, 67 per cent occurring in women; the 
usual complications were rupture into the lumen of the intestinal canal, rupture 
into the abdominal cavity with severe hemorrhage, suppuration and torsion. lie 
stresses the marked frequency of transition from benign growth to a malignant 
one. The majority of these gronfhs recur even though, histologically, they arc 
benign. The diagnosis is difficult, but operation should be done early. The . 
operative mortality is still above 7.5 per cent. Bautk A. Reis. 

Becerro de Bengoa^ R.: Gynecologic Surgery of Cysts Included in the Hlopelvic 

Mesentery. Revista Bspanola de Obstetricia y Ginceologia, 1921, vi, 147. 

Cysts included in the mesentery of the pelvic colon arc almost always treated 
by the gynecologist because they are generally diagnosed as ovarian or para- 
ovarian in origin. Such cysts may be juxtaparictal, situated midway between 
the parietes and the intestines, or juxtaintcstinal. They give no characteristic 
symptomatology. The origin of such cysts is probably Wolffian. 

Treatment should consist in extirpation. ^Marsupialization is an incomplete 
and unsatisfactory procedure. Cysts of the ascending portion of the me.spntery 
should be appro.ached through the left laniin.a of the latter; they arc often diffi- 
cult to remove owing to tlicir close attaclimont to the gut. Those of tlie dc‘ 
scending limb are -not, as .a rule, so closely adherent to the intestine, but often 
cause great difficulty from their attachment to the iliac vessels and the ureter. 

In a few cases where the cyst is situated low down a hysterectomy may be neces- 

sarv in order to expose the field of operatiou .satisfactorily. 

Tiro.':, B. GovriiAhS. 



To THE Editor of The American Journal of Obstetrics and Gynecology: — 

The establishment of the Joint Committee on Maternal Welfare has inspired 
the following remarks by one who is impressed by the magnitude of the task imposed 
upon tliis committee. It seems regrettable to me that the men doing obstetrics in 
this countiy have been so slow in realizing the necessity for some well-formed plan 
for carrying on a campaign to lower the fetal and maternal morbidity and mortality. 
I have often tried to get at the cause of this, located as I am at a distance from any 
teaching center and pioneering obstetrics as a specialty in this section. 

I do not believe that the profession itself is altogether to blame for tho de- 
plorable mortality rate. The public at large has been slow in coming to the realiza- 
tion that reproduction is any more than a normal process, and that any more is 
necessary than to have somebody present to tie the cord, grease the baby, wrap it 
up, and if by that time the placenta docs not come away, for some bystander to 
remove it by making traction on the cord. Since babies have been born ever since 
the dawn of time, people are slow to realize that special skill and knowledge born 
of close observation and training are oftentimes necessary for the happiest results. 
The average family would not permit the most skilled surgeon to remove an 
appendix in the homci, nor would they argue about the fee for this removal; or 
if a cliild’s tonsils were to be removed, would the parents liesitate to send tlie child 
to a hospital. Nor in cither case would they object to pajdng from three to ten 
times as much for a comparatively simple operation of a few minutes’ duration as 
they would to pay the phj'sician who should have spent hours at the time of delivery 
of the mother, to say nothing of the numerous prenatal calls and postpartum at- 
tention that she should have had. We as physicians are, of course, somewhat to 
blame, inasmuch as we ourselves have been slow to recognize and teach the dignity 
of obstetrics as a profession. We have not put our own house in order, and so 
long as the surgeons have been allowed to dominate the hospitals and the public 
allowed to believe that nothing is too good for the surgical departments in the 
hospitals, that the obstetrical department is unimportant and can be housed in 
the least desirable quarters, so long will obstetrics continue in the state it is in 
today. 

I so often hear men in general practice say there is nothing interesting in 
obstetrics, that there is such a sameness to it, that I am convinced that tho 
average man doing' obstetrics as a side-line has either become careless and lost 
Iris faculty of observation or else he never had proper training or was not taught 
to be on the lookout for any deviation from the normal. This belief is further 
conflrmcdi by the too numerous cesarean sections done with insufficient indication, 
on cases brought to surgeons without obstetrical training or conscience, by men in 
general practice who are not able to recognize the existing condition and outline 
its proper management. 

Furthermore the leaders and teachers in the obstetrical field have been too 
slow in furnishing opportunities for postgraduate observation and teaching. I 
have spent weeks in several of the larger cities literally begging for an opportunity 
to observe the routines and advancements being made by the teachers, and it is 
only in the past few years that any adequate plans and provisions have been 
made for the man in general practice who has but a few weeks at his disposal to 
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brush, up on this subject. Another deplorable state of affairs is the attitude that 
the average intern has toward obstetrics. In our city of 100,000 people wo have 
two hospitals of over 100 beds and one of 225. We got interns from the central 
west medical schools. It is almost impossible to get an intern delegated, to a 
strictly obstetrical service. He is allowed and even expected to look after medical 
cases of aU kinds, scrub up and assist in the operating room with both clean and 
pus cases, dress clean and pus surgical cases, come into the maternity department, 
handle newborn babies, assist in the birth room, and children’s ward. They do 
not seem to find time or have the inclination to watch a normal case tlurougli 
labor, delivery, and the puerperal state. It is a common occurrence for me to 
have a report from throe or four different interns on a single woman in labor. 
How much good do they get from going into the room and seeing this woman 
once and perhaps not again during her stay in the hospital? This, of course, is 
the fault of the staff, for its members cannot be made to realize how obviously 
unfair it is to the intern that he is not given an opportunity and required to watch 

these cases through from beginning to end. . ^ _ 

Medical students should be impressed, by the teachers of obstetrics during t leir 
student days, with the dignity of obstetrics, and of the important part it plays 
in the economic and maternal welfare of the community in which they^ are go g 
to practice. They should be told repeatedly that after they have ^ 
internship and gone out into practice, obstetrics is going to furnish a largo p 
their living for a number of years-that they will practice a good many years 
fore they will bo allowed to amputate a leg or arm, operate on a °lf™fHnir 

a single'appcndix. They should be further impressed by the 
men of our hospitals that a large part of the time they spend in the p S 
is wasted so far as their future income and practice is conceme , ^ 

time spent in the operating room should be when they lavc no 
The 'recent graduate has the same exalted opinion of ^ 
surgery and the operating room ns the laity has, and does not 

p7a, a very sLl part in lUs pmetloe and livelihood. I M.eve 
bo ie lor '.S mtnrc ol obstetrics in this conntry by loohng -J' f 
.ho training ol thoso younger n,en. It is a very coninion 

volnntaray speak of their insufficient trarning and cnpericne , 'themselves 

regret alter it is loo lato that they n.isse<i any opportnn.ly to make thomsclve 

more proficient in this phase of their professional career. nrmortunitics 

So far as I know, Hew York City is the only ™ mThow ^ 

for short courses in postgraduate obstetrics. I have often loi g 
would come if the general hospitals scattered over the <=7 J 7tajing 

vimon for men in their locality to come and live in 

length of time— from one month upward and devote n . .-ervice, 

work. I know of many such hospitals having « ^ with 

with good attending men who would be glad to scuss ° ^ 

these -visiting physicians and help them in every w.y p «-oii]d come to 

understanding of this part of their work. In ^7,/Tnro7lnbor in questionable 
learn more about normal laljors and the value of tbc t . .oPcitons friends 

eases, and to study tbc mechanism of labor ^"teme and too 

of the patient. Tho oxense so often given or m • ig that the family 
early attempts at delivery’ of a normally^ progrc.=sing ^ 

insisted on .something being done. _ "irilciently sure of himself, so 

to combat by tho attending w^ <i,c .situation 

thnt ho could instill in tho patient and also her friends that he 

well in hand. ^ „i.k(elrir« done b,v men 

I do not believe that much can lie done to improve the 
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beyond middle life or tbe men vrlio ate more interested in surgery and tvlio try 
to interpret everything on a surgical basis and practice obstetrics as a side-line. 
These two classes of physicians are either too set in their ways or spend too little 
of their reading time on obstetrical subjects. The only way they can be reached 
is by a well-organized plan of getting a considerable number of papers every year 
before the county and state societies. I have often wondered at the intense interest 
shown in an obstetrical paper read before these societies, and the length of dis- 
cussion of these papers is usually so great that they have to be cut off for lack 
of time. 

I think it is a wonderful step in the right direction for the Journal to institute 
a department of maternal welfare. This can be made an immense help to those 
of us so far out in the "sticks" and can be developed into a clearing house for 
many problems that we need discussed from time to time. 

Nov. 11, 1925. J. D. Clark, M:.D. 

Orpheum Building, 

Wichita, Kansas. 


American Gynecological Society. The Pifty-first annual meeting will be held 
at Stockbridge, Mass., on May 20, 21 and 22, 1926. This will also be the semi- 
centennial of the founding of this, the oldest national organization of the members 
of this specialty in the United States. 

Boston: To commemorate the seventy-fifth birthday of Dr. Charles M. Green, 
professor emeritus of obstetrics at Harvard. University, over two hundred of his 
friends and colleagues attended a complimentary dinner at the Harvard Club on the 
evening of December 18th. The Toastmaster was Dr. Frederick C. Shattuck, the 
former professor of medicine at the Harvard Medical School, and among the 
invited guests were Drs. Joseph B. DeLee, Emilius C. Dudley, John M. T. Finney, 
Prof. Charles H. Grandgerd, Drs. Barton C. Hirst, George W. Kosmak, Prof, Henry 
Pennypacker and Dr. John O. Polak. 

At the close of the speaking a silver bowl was presented to Dr. Green and also 
a memorial volume containing an address and the signatures of those who participated 
in the dinner. 

Chicago: Dr. Frederick P. Falls, of Iowa City, has been appointed professor 
of obstetrics and gynecology at the University of Illinois College of Medicine. 

Cincinnati: The Board of Trustees of the University of Cincinnati have ap- 
pointed Dr. Ohas. L. Bonifield director of the Gynecologic Department to succeed 
the late Dr. Sigmar Stark, and Dr. Henry L. Woodward, acting director of the 
obstetric service. The Mendenhall Scholarsliip in obstetrics for the current year 
has been awarded to Dr. B. L. Crudgington, resident in the Cincinnati General 
Hospital. 
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develand: Dr. 'Williain H. Humiston has been made emeritus professor in 
gynecology at the Western Kcser\’e University after many years of service as a 
clinical teacher in this subject. 

Philadelphia; Dr. Edmund B. Piper has succeeded to the vacancy on the ob- 
stetric and gynecologic staff of the Philadelphia General Hospital caused by tlie 
death of Dr. John Cooke Hirst. 

Regional Consultants, Hew York State Department of Health: Dr. Geo. W. 
Kosmak and Frederick W. Rice, of New York City, have recently been appointed 
members of the staff of the Department of Maternal Welfare, as a part of the 
movement for lectures and clinics in the postgraduate work in obstetrics. 
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AMERICAN ASSOCIATION OP OBSTETRICIANS, 
GYNECOLOGISTS, AND ABDOMINAL SURGEONS, 
THIRTY-EIGHTH ANNUAL MEETING, 
SEPTEMBER, 1925 


THE PRESIDENT’S ADDRESS 
By Asa B. Davis, M.D., F.A.C.S., New York 

A YEAR ago in my absence from our meeting in Cleveland, upon 
nomination by our valued and beloved Dr. Miller, j’-ou elected me 
as your presiding officer for the ensuing year. I conceive this to be 
the highest medical honor which has or Avill come to me. The intimate 
knowledge acquired in this office of the Avorkings of the Association, its 
history and accomplishments, increases my respect and high esteem for 
it. My sense of responsibility, and sometimes my shortcomings, have 
groAAm and flourished. I find myself in the Hibernian situation “per- 
fectly solvent in feeling but bankrupt in expression,” Avhen I attempt 
to thanlv ^mu. 

We have met here in one of the many beauty spots of our expansive 
eountr^y for our Thirty-eighth annual session. PelloAVS, guests, and 
friends, coming from widely distant points, and our kindred across the 
invisible border, as jmur spokesman it becomes my pleasurable duty to 
bid you a cordial welcome. 

A program has been arranged, employing some of the evenings for 
scientific sessions, leaAung part of the daytime for relaxation and pleas- 
ure, Avithout losing sight of the primal object of this meeting. 

In 1910 I read, by inAutation, my first paper before any medical 
society at the annual meeting of this Association held in Syracuse, and 
Avas elected a FelloAV the following year at Louisville. At the first 

Note: The Editor accepts no responsibility for the views and statements of 
authors as published in their "Original Communications." 
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meeting I ivas very soon conscious of an atmosphere which was en- 
tirely new to me in medical societies. None of those present were 
well known to me; it is doubtful wliether I had ever seen more tlian 
three of them, yet I was made at once to feel free and at ease. Tliere 
was the appearance of a meeting of one large family with all of its 
members in harmonious accord. In the scientific sessions there was no 
evidence of weakness, papers were presented, and tlie subjects freely 
and frankly discussed without personality or sting. From my obser- 
vation this characteristic has been maintained throughout succeeding 
years. It behooves us to believe that this is a priceless heritage and 
to take great care to see that it is nurtured and not lost. It is fair to 
state that there has been a vast improvement in this res]’)ect in medical 
meetings. 

Individuals, organizations, and nations are endowed with a certain 
character. Circumstances, environment, and cnltural development will 
do much, but the deep underlying character does not change. Reputa- 
tion will carry one far, but unsubstantiated by character, sooner or 
later, there must come a time ivhen its foundations begin to crumble. 
In taking note of the founders of this Association, their aims and ac- 
complishments, their capacity and the years of service devoted to the 
adimneement of the society’s best interests, I think we find an explana- 
tion of its achievements and present status. One by one the foiinder.s 
and older members are being gathered to their rest, and the ranks filled 
and work .shifted to other shoulders to carry on. 

We note with satisfaction that the guard at oiu’ gates of admission 
has been reenforced, and that an attempt is being made to liquidate 
some of our frozen investment in the form of inactive members and 
to prune out the few indifferent, unproductive branches. Tliis pi'ocess 
.should be conducted with temperance and great care, to the end that 
no good member .shall be eliminated and no likely candidate, who 
measures up to our requirements, denied admi.ssion. 

In this land of great and increasing medical activitie.s, workers with 
records of achievement and promi.se should be readily found and gath- 
ered into our I’anks in .sufficient numbei's to make good our losses and 
fill our membership list to its ca])acity. We should maintain our 
reputation as a working organization, endeavoring witli all modc.sty to 
carry our standard so higli that ive caiuiot j)roperly l)e the recipients 
of condescension from any soui’ce. 

I take it that every Fellow of tliis A.ssneiation is an inijiortant mem- 
ber of his own community, where by Ins aliility and work he attracts 
responsibilities and obligation.s. in continuous proee.vsion. which lie finds 
difiicult to lay aside. Those Avho liave jirepared jiajiers have done .so, in 
many eases, nndt'r the midniglit or early morning lamp, in time stolen 
from earneil and needed rest. And yet. in goodl,v numbt'r.s, year alter 
year, we meet in animal sevsion to renew old ami begin new fnend*'hips: 
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to present and discuss papers, gaining breadth of vision and inspiration, 
and talcing from the common pool of ideas and suggestions according to 
individual needs, that vhich Avill be of value to those entrusting them- 
selves to our care. 

In a generation the requirements for a medical education, in time, 
effort, and money expenditure have enormously increased. My prede- 
cessor in his presidential address gave expression to the widespread dis- 
satisfaction Avith the present-day training given by our medical schools. 
His opening sentence Avas, “The profession is earnestly demanding a 
thorough education in the fundamentals of all men aa4io would presume 
to treat the sick.” In this I belicA’^e we all heartily concur. 

It is not within my knoAAdedge that any medical school in this countr}^ 
has CA’^er, of itself, turned out a graduate ready and fit to practice 
medicine. Please bear Avith me in being personal and concrete. For 
the past thirt 5 ’’-fiA’’e years I liaA'^e had someAvhat to do AAutli the appoint- 
ment and instruction of graduates, internes, undergraduate pupils, and 
nurses. For instance, in 1924, in the Lying-In Ho.spital, Ave gave at 
least some instruction to 97 graduates, 116 undergraduates, 147 pupil 
nurses, and also 40 internes AA^ho served as House Surgeon or Assistant 
House Surgeon for a period of four months each. 

In my graduation year, 1889, 207 men from a medical student body 
of between scA^en and eight hundred presented themseh’-es as candidates 
for graduation, 153 of AAdiieh were granted a degree of M.D. Nearly 
all had spent three years in the medical school ; a fcAv in this class Avere 
given their degree in less than tAvo years from their first matriculation. 
I am in favor of a liberal general education for the medical man. It 
is doubtful AA'liether a majority of the student body of mj^ acquaintance 
had a general education beyond that of a high school; and yet, time 
enough has elapsed since then so that many of these men haA^e become 
eminent, Avith Avell-knoAvn names in their chosen specialties, taken up 
after experience in general medicine. Besides meeting the requirements 
of the medical school Ave Avere grounded in theorj^ under instructors of 
our OAvn proAuding, thus supplementing the Avork of the college. These 
quiz classes were strenuous affairs conducted six daj’-s in the week and 
often Avell into the summer Amcation. As an example of one day’s les- 
son, AA’e Avere required to know the relations of half of the arteries in 
the body, according to Gray. 

BeAmnd any question there has been much improA’^ement in the meth- 
ods of imparting medical instruction; I am, howcA^er, A'ery doubtful 
AA^hether the finished product of the medical school of today is superior 
to that of a generation ago. Undoubtedly, there still are many fine 
young students graduated into our profession, and I believe just as 
truly, that OAving to the cost in time, effort, and money, a number of that 
type Avhieh is needed find it impossible to study medicine. The present 
requirements are: a three year premedical course, four years in the 
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medical school and, although necessary but not required, at least tivo 
years hospital training, making an expenditure of nine years out of a 
A’’ery valuable portion of life, and also many thousands of dollars; with 
the result, I believe in all fairness, that the personnel of our medical 
student body and recent graduates has, on the whole, deteriorated, in 
so far as making them good practitioners of medicine is concerned. I 
find many of them possessed of a wealth of theoretical knowledge but 
rather innocent of the grasp and application of practical and well- 
established everyday methods. Two illustrations may better convej" my 
meaning. On September 5, I was called in consultation hy a man, 1 
take it, of considerable native ability and several years experience in 
the practice of medicine. The patient was a young primipara, seven and 
a half months' pregnant, with symptoms of w^ell-marked toxemia. She 
had been carefully watched and observations had been made. The 
history went back about three -weeks, urine changing from normal 
quantity -with a trace of albumin to a diminution of less than one-third 
normal output, boiling solid and filled with hyaline and granular casts. 
Blood pressure steadily and latterly rapidly increased from 130 to 160 
and, when seen, 210. There was well-marked edema, per.sistent head- 
ache, pronounced insomnia and occasional blurring of vision. The 
young man’s theoretic knowledge of blood chemistry and internal 
metabolism challenged my admiration; the laboratory had done its part 
in this respect, and yet, practically no attempt had been made to relieve 
the patient who was undoubtedly on the verge of an eclamptic seizure. 
Hospitalization and prompt, effective treatment began to show results 
for the better within six hours. Here we have an example which is not 
unique. The second example is as follows: I am at present interested 
in a young man, member of a large family witli limited means, who is 
endeavoring to gain his medical degree from one of our prominent 
schools. In his high school course he maintained liigh rank. He has 
completed his fir.st year in the premedical course, and by dint ol work- 
ing during the summer he is able to see his expenses provided for until 
after Christmas of the present year. If he attains the goal of his ambi- 
tions by his own efforts, it must be at a time well along toward middle 
life. This instance as you all know can be multiplied many time.s. 

IMy experience with young graduates w’ho have had a so-called one 
year clinical training — a few months in one place and then in another 
i.s, that while this is bettor than no training at all, it is \nisatisfactory in 
results, if they stop at that. This just and widespread dissati.sfaction 
must in time rc.sult in improvement. Hoav this is to be brouglit about 
I am unable to say. It seems to me that in some way the cost ol tune 
spent in securing tlie theoretic part of a medical education must he 
reduced, possibly by elective eounses and the op])oriunity to lake sum- 
mer counses, to the end that .students may begin hospital and jiractical 
work at an earlier age. 
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Tlie niirsirig situation, as with many other phases of life and en- 
deavor, appears to he passing through a period of unrest and evolu- 
tion which is unsatisfactory to all concerned. Where, when, and how 
it will eventually become reasonably stable and satisfactory is, as yet, 
bejmnd the ken of anyone. Leaders of that profession seem to be at 
a loss in the matter, are uncertain in their aims and cannot foretell 
the outcome. In the meantime, the sick must be eared for. The nurses 
themselves are dissatisfied, and soon after graduation, we find a large 
number of them seeking social service and institutional positions. There 
appears to be a growing unwillingness to do bedside nursing. Some- 
thing is Avrong. It is too much to say that everything is all Avrong in 
this respect as there are too man5'- avIio are doing excellent AA^ork ; other- 
AAUse Ave Avould be obliged to close our hospitals and call upon friends 
and members of the family to nurse the sick in tiieir homes. Manj^ 
young AA'omen of a tj’pe who formerly entered our training schools find 
industrial jiositions more attraetiA’'e. We haA'^e more people, and, thus 
more ill peo]ile in this countr3^ There are more hospitals, — all re- 
quiring nui’ses, and there is an inci’easing number of sick seeking 
hospital rather than home care. A gh’-en hospital finds it necessaiy to 
employ'’ more nurses than Avas the ease twentj’^-five j^ears ago. The 
tendenej'- has been to increase the requirements made upon pupil 
nurses before the.v attain their graduation. Undoubtedly, the standard 
of raAv material appljdng to enter our training schools has, as a AA^hole, 
deteriorated. This problem is too complex to allow of its being cleared 
up by anj' off-hand plan. I belicA’-e that tAvo j^ears training is ample 
for the ordinary nurse, and could be established to the advantage of 
all concerned. A nurse should be trained in all that pertains to keep- 
ing a AA'ard or room in order, and the routine care of patients. That 
she should be called upon to do all of this AA'ork throughout her entire 
training, I do not for a moment belicA'^e. From experience Ave knoAA' 
that laj^ AAmrkers, Avho look upon much of the oft occurring routine as 
emploj^ment and Avithout thought of being trained, can be utilized 
to adAmutage. The university education of four or five A^ears maj' be 
essential to develop the types of niuAses required as heads of training 
schools. It Avould appear that there must be at least tAvo standards of 
training. 

I have read the reports of our Committee on Maternal Welfare as 
thej'- have appeared, Avith great .satisfaction and apiiroval. I believe 
that this Association is most fortunate in the personnel of this com- 
mittee, and that Ave should ghm to each member our highest commenda- 
tion for the excellent and far-reaching work AA^hich tliej-’ haA^'e done. 
It would be an adAmntage to continue the present committee in office, 
and I would adA’^ocate it if.thej'- are AAuUing to serve in this capacity. 
Such efforts as thej'- are making are along the right lines. We maj’^ 
rest assured that accidents, morbidity, and mortality incident to child- 
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birth, will not be reduced to the possible minimum, and the best and 
safest form of obstetric care given to the women of our country as a 
whole, until the peojile — medical and laj' — earnestly demand it. 

When it is understood that 75 per cent of the disabilities and deaths 
due to childbirth are unnecessary and means taken to prevent such 
results, then we shall no longer be in the unevitable position in which 
Ave find ourselves today. Creditable reports state that annually at 
least sixteen thousand women in this country lose their lives in giving 
birth. It is probable that this estimate is too low. 

Imagine for the moment a toAvn of twenty thousand Avoinen inhabi- 
tants. Suddenly, some great disaster occurs Aviping out sixteen thou- 
sand liAms, injuring, and disabling the remaining four thousand. The 
front pages of our papers AA'ould be covered Avith a description of this 
tragedy j the resources of the national and local government AA'Ould at 
once be put into actiA'ity in order to bring relief, and the AAmrld Avonld 
loolt on in horror stricken amazement. And yet, because these casualties 
are spread out OAmr the entire year, and this condition has existed for 
so man 3 >- years, it attracts very little attention. We must remember 
that these AA’omen are not old and decrepit, the majority of them being 
young or in early middle life, many leaving young children motherless. 
The total loss is enormous and largely unnecessaiw. 

The medical profession is not Avithout responsibility in this matter, 
and it beliooves us to set our OAvn house in order, to encourage the im- 
prOAmment of obstetric jiractiee, to find some means of discouraging the 
careless, ineomjietent practitioner Avhose obstetric results are habitually 
bad, and to enlighten the public, teaching them to demand better ob- 
steti’ic care. 


Our present-day status is not a happy one to contemplate, but on 
looking back thirty or more years and comparing conditions at tlial 
time AA’ith the present, 1 tlunk there is ground for mucii encouragement. 
The Avork of our Committee on Maternal Welfai'e has challenged the 
interest and eoo])ei‘ation of a Avide medical and lay iiublie. 


Hospital facilities for the care of maternity eases are rajiidly increas- 
ing. A jierfcctly eijuipiied hospital ])lant in itself does not, of nccessitj', 
insure good results. In the main, maternity hospitals, and departments 
in general hospitals, are Avell supidied Avith comiietcnt attending staffs. 


It follows that more inteimes are giA'en ])raclieal obstetric 


training. 


and that the lay jniblic is beginning to realize the ]iossibifity of good 


obstetric care. There never has been a' time in my exi)eriene(! Avlien 


so many well-trained young men Avere .seeking interne [lositions in ob- 
sutrie hospitals. All this is very hopefid, but 1 am eonvineed tliat avc 


^llo^dd redouble our efforts. 


From lime imuK'niorial attempts liaA'e been made to overcome or 
assiiatre the agony incident to ehildbirth. H(>rbs. especially the poppy, 
alcohol in various forms, and drugs, liaA'c been einjiloyed for this pur- 
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pose witli only limited success. There has been and still remains a 
nddespread belief that these attempts are wrong- because they are held 
to contravene tlie divine decree concerning women in travail. 

In the year 1848, Sir James Simpson began to nse chloroform for 
this purpose. At once he was vehemently assailed from many direc- 
tions, by fellow practitioners, tlie press, and from the pulpit. It is 
unnecessary to recall to you tlie liistory of the efforts and results along 
this line. 

Ardent search has been made for some agent or metliod which should 
be without danger to mother or child, simple in make-up and appli- 
cation, inexpensive and readily available, and yet which .should not 
retard the progress of labor. 

j\raking liberal allowance for personal interest and lack of per- 
spective, time and exjierience but confirm my belief that the Lying-In 
Hospital, in New York, by its development and nse of morphine and 
magnesium sulphate hypodermically, together with the rectal instilla- 
tion of ether and quinine, has come nearer to meeting these require- 
ments than anj’ other procedure thus far Icnown. I am now convinced 
that this marks one of the great advanee.s in obstetric practice. 

It is inconceivable that too much credit can be given to Dr. James 
T. Gwathmey who initiated this woi-k, under our direction, in the 
L 3 dng-In Hospital^ in Februarv, 1923. He gave freel.v of liis time and 
great knowledge of anesthetics, not onh' in the hospital but also in 
laboratorj’ research. 

We have been taught that quinine is not absorbed through the rec- 
tum. Oceasionallj’’ ignorant Avomen Avho had been subjected to this 
treatment reported slight ringing in the ears. Urinal.A’sis from fiftA’ 
different Avomen revealed the presence of quinine in fortA'-five. 

Prom time to time articles haA'c appeared under the title “Painle.ss 
Childbirth.” In nij^ oiiinion there is no such thing, and alloAA-ing for 
the uneertaint.A' of in’ophecjq I do not believe there ever can be such 
a thing. 

B.y the method to AAdiich I refer Ave haA-e had several patients whose 
labors Avere absolute^ painle.ss from AAuthin half an hour after treat- 
ment Avas begun. We noAV haA-e record of something over three thou- 
sand patients Avho have been given this treatment. During the past 
month, out of one hundred and tAvent.v-three deliveries in our out- 
patient department, eightj'-three AA^ere gNen tliis treatment Avith good 
results. I have Amt to learn or to observe that aiiA* mother or child has 
been endangered hy it. 

For a time both in-patient and out-patient departments of the Iios- 
pital became a clinical laboratoiw. Ba' reports from patients and ob- 
servation by nurses, internes, and the attending staff, Ave have been able 
to check up results. We began AA'ith combinations and doses so small 
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that DO result was expected. Cautiously worldng up from these — 
ehminating that which promised to he useless or harmful, fortifying 
where necessary and safe — have arrived at a simple standard of 
dosage and technic which may j^'et be modified in minor details, but 
cannot be changed materially in principle. 

"Where skepticism and indifference were present in our early ex- 
perience, we now have enthusiastic teamwork in carrying out this 
treatment. 


44 Park Avenue. 



AN INQUIRY INTO THE NATURE OP CHRONIC 
APPENDICITIS^' 

By Arthur E. Hertzler, M.D., Halstead, Kansas 

N othing is more confusing tlian the generally accepted notion 
of the pathology of the appendix. The whole subject is suffused 
with assumption and bad logic. While acute appendicitis is more com- 
pletely worked out than anj’- other intraabdominal lesion, chronic ap- 
pendicitis, so-called, has no definitelj'' established pathology. 

The purpose of this paper is to examine the morphologic basis of 
chronic appendicitis and to inquire as to whether or not the clinical ex- 
perience is in harmony with existing theories. 

Material Emxtloyed . — Before an attempt is made to interpret path- 
ologic changes in any tissue, it is necessary to secure a clear picture of 
the normal structure of the organ. With this object in view, I ex- 
amined (some twenty odd years ago) 1187 cadavers of subjects dead 
of some disease not involving the abdominal organs. Special attention 
was paid to the appearance of the appendix at the various age periods, 
both as related to its histologic structure, its position and the existence 
of alleged adhesions. I have examined in round numbers 2000 ap- 
pendices obtained at operations, the majority from my own practice, 
so that the clinical as well as the anatomic data are available for my 
study. I have pursued this study when material presented, covering 
the life period from early infancy to the most advanced years. By this 
means it is possible to determine, in a general waj^ a normal appendix 
for a given age period. 

The real background for my viewpoint was obtained at a time when 
I was pathologist to a hospital of considerable size, and it was mj’- duty 
to find evidence of chronic inflammation in appendices removed bj'- my 
emploj'^ers 'under the diagnosis of chronic appendicitis. This was dur- 
ing a period subsequent to the extended anatomic study above noted. 

This paper has to do with the specific examination of 500 appendices 
removed at the Halstead Hospital between August, 1919, and April, 
1924. Many of these were removed during the course of other opera- 
tions, notably pelvic operations and operations on the gall bladder. 
None, however, was removed as a routine measure but only when there 
was a historj^ of groin pains or sjunptoms sufficient to impress some 
one of mj’' hospital residents -with a possibility^ of involvement of the 
appendix in the light of his teaching in his undergraduate course or in 
his internship before becoming a re.sident in the Halstead Hospital. 

‘Read at tlie Thirty-eighth Annual Meeting of the American Association of Obste- 
tricians, Gynecologists, and Abdominal Surgeons held at Hot Springs, Va., September 
16, 17, IS, 1925. 
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In this wa.y an independent diagnosis was obtained well up to the 
average in acumen and uneurbed bj’ 1113^ own skepticism. A few were 
removed under the diagnosis of chronic appendicitis made b.y one of 
m}'^ assistants, and a number were operated on with the diagnosis of 
recurrent a])pendicitis in which the true diagnosis later became evi- 
dent. A number of appendices Avere removed under whon3’' mistaken 
diagnoses as Avas reA'ealed at operation or b}’^ tlie subseeiuent dcA'elop- 
ments. 

I haA'e abstracted the case histories made b\' these residents, noted the 
gross ap])earance of the preserved specimens, and compared the slides 
Avith these in forming 1113'^ conclusions. WheneA'cr possible the after- 
course has been determined, particular^ Avlien no other lesion Avas found 
and the a])))endix appeared normal. The need of care in conducting 
the inquir3" into the after course Avill be noted later. B3" checking these 
])roblems in these various AvaA'S, it is hoped that fairlA’- reliable conclu- 
sions have been arrh-ed at. 

General Con ski era! ion of Pathology . — In the stud3'- of an3' tissue the 
subject of inflammation, it must be remembered tliat the term “inflam- 
mation” implies a local reaction to an irritant. It implies, tlierefore, 
a ])roccss and not a state. Tlie failure to keep this obvious fact in 
mind is the fundamental error made 63^ those who belicA'c in the exist- 
ence of a clironie ap}iendicitis. A terminal fibrosis is not a chronic 
inflammation. .Chronic inflammation in parenchA’malous organs, it 
should bo noted, does mischief onlv b3’’ strangling the parcnch3nnatous 
tissue and not becau.se of tlic fibrosis in itself. 

A primal error made 1)3^ many surgeons is in not di.stingui.shing a 
relapsing acute inflammation from an alleged chronic one. Tlie 3 ’ sjieak 
of a chronic appendicitis Avhen theA’’ realh’" mean a recurrent acute 
process. With these I Iuia'c no quarrel. Their conceptions are tunda- 
mental] 3 ’ .sound. It is their mi.su.se of teclinical terms tliat is at fault. 

It is AA'ell to think of an inflanimatoiw process as made U]) of three 
stages or states; the acute reaction, the stage of repair, and the lei’- 
jninal fibrosis. A chronic inflammation is a ])rogre.ssiA ’0 hyperplastic 
proce.ss due to a .sligjit but eon.stant irritant. A(iute inflammation is 
usuall3' due to one of the ]nis-producing organism.s, Avhile a chronic 
inflammation is due to some other organism, such as tuberculosis. .sAqili- 
ilis. act inoniA-eosis and the like, or to attenuated organisms of the p\is- 
jirodueing group. In tiiese lesions the inflammato/w process ])rogre,sses 
indefiniteh' and is, in realitA- as the term imiilies, a progre.ssive clironie 
process. 

With the.se preliniinaiy remarks, avc may jiroeeed to look at the 
condition as found in the appendix. 

Anatomy . — Tlie appendix is a hunpii organ re.sembling the tonsil 
more tlian tlu" nmiainder of the intestinal tract. It ditfers from the 
inte.stinal traet chietlv because the .submucosu is not sejiarated Irani 
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tlie mucosa liy a definite limiting membrane. Tliis ])ermi1s lymjili cells 
to diffuse into the submucosa -without encountering a continuous bar- 
rier. The result is that there are no sliarply defined lymph follicles, 
but the border is formed bj^ scattered lymph cells. The presence of 
cells in the -wall of the small intestine and its mesentery, independent 
of Ijnnph follicles, has been sutficientlj'- described. They are found in 
all ages and in most animals. These are found particularh' about the 
vessels in the mesentery as I liaA'e noted elseAvhere. This relation to the 
lymph cells and to the fixed tissue cells is difficult to determine. These 
cells are often regarded as evidence of chronic inflammation. This 
is an error. The amount of connective tissue in the submucosa varies 
greatly. It naturany is more abundant and manifests its acidophilic 
character most stronglj" in the young when the lymph follicles are 
most jironiinent. Both factors lessen Avith the age of the indiAudual. 
It is less in the corpulent. The muscle coats likcAvise are most promi- 
nent in the young and suffer malnutrition in the aged and the cor- 
pulent. Fatty deposits in the suffserosa bear a general relation to the 
habitus of the indiAddual and but little to his past diseases. The ves- 
sels in the submucosa and particularly in the serosa are more thickened 
in the ptotic individual. For a full consideration of this problem I 
refer to the chapter on “Varicosities of the Feritonenm” in my book 
on The Peritoneum. The presence of a large number of goblet cells 
and the partial loss of the siu’face epithelium is often spoken of as a 
catari’hal inflammation. The number of goblet cells varies, normally 
becoming progressively less Avith age, and the loss of the surface epi- 
thelium occurs readily in the ordinary technic of slide preparation. 

What is eommonlj^ pointed out as a chronic reactive process, there- 
fore, is nothing more than a A'ariation of the normal. These facts ac- 
count for extraA'^agant estimates as to the proportionate number of 
appendices shoAAung pathologic changes. An organ Avhich performs its 
function, if it has any, in complete harmony Avith the AA^ell-being of the 
indiAudual, must be regarded as normal. For instance, every thyroid 
gland shoAA^s morphologic pictures Avhich, Avhen emphasized, are patho- 
logic. Yet it AA'Ould but confuse to say eveiy thyroid is pathologic 
because it does not fit the picture^ in the freshman’s histology. 

Before considering chronic appendicitis it is necessary first to con- 
sider the acute variety and to study in some detail the terminal proc- 
esses in its recoveiy. 

Pathology of Acute Appendicitis. — When the appendix is the sub- 
ject of acute inflammation, a definite series of phenomena develop ; 
bacteria gain access to the tymphoid tissue and there set up a reaction. 
Just hoAV they gain entrance is by no means clear. Probabty in most 
instances they gain entrance through an injured mucosa since the pri- 
mary foci seem to be most frequently situated betAveen the lymph 
follicles. In some instances the primary lesions are AAothin the fol- 
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Kcle and, since these not in frequently follow close on an attack of 
acute tonsillitis, it is easy to believe the appendiceal infection in these 
cases is blood borne. 

Unfortunately in most instance.s tlie disease has passed beyond the 
stage when the exact location can be studied before the appendix is 
procured. Be this as it may, the end-result is the same. Hyperemia 
and swelling (due to the hyperemia together with the exudate of serum) 
and the collection of leucocytes rapidly take iilace. The immediate re- 
sult of this is a distention of the coats of the appendix, and the stretch- 
ing of the sympathetic plexus of nerves contained therein, which regis- 
ter their distress in the semilunar ganglia, and Ave have nausea and 
vomiting and a distribution of the sense of pain throughout the rami- 
fications of the plexuses hence, generalized abdominal pain. In the 



course of some hours the reaction, begun in the lymph tissue, has 
reached the muscle layer and then the serosa, producing a periappendi- 
citis. This imitates the parietal peritoneum, and Ave IiaA^e localized 
pain and muscular rigidity. The rea,sons for these conclusions I have 
presented elscAA'here. The clinical history is noAV complete. 

I desire particularly to emphasize the earliest changes in a beginning 
appendicitis. The round cells and the fixed tissue cells are the fir.st 
to respond to the irritant. The lymijh follicles likeAAuse respond (Pig- 
1). The cells in tiie submuco.sa become SAvollen (Pig. 2) as do those 
betAveen the muscle fibers (Pig. 3). This has to do, be it noted, AA’ith the 
first reaction. Tliese are the cells concerned in the subsecpient fibrosis. 
The polynuclear cells appear later. If the inflammation increases in 
intensity polynuclear infiltration occurs, the vessels become involved, 
abscesses form, the tissues liquify and perforation occurs, and a localized 
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abscess or a general peritonitis follows. If a considerable vessel is 
occluded, gangrene inaj’- result. 

The reason the generalized abdominal pain ceases after the first day 
is because the nerves within the walls of the appendix are destroyed 
when the reaction becomes intense. Only in the lesser degree of in- 




volvement does the generalized pain continue. When a general peri- 
tonitis results, there is a generalized pain, but this pain is due to the 
involvement of the parietal nerves and not to the irritation of the 
sympathetic nerves. The significance of these very obvious observations 
is that the localized pain in appendicitis is not of the appendix itself but 
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of the parietal peritoneum or of the surrounding hyperemic hut viable 
intestine. 

Terminal Processes in Acute Apiyenclicitis . — ^When regression begins 
after an acute appendicitis, restoration may be complete or partial. 
If the fixed tissue cells alone are irritated thej’ return to noi'mal, and 
the exudate is absorbed and restoration is quickly established. A 
moderate degree of polynuclear infiltration may regress vithout obvious 
change. We know that appendices removed after the subsidence of 
typical attacks may show no change. IMaterial for such study was 
abundant during the time it was the general practice to remove the 
appendix in the interval for the pui'pose of preventing a reeurrenec of 
the attacks. When there is actual destruction of tissue, the matter is 
different. Parenchjunatous tissue, actuall}^ destroj'ed, is not replaced 



Fiff. 4. — ^Tho lumen of the appendix is obliterated by the formation of fibrous tissue. 
(Last attack 4 years previous to operation.) 


in kind, and some degree of scarring results. If the patient survives a 
gangrenous pi'ocess the entire organ may disapjiear leaving only the 
mesoappendix to indicate its site. In lessor degrees the mucosa may be 
destroyed and be replaced bj' fibrous tissue which results in the obliter- 
ation of its lumen (Fig. I), Avitb less involvement of muscle bundles 
bj' fibrosis and a thickening of the vc.ssel walls (Fig. S)- Examining 
some of these in detail, we observe (Fig. 6) an increase of the sub- 
mucous connective tissue with dilatation of the vessels and a fibrosis 
of their walls. In some areas a regre.ssing granulation tissue is .seen 
(Fig. T). Areas of definite fibrosis may replace the muscle (Fig. 8). 
Tlie ve.ssels of the .subserosa may remain dilated (Fig. 0) giving a per- 
manent redness to the organ, or the vessels may he larger (Fig. 10) 
appearing as distinct vessels to the naked eye. These last named 
changc.s, as I have fully described elsewliere, arc most ])ronounced at 




Fig-. 5. — Section entirely acioss a healing appendix lenioved 21 da>s alter the 
beginning of the fouith mild attack; a, the mucosa; h. bolder of mucosa and sub- 
mucosa ; c, submucosa and muscular layers ; d, muscular layer : e, muscular layer 
and peiitoneum. 
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some distance from the most intense reaction. These changes result in 
the production of the so-called Jackson’s membrane. 

Some or all of these changes may he found in appendices ivliich have 



Fig. 6. — Edge of lymph follicle showing walls of thickened vessels and increase 
in. the fibrous tissue of tlie submucosa. (Appendix removed while repairing a scar 
iiecnia resulting from the drainage of an appendiceal abscess.) 



Fig. 7. — Ciironic granulation tissue in tlie submiicosn corresponding in 
to tlie pyogenic gramiioma-s of the dernialologlst.B. (Appendix removed 
after an acute attack.) 


Ijistology 
■( niontli.s 


undergone inflammation, particularly in tlio.se the .subject of repeated 
attacks. Generally .speaking the healing process is completed in a lew 
tveeks, in the mild ca.se.s, and in two or three montlis in the severe cases 
when there i.s a lo.ss of parenchyinatom ti.s.siie .suhstancc. In rare in- 
stances this time is extended. 









HERTZLER: THE NATURE OP CHRONIC APPENDICITIS 


163 


It is important to remember that such changes represent evidences 
of past inflammation but do not represent chronic inflammation in any 
proper sense of the term. It must be constantly kept in mind that 
sucli appendices were removed, not because they inconvenienced the 




Fig. g. — ^Dilated vessels of the suhserosa with increase of the connective tissue. 
fAppendix removed 7 days after the begrinning- of the attack. A number of mild 
attacks had preceded.) 


patient in the least, but solely to prevent a recurrence of the attack, 
or while repairing a sear hernia incident to the drainage of an ap- 
pendiceal abscess, as was a common practice a generation ago. 

Chronic Appendicitis . — I have examined the changes incident to 
acute appendicitis. I have reminded you that these fibrotic changes 
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forced there by the pressure of the amniotic fluid. Hiiter was of the 
opiniou that standing and walking during labor pains favored a pro- 
lapse of the placenta. L. Muller thought that the presenting part could 
push the placenta loose from its attachment and out into the vagina. 
When the placenta is marginal the detachment of the placenta can he 
caused either mechanically by the uterine contractions, or by changes 
in the placenta itself. Prolapse of such a placenta may be prevented by 
pressure of the presenting part. If, however, as in Ross’ case the 
head remains high or if there is a malposition there is nothing to pre- 
vent the prolapse of such a placenta. 

In the eases of normally implanted placentae, the cause of the de- 
tachment is obscure. Toxemia has not been a prominent feature of the 
cases that have been reported, nor do the patients have the shock, and 
other symptoms we are accustomed to see ordinarily in cases of ablatio 
placentae. Lange, Spiegelberg and Schroder called attention to the fact 
that most of the prolapsed placentas occur in twin pregnancies, after 
the birth of the first child. It is possible that a sudden shrinking of 
the area of the inner surface of the uterus might cause the separation 
of the placenta. The escape of the great excess of amniotic fluid in 
Larisch’s case might have played a similar role. The prolapse of the 
placenta, once it becomes detached, would be possible in twin pregnan- 
cies as cited by Lange, Spiegelberg, and Schroder, when the second 
twin does not quickly occupy the pelvic inlet. In Munchmeyer’s first 
ease the prolapse was possible because the large fetal head did not 
engage in the flattened pelvis. In Larisch’s case the transverse posi- 
tion of the child allowed the placenta to prolapse. 

Symptoms . — Hemorrhage is the outstanding symptom, in fact the 
only symptom, in these cases. It is usually the first symptom in the 
previa cases. When the placenta is located in the body of the uterus, 
the hemorrhage may not occur until after the labor is well advanced. 
In Larisch’s case it did not occur until after the bag of waters broke. 
It may even be absent altogether. In neither of Munchmeyer’s eases 
was there any bleeding before delivery and only the usual loss of blood 
afterwards. Simpson emphasized the fact that the hemorrhage ceased 
when the placenta was entirely detached. He was so impressed with 
this that he advocated the artificial extraction of the placenta in cer- 
tain cases of placenta previa and actually practiced this method of 
stopping the hemorrhage in at least one case. 

The diagnosis rests upon finding the placenta either in the vagina 
or entirely outside the body. The accident should be suspected in twin 
pregnancies when the fetal heart tones of the undelivered child are 
no longer heard. The only problem in diagnosis that prolapse of the 
placenta presents is the question of the location of the placenta. La- 
risch’s reasons for believing that the placenta in his case was normally 
implanted covers the chief points in differentiation. They are (1) no 
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sents is “nervousness, lieadaclie, nielancliolia, irritability, insomnia, 
dizziness, general weakness, poor appetite, inability to think clearly and 
habitual constipation. I become afflicted with all these symptoms when- 
ever I contemplate the picture of chronic appendicitis. Another re- 
ports a case in which a twist in the pedicle of an ovarian cyst ivas 
caused by a chronic appendicitis. Another presents as signs of chronic 
appendicitis intestinal atony, obstipation, anemia, nervous symptoms, 
and tenderness in the region of McBurney’s point. Papers expostulat- 
ing on the relation of chronic appendicitis to menstrual disorders are 
innumerable. One writer had six eases and rushes into print. Such 
citations could be multiplied indefinitely. The relation of chronic aji- 
pendicitis to intestinal tract hemorrhages has been mentioned in sev- 
eral papei'S. One writer, for instance, reports fifteen cases. His diag- 
noses were made, it should be noted, by the x-ray, and the opinion ivas 
based on the fact that there was distortion of its caliber and course. 

It is not my purpose to consider such lamentably puerile clinical 
logic. The only evidence adduced is that the sjunptoms complained of 
disappeared after the removal of the appendix. It is just such loose 
thinking, if you wish to call it thinking, that has made possible many 
of the operations we would like to forget. I may mention castration of 
females for almost anything; of males for prostatic enlargement; 
nephropexy for whatever ails you; Lane’s kink for anything from con- 
stipation to breast cancer. 

A few only of the more sane theories, if they be such, may be exam- 
ined more seriously. I will consider first the relation of chronic ap- 
pendicitis to gastric hemorrhage. In my earliest years I saw a jmung 
man who had epigastric disturbances and pain in the appendiceal 
region. I removed his appendix. He died from hematemesis. The 
autopsy showed that he had an ulcer. I had his normal appendix. 
Just imagine that some morning you were greeted by the announce- 
ment that fifty or a hundred of your patients had died during your 
absence. My entire surgical practice had died! In none of the eases 
reported that I have encountered was there evidence that anj^ relation 
existed between the appendix and the hemorrhage. No case is even 
Avorthy of serious consideration that is not accompanied by a com- 
plete autopsy or examination of the stomach at operation. Even the 
absence of a demonstrable ulcer at operation ivould be insufficient to 
declare its absence. We know how difficult it is sometimes to find an 
ulcer even at autopsy. Even if ulcer does not exist there is no CAddenee 
that the appendix had anjdhing to do AAuth the hematemesis. In none 
of the reported eases was there eA-^en an attempt made to proA'e a re- 
lationship. kline is the only ease I IcnoAV of in which there Avas anj" 
attempt to find out the facts in the case, and my patient had a definite 
ulcer and a normal appendix. 

It is particularly in relation of so-called chronic appendicitis to 
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disturbances of menstiniation Ibat I have devoted my best efforts. Pain 
and tenderness in the groins are usually the only evidences that exist 
in these eases on which to base the diagnosis of appendicitis. Per- 
chance there may be digestive disturbances. The difficulty here lies 
not only in ignoring the anatomic findings in tlie ai^pendix but in 
failure to recognize the fact that there may be ovarian pain •without 
pathologic changes in the ovary. We may have headaches without 
diseased brains and we may have ovarian pain without diseased ovaries. 
I mention these very obvious facts because so frequently operators, not 
satisfied with the removal of the appendix, which evidently seems in- 
sufficiently diseased to cause the symptoms complained of, attack the 
ovaries. Here is where the doctrine of chronic appendicitis plays its 
havoc. 

Pathology . — ^What do we find in the laboratorj’' when we examine the 
appendices removed from this motlej’^ horde? During the years I 
served as pathologist to a hospital, appendices removed under tlie 
diagnosis of chronic appendicitis, I classified somewhat as follows: 
if aeeomiranied by an ovary or two, it was from a dysmenorrheic young 
woman; if long and thin with prominent vessels in the serosa, the 
patient was a woman with retroflexion, or a male with poetic tendencies ; 
if small with fat mesoappendix, a woman near the menopause ; if normal 
in size ■s^dth a fat mesoappendix accompanied by gallstones, I knew the 
surgeon believed there was some relation between the appendix and gall 
bladder disease, and so on down the line. What did the slides show? 
Nothing ! But as an exliospital pathologist I know what one should find 
and must find — either them or a new job ! Some exfoliation of the epi- 
thelium and some hemorrhage in the lumen, particularly if the operator 
is inexperienced. Diminution in the number of goblet cells (Fig. H)- 
This can be emphasized if the section is made near the lip of the 
axjpendix. Emphasize the large number of mononuclear cells in the 
submuco.sa (Pig. 12). Increase in the connective tissue of the sub- 
miieo.sa, is particularly to be emphasized if the patient is no longer 
young. Si^aces between the muscular bundles arc widened (Pig. 13) • 
To get the full effect of these muscle changes the warm specimen should 
be hardened in strong alcohol and sectioned in paraffin. IH^perpla.sia 
of the vessel walls may always be I’ccorded witli safety bccau.se tl)e 
thieknc.ss of the ai)pendiceal ve.ssels has not yet been .standardized. 
(Tlie Amei'ican College of Surgeoms has not got to this yet.) lids 
cannot be used in young subjects, but comes in strong in ptotic females 
and in old ladie.s witli gall.stonas. 

Thc.se are the alleged ehange.s to which the .symptoms of the patient 
complaining arc .supposed to be due. • J have .seen all these thing.s in 
eountle.ss hundred.s of patient.s who had had no abdominal complaints 
whatever. J believe (hey are normal ajipendices. I have made these 
rejjorts ju.st as other pathologists are making (hem today. Don t blame 
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the pathologists. Who wants to report a normal appendix when the 
head professor .made the clinical diagnosis of chronic appendicitis? 
As a reformed pathologist I haven’t a particle of hesitancy in de- 



pig. 11 . — ^Normal mucosa and lymph follicles showing the indefinite line of 
demarcation between the latter and the submucosa. (Appendix removed by a com- 
petent surgeon as a chronic appendicitis. Pains recuired six months latei\ Patient 
then had a maiked interstitial goiter. Both goiter and groin pains disappeared under 
treatment with potassium iodide and sodium bromide.) 



Fig. 12. — High power of the preceding. 

daring that a pathologic basis for chronic ajipendicitis does not exist. 
The minimal changes noted by pathologists do not differ from those 
found in persons not complaining about anything. Those appendices 
in which changes are found to an unmistakable degree are found in 
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persons "wlio liave had an acute attack ol' appendicitis • hut iviio no 
longer have any complaints referable to the appendix. 

It AYOuld seem the slight changes alleged to be found ■would test the 
credulity of any one. A few descpiamated cells (Did you ever examine 
feces under the microscope?), a few round cells in the submucosa, in- 
crease of connective tissue (a relative thing at best). One mu.st re- 
member that no such minimal cliangcs Avould produce symptoms in any 
other part of the body. All other abdominal organs are scarred vastly 
more without a sj^^mptom. "Why .should this vestigial remnant be the 
focus for so much evil? It mu.st be something apart from any other 
known tissue. There is no evidence that it is. I can believe the pineal 
gland is the seat of the soul because there is no evidence of any kind 



13. — InciO!if.e in intci'nin‘:cular spaces. (ApponBix leinoved from an afjefl in(li\i(l 
nal. No history of any abdominal complaint.) 


regarding it, but that the appendix is tlie seat of so much miscliief is 
incomprehensible because there is so much evidence to sliow that it 


is not true. 

I wish to note that in rare instances tliere is a elironic granulomatous 
process in the appendix which is associaied witli inrlefinite abdominal 
pain and stomach disorders. T have .seen tlirce .such cases. In clinic.il 
eour.se and anatomic tlndings these difl'er much Irom the chronic ap- 


pendicitis of common clinical parlance. 

Causes of the Sniupto 7 us of Chronic A ppoid iritis . — As a jiathologist 
I am utterly devoid of any knowledge that can clear up the problem 
of chronic a])j)endicitis. As a clinician 1 am not so hel])less. J h.ue 
reeoiaK of some 2000 patients who had ])ain and tenderness in flie 
reirion of tiie a])j)cndix who did or did not have the appendix removed. 
It is tiie after course that counts here. Jn analyzing this material one 
must divific them into several classes: 
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1. Cases in Avliieli the removal of the appendix was followed bj’' the 
relief of the pains formerly complained of, 

2. Cases in which the pains per,sisted or returned, after an interval 
of freedom, after the removal of the appendix. 

3. Cases in which the error in diagnosis became obvious later on. 

4. Cases in which the groin pains were relieved without molesting 
the appendix. 

Now let us consider each of these in turn : 

1. Those in which the removal of the appendix “cures.” Symp- 
toms relieved by the removal of the appendix must have been due to 
the appendix is the gospel here. This is the one point on which the 
whole fabric of chronic appendicitis rests. It is a general experience 
that almost any sort of an operation will relieve almost anything for 
a time. The various operations done for epilepsy is a case in point. 

In considering the results after the removal of the appendix, several 
other factors must be taken into account. Follow-up history bj’- letter 
is of but little use because patients are prone to assume that symptoms 
they .suffer from after the removal of the appendix must be due to 
some other cause. A careful history should be obtained from the pa- 
tient as to the .symptoms complained of before the operation was done 
and these compared with the symiitoms still complained of. It is com- 
mon to find patients declaring that their ap]iendiceal .symptoms were 
relieved by the operation but now they suffer from adhesions or from 
some other cause. One should also seek other changes in conditions 
.since the operation. They may not have been relieved at once, but 
after bearing a child, or passing a kidney stone, or having a pelvic 
reipair, the appendiceal .symptoms may first have disappeared. The re- 
lation to associated events iimst be noted. Groin pains in lovers of 
either sex are relieved by appendectomy if followed soon by marriage 
or the administration of bromides. It is necessary to consider care- 
fully the type of patient with which one is dealing. They are usually 
ptotic, neurotic, and subject to suggestion. Otherwise, they would 
not have chronic appendicitis, klere alleged relief of symptoms in 
such cases is secured in many instances by tlie chiropractics. This fact 
alone should make us jiause. 

2. Commonly, particularly in dysmenorrheic young Avomen, these 
symptoms, if relieved at fir.st by the operation, later return. These 
patients obseiu^e that the operation did tliem no good. If not followed 
for a sufficient length of time, .such patients may remain on our records 
as cured. Unfortunately this type of patient is apt to consult some 
one else because they feel the fir.st one consulted failed in his efforts. 

3. In some cases the same symptoms do not return but others de- 
velop Avhich, together Avith the normal appendix in hand, is eAudence 
sufficient to prove the error of the first diagnosis. A common example 
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of tliis sort is found in kidney stones and gallstones. Tke first symp- 
toms may be indefinite and lead to the removal of the appendix. When 
the presence of stones becomes eiddent and one gets out his old slides 
a flood of light descends upon him. 

4. Relief of the ‘'Chronic Appendicitis” symptoms without molest- 
ing the appendix at all is the most impressive means of determining 
the value of the sj^mptoms of a “chronically inflamed appendix.” If 
one will follow the dictum that anj'' chronic or persistently recurring 
pain in the right groin is not appendicitis and begin a careful clinical 
investigation, a removable cause will usually be found. I have else- 
wdiere discussed the relation of these pains to ovarian dysfunction and 
need not repeat the discussion here. I have also mentioned the pains 
ardent wooers have. The same applies to seminal vesiculitis, many 
other diseases of the genitourinaiy tract, pyelitis, gallstones, spastic 
constipation and manj’’ others, not to mention the surgeon-patients who 
believe in chronic appendicitis, which is of course merely a hypo- 
cliondria. 

CONCLUSIONS 

1. Fibrotic changes in the appendix, no matter of wliat degree, are 
not attended by clinical symptoms. 

2. The anatomic structure of appendices commonly removed under 
the diagno.sis of chronic appendicitis show no variation from tlie a])- 
pendices of individuals suffering from no abdominal complaint what- 
soever. 

3. The minimal changes alleged to be present in cases of so-cailed 
chronic appendicitis are wliolly inadcciuate to e.xplain tlic symptoms 
ascribed to them considered in the light of like changes in other organs 
of the body. 

4. Mere alleged relief after tlie removal of tlie appendix of .symp- 
toms is not .sufficient to iirovc that the appendix was tlie cause of tiie 
symptoms. 

5. Tlie vast majority of patients .so operated on do not even claim 
relief of their symptoms. 

6. The s^'inptoms alleged to be due to chronic appendicitis can be 
relieved by searching out the actual cause and by removing if, reliev- 
ing the patient without molc.sting the appendix. 

(For (/lACK.'.A-ion see juiffc 217.) 



INVERSION OP THE UTERUS^^ 

By Louis E. Phaneup, M.D., P.A.C.S., Boston, Mass. 

TNYERSION of the uterus is an extreme^ rare condition. The lesion 
may have a gjmecologie or an obstetric origin. The gynecologic in- 
versions are due, in practically all cases, to a pedunculated myoma or 
sarcoma. The obstetric or puerperal inversions are complications of 
the third stage of labor. In this paper, the discussion will be limited 
to the puerperal inversions. These are classified as incomplete when 
the fundus of the uterus passes no further than to tlie cervix, and com- 
plete if any jiart of the corpus uteri passes through the ceindeal ring. 
In extreme eases immersion of the vagina accompanies that of the 
uterus. Most VTiters consider as acute all cases which have lasted 
one month or less, while those which have passed beyond this period 
are spoken of as chronic. 

A review of the literature shows that this obstetric complication oc- 
curs on the average of once in 125,000 labors. Yates^° feels, however, 
that since the statistics published are collected from the large and well- 
conducted obstetric clinics, the incidence is apt to be low in comparison 
to what it would be were statistics available for patients treated in 
private practice, in their homes, by men less skillful in the practice 
of obstetrics. With constantly improving obstetric practice, the lesion 
is gradually getting even more infrequent. 

Although spontaneous inversion may occur, one of three factors is 
usually necessary for the production of this condition; namely, undue 
relaxation of the uterine wall, pressure from above, and traction on 
the funis from below. In addition the employment of the Crede ex- 
pression on a relaxed uterus, or before placental separation, the erect 
posture in labor, a short cord, straining of the abdominal muscles dur- 
ing labor, coughing, sneezing, fundal implantation of the placenta, and 
the pressure of submucous fibroids duriug pregnancj^ are all contribu- 
tory factors. 

Since the placenta is usually inserted nearer the fundus in primip- 
arae than in multiparae, and also on account of tlie greater %dgor of 
the uterine muscle during a first labor, primiparae are more di.sposed 
to have this complication of labor. If uterine relaxation were the main 
cause of inversion, the lesion would be more frequent in multiparae 
where inertia is more commonly found. 

Jones^^ described the active mechanism of inversion as follows : 
“After any portion of the uterus becomes indented to a considerable 

•Read at the Thirty-eighth Annual Meeting of the American Association of Obste- 
tricians, Gynecologists, and Abdominal Surgeons held at Hot Springs, Va., September 
le, 17, 18, 1925. 
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extent the rest of the organ seizes this invaginated portion as it would 
grasp a foreign body, and in attempting to expel it, turns itself inside 
out.” 

In the acute cases the symptoms are profound shock, hemorrhage, 
and pain. In the chronie cases one finds haclcache, hearing down pain, 
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1. — Ant<'rinr colpolij. <.tt‘rotoni>' (Spinolll op'T.itlon). Tly 
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hladder and rectal ten(><>iuus. anemia, result imr 
of blood, and siirris of low grafJe .sepsis. 

The <Uagn(»sis is n\ade largt-ly hy examination, 
stetrie <'auses there nsiially exists uo <litiieiilty. 
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of a spGculuiii there appears a soft pear-shaped tumor filling the vagina. 
The covering of the tumor consists of the uterine mucosa ; this may 
be dai’k red in color in the early cases, and grayish in appearance in 
the more advanced ones. On vaginoabdominal palpation no fundus is 
found, but there exists a cup-shaped depression in its place. The rectal 



Pifi- 2. — Anleiioi colpoln .stei otoiiij (Spinelli operation). Theanteiioi lag-inali^all 
lias been incised, the bladder has been scpaiated fioni tlie cer\ix. the peritonea! 
caMtj' has been opened, and the bl iddei i.s held iindci the lotiactoi. The ceiMcal 
consti iction i ing has been di\ ided, and the incision is continued along the antei loi 
iiteiine nail to the fundus 


examination is of great value in determining this depression. Tlie 
indentation produced by inversion is charactei'istie of the condition, 
and is absent in other lesions from -which it has to be differentiated. 
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In recent years tlie prognosis is gradually improving. The mor- 
tality lias been about 34 per cent in the acute cases ; in the chronic ones 
about 6 per cent. Some authors have quoted the mortality as liigh as 
80 per cent, but this was before the daj^s of aseptic surgery. 

The treatment is nonoperative or operative. Jones^^ in an extensive 
study of the subject, has tabulated all the accepted methods of treat- 



I Jfr .T — .\nt( ridr tolpoln stf lotomy (Splnflli opor-iUon). Tli' iitf/ii'' 

out. (After Cios'rn ) 




iiient. and Day*^ has well suinniariml the vaginal operations lor elaonit 
inversion. 

Briefly the noiieutting iiroeeduros are manual reposition, and pres- 
sure applietl to the fundus of the uterus from below by means of 
colpeurynters, the gau7c pack, and elastic pressure. 
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The operations performed for this condition ma^’’ be abdominal or 
vaginal. The abdominal methods consist of dilatation of the constric- 
tion ring from above, and the reposition of the uterus from below Avith 
or without preliminary incisions, and abdominal hysterectomy. The 
abdominal operations are of special A'alue in the recent cases Avhicli can- 
not be reduced by taxis. 

In chronic inversions most operators choose the vaginal route. The 
operations consist of anterior or posterior eolpolij’-sterotomy in cases 



, ..... „„inr>hv«!terotoiiiv (Spinelli operation). The uterus is sutured 

in tw^day-^^wim lnter^pted sutures of No. 2 c^ro^ The vaginal incision 

in closed with interrupted sutures of the same maieriai. 


where the uterus can be saved, and vaginal hysterectomy Avhere the 
opposite is true, and especially in the presence of gangrene of the 
uterine body. The names of so many operators are attached to these 
operations, which are all modifications of the same principle.s, that to 
mention them all is not possible in a short paper of this type. The 
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and o£ the irteime body, either anteriorly or posteriorly, the reim-ersion 

nosf — sutm-ing of the incisions. Those who favor the 

1 ostenor incisions, posterior eolpohysterotomy, do so on the grounds 
that there is no danger of injury to the bladder and ureters by this 
piooee lire. On the other hand, exposure of the uterus and incision of 
the oigan posteriorly is sometimes difficult, and again the sutured 

hereTi'r'"'™-'* to an ad- 

iieient retroversion. 



1 IfT. Anterior cplpohy.^terotomy (.SpinoIJi opeiation). Dr.TlnaKe (“'tablKhed. Kub- 
' I tupi* (irtiln in botli the anterior tint! posterior ciilde.'-ac'i. 


I he ohjeetions 1o tlic anterior incisions, anterior coI])oliy.s(erofoiny, 
die injury to the liladder and ureters; yet this daiifrer is almost ne"li- 
trible, and is not grreater than ivlien operating: for an extensive cy.stoeele. 
in the ease vhieh follow.s in detail and in vhicli I did the anterior 
enliKiiiysterotoniy. the so-called Hpinelli operation, no diflieully vhat- 


^oever iras encountered in .sejiaratingr the bladder and in opening the 
peritoneal cavity. One striking advanlaue of Ibis inefliod is the fact 
tiiat at the coinjiletion of the ojterntion the anterior uterine incision is 
largely covered by th<> bladder, thus minimizing the possibilit}* of sub- 
sefjjiont adliesions. 
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Drainage should always be instituted, as the repaired uterus is con- 
sidered as infected. Following anterior eoliioh 3 'sterotom 3 ', anterior and 
posterior drains are usuall.y emplo^^ed. The anterior drain is placed 
between the uterus and the bladder, and allowed to make its exit through 
the anterior colpotomj'^ incision, Avhile the culdesac of Douglas is readil}' 
oxDened to i)lace the x^osterior drain. The adherents of the posterior 
method onlj’ drain posteriorl.y through the vaginal incision alread.y 
made. 

Peterson,^" in 1907, wrote in detail aliout the Spinelli operation, and 
reported a case with recoyeiy. 

Thorn/^ in 1911, publi.shed a very exliaiistive review of this subject 
and reported (ill cases gathered in the literature of the civilized world 
for the twenty -two 3 ’ears previous to 1911. In more recent .years, Camp- 
bell, ^ Cohen,- Courty," Culbertson,^ Dantin.'' Day,'- Evans," Fruhin.sholz," 
Huntington, Jones, and Loriente,' ' liave written on acute puerperal 
inversion and have reported eases. 

Day,® French,® Gaudino,'"' Jensen,'- and lliginiac,'® have published 
their observations in regard to chronic pueri)eral inversion. 


report of CASE 

Mrs. M. D., aged twenty-seven, a seeundipara, born in Massachusetts, was admitted 
in labor to the Carney Hospital, on Jun.' 20, 1924. Slic had had measles and 
pertussis in infancy; her tonsils and adenoids had been removed when slic nas 
Lven years old. Menstruation was ostabli..hed at the age of fomteen; her periods 
were Regular, every twenty-eight days, and lasted four days; 
used daily and no clots weie passed. Her last peiiod had been on bepteml er 20, 
1923, making her coniincraent expected on June 27, 3924. 

married three Years, and this was her second pregnancy. Her fir»t child was de- 
livered at eight months for toxemia and was stillborn. She had been well throug i- 
out the present pregnancy, and although albuminuria was present, no othei sign, 
of toxemia rvere obseived. Her pelvis was ample. i i n 

The patient started in labor at 3 P.M. on June 20 1924; ^ 

membranes ruptured spontaneously. She was given one- half c.c of pi uitai.i extiact 

1 - -PniU' flilntod She wa? delivered by lo\\ foiceps, oi a female 

.when her cervix was full} diiatca. k. , j. -i-„„ t ^ 

child, weighing S pounds and 0 ounces, by a member of the attending staft at a m. 

on June 27 1924. The placenta, which was inserted at the fundus of the uteius 

was firmly adherent, and in attempting the Crede maneuver, the attendant imei tec 

the uterus. The placenta was then peeled from the nmdus of the iiivertec^ uteui ; 

,, manuallv, without difficulty, and packed with sterile 

the organ was reinveiteci manuau.i, v . • . 7 i • . i ■, 

-auze One c c of a sterilized preparation of ergot, was moected intramuscularly. 
Four ounces of ' ether had been administered during the delivery. One hour after 
labor the uterus was flabby and signs of a slow and peisi. stent hemorrhage were 

observed. , , 

I saw the patient at 11 a.m., four hours after delivery, while making hospital 

rounds. She was then pulseless, was bleeding freely, -showed signs of air-luinger, 
and her eoiiclition looked desperate. At 11:30 a.m. she was given 1,000 c^c. of salt 
•solution siibpectorally. At 2 p.m. sl.e was given a blood transfusion of 600 c.c. 
from her brother by the citrate method. Her condition rapidly improved following 
this She was disciiargcd from the hospital on July 13, 1924, after an otherwise 
uneventful puerpcriiim, by her obstetrician, who did not make a pelvic examination 
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at the time of diseharge, and for this reason no note was made on the record as to 
the condition of the uterus. One week later I was called in consultation by her 
physician, who felt that he had discovered a uterine prolapse. I saw the patient 
in her home and because of the lack of aseptic conditions preferred to do the 
internal examination in the hospital and advised her to come there at once. My 
advice was not taken, however, for she did not report until July 29, 1924. Upon 
admission, the patient stated that since leaving the liospital she had noticed loss 
of support and weakness. Upon standing, the parts protruded through the wilva, 
and she felt more uncomfortable from day to day. There was a persistent sero- 
sanguinous discharge. For the two days previous to lier admission tliere had been 
some bleeding, amounting to stains of briglit blood on her pad; she had passed 
a small clot the day before entering the hospital. She had been free from pain, 
her appetite had been excellent, and her bowels liad been regular with the aid of 
laxatives. There had been some difficulty and burning at micturition, but at the 
time of admission, there was only slight difficulty in starting the stream. The 
urine had not been observed to be bloody, cloudy or colored. 

Examination . — On separating the labia, it was evident that a complete inversion 
of the uterus existed. The uterine mucosa was grayish in appearance, bled readily 
on sponging, and the typical cup-shaped depression was apparent on vagino- 
abdominal palpation. Tlie cervical constriction ring was so tight around the uterus 
that it was impossible to roinvert the latter by taxis. The perineum appeared to 
have been recently repaired. The abdominal walls were considerably relaxed, other- 
wise the abdomen was normal. The heart and lungs were normal. The urine showed 
nothing remarkable. 

Operation . — On July 30, 1924, tJiirty-four days after the accident, the patient 
had an anterior colpohysterotomy (Spinelli operation) performed, under ether 
anesthesia. The uterus was exposed by the use of a w'eighted speculum, the 
edematous endometrium presenting. The cervical ring was grasped on either side 
of the median line by Jacob’s vulsella and brought down into view. The anterior 
vaginal fornix was incised, the bladder was separated and held upwards by a 
retractor, the peritoneal cavity was opened, and the inverted funnel was exposed. 
No adhesions were found. The cen’ieal ring was divided in the median line, and 
the incision was continued downwards along the anterior wall of the uterine body 
to the fundus. The uterus was reinverted without any special difficulty. The an- 
terior uterine incision was closed by two layers of interrupted sutures of No. 2, 
chromic catgut, the first layer deep and the second superficial; the utei’ine wall was 
approximated without undue tension. The uterus was then replaced in the ab- 
dominal cavity, and free drainage was established by means of ' T-shaped rubber 
tuhes, the first tube being placed between the uterus and the bladder, and the 
anterior vaginal incision being closed around it by means of interrupted sutures 
of No. 2, chromic catgut. A small transverse incision was made in the culdesac of 
Douglas and the second drainage tube rvas placed posterior to the uterus. The 
vagina was lightly packed with iodoform gauze, and the patient was returned to 
her bed in good condition. 

Convalescence. — The patient had considerable postoperative nausea and vomiting, 
the evening temperature was 102° F., pulse, 118; respirations, 22; she was kept 
comfortable ■with small doses of morphia. July 31, there was a slight amount of 
distention which was relieved by enemata, the postoperative urine examination 
revealed negative findings; the evening temperature was 102° F., pulse, 120; respira- 
tions, 20. August 2, the iodoform -wicks ■were removed from the vagina, the 
convalescence thus far was satisfactory. August 4, the two drainage tubes -were 
removed. August 9, the patient was given a headrest; she ivas allowed out of 
bed on August 11. The discharge examination sho-wed the uterus in mid pelvis?, 
the drainage tracts -n’cre healed, and there was no pelvic tenderness. August IG, the 
patient was discharged -well. 



PUANEUF : IN^TSRSIOK OF THE UTERUS 


179 


Suisegucnt History . — September 2G, examination at the hospital showed the 
vaginal incisions and the cervix well healed, the uterus was in slight retrocession, 
the adnexa were normal and the patient had no symptoms. She had not menstruated 
in August, but had had a period, without pain, from September 1, to September S. 

December 31, the following history was obtained: she menstruated, without 
pain, in October, from the 20 to the 25; she had no period in November; in 
December she had a scanty period, without pain, from the 15 to the 18. The 
examination at this time showed nothing new except that the uterus was in second 
degree retroversion. The patient felt well and had gained thirty pounds in weight 
since her operation. On April 8, 1925, she was admitted to the Medical Service of 
the Carney Hospital; the examination of the lungs and the x-ray findings led to 
the diagnosis of chronic fibroid phthisis. Her periods had been regular up to the 
time of her admission. She was given appropriate advice for the treatment of her 
pulmonary condition and she returned to her home. July 25, 1925, her family 
physician reported that she was now living in the coimtiy; that her tuberculous 
process was arrested, and that slie was gaining in weight. 

CONCLU.SIONS 

1. Puerperal inversion of the uterus is a veiy rare condition. With 
constantly improving obstetric practice it will become even less fre- 
quent. 

2. The predisposing causes are inertia of the uterus, pressure from 
above, and traction on the cord from below, 

3. Shock is the leading symptom, and when this occurs after the third 
stage of labor, uterine inversion should alwaj^s be borne in mind. 

4. In acute cases the uterus should be reinverted, manually when 
possible, as soon as the condition is discovered. In cases where this is 
not possible, laparotomy and reposition by taxis seem to give the best 
results. 

5. Chronic inversion is well treaed by the vaginal method; anterior 
colpohysterotomy (Spinelli operation) wdien the uterus can be saved, 
vaginal hysterectomy wlien the opposite obtains. 

6. The shock should be combated by blood transfusion before at- 
tempting the operative procedures. 

7. The obstetric future of the woman wlio has had the Spinelli oper- 
ation should be that of one delivered by a previous classical cesarean 
section. 
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FIVE KINDS OP CHRONIC APPENDICITIS^’ 


By Robert T. Morris, M.D., P.A.C.S., New York, N. Y. 


I T is said tliat Cliinamen all look alike to a man who first visits their 
country. After a while he learns that there are people of nine dif- 
ferent racial types in China, each with its own language. 

Almost any topic becomes enlarged and elaborated whenever men 
examine into its factors. At one time chronic appendicitis was chronic 
appendicitis to the physician as well as to the surgeon. 'We may now 
classify five different kinds of ehronie appendicitis, each with a differ- 
ent history and with a separate meaning so far as the diagnostician is 
concerned. His prognosis in regard to any one of tliese five kinds 
would not apply to the other four. 

The most frequent kind of chronic appendicitis is that which leads 
to the largest number of mistakes in prognosis and which furnishes a 
great group of worthless appendix operations. It is an irritative lesion 
belonging to normal involution of the appendix. All of the structures 
of the appendix gradually undergo replacement by connective tissue 
with the exception of the peritoneal coat, and most important of all, 
nerve elements. These remain to become pinched and irritated in the 
course of contraction by the connective tissue. It has been said that 
fibrosis is not inflammation. 


Lord Bacon said, ‘‘Show me a man who can define and I will show 
you a god.” Being somewhat modest, I shall not attempt to assume 
this position and, instead of defining, may at least describe fibrosis^ of 
the appendix as a process which incidentally brings about irritation 
of entrapped nerve elements. Grouped about these will be found new 
cells belonging to inflammation. This commonest form of chronic ap- 
pendicitis as a. rule does not lead at any time to acute infective appen- 
dicitis. It has very different meaning in connection with two separate 
groups of people. 

When this normal involution process takes place in people past middle 


♦Bead at the Tliirty-eighth Annual Meeting- of tlic American 
stetriclans. Gynecologists, and Abdominal Surgeons, held at Hot Springs, va., 
tember IG, 17, 18, 102o. 
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life there is apt to he disturbance of abdominal sjunpathetic ganglia in- 
cluding those •which conduct digestive processes. Consequentlj’' removal 
of the irritated appendix sometimes gives brilliant results by putting 
to an end the complications which go with digestion disturbances. It 
is a different matter altogether when involution of the appendix occurs 
in young people. It then signifies a stigma of physical decline and it 
belongs with other stigmata which may be readily discovered on exam- 
ination. We may find the short sternum with ptosis of abdominal vis- 
cera, a loose kidney, narrow costal angle, crowded teeth and one or 
more of many kinds of stigmata of arrested development. Eemoval of 
the appendix in young neurotics before middle life in cases of this sort 
may be not only worthless but harmful as a surgical procedure. The 
patient may continue to have the many kinds of physical disturbance 
which go with the endocrinology of that general physical condition. 

The two chief diagnostic signs for fibroid involution of the appendix 
are so strongly mai*ked that for the most part we need these two only 
for diagnostic purposes. Pain and tenderness are not at McBurney’s 
point, — at the site of the appendix itself. They have moved over to 
another point altogether, to the site of the right fused ganglion of the 
lumbar sympathetic system. Deep pressure a couple of inches to the 
right of the navel and a little below brings out this hypersensitiveness 
of the right fused ganglion. I have seen many consultants make pres- 
sure over the appendix at McBurney’s point and decide that the pa- 
tient did not have a chronic appendicitis because there was no ten- 
derness on pressure at that point. Tenderness at McBurney’s point 
belongs to acute appendicitis. It is seldom present in chronic appen- 
dicitis. 

On the other hand tenderness on pressure at this other point near 
the navel is not present in acute appendicitis. It belongs to chronic 
appendicitis. Please get that idea firmly fixed in mind for it is highly 
important. 

If we find hypersensitiveness of the left fused ganglion or of other 
abdominal sjunpathetic ganglia it throws out our diagnosis of chronic 
appendicitis which goes with hypersensitiveness of the right fused 
ganglion only and verj’- distinctly. 

The other one of the two important diagnostic signs of chronic ap- 
pendicitis is what I have called the “cider barrel sign.” Percuss the 
left side of the abdomen and find a normal resonance such as would 
belong to the cider barrel in October. Noav go to the right side of the 
abdomen; percuss that, and you will bring out a resonance suggestive 
of the cider barrel in March. What does this mean? It means that 
the innervation of the cecum and ascending colon have become so 
wearied with constant nagging from the irritating appendix that their 
walls remain relaxed and distended allo-wing the cecum and ascending 
colon to remain permanently distended -with gas. 
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Having fixed in mind these two signs in the diagnosis of one kind of 
chronic appendicitis, we may apply them to the four other kinds, for 
these two signs belong with all kinds of chronic appendicitis appar- 
ently. A different set of conditions, however, hangs about each one of 
the other four kinds. 

The next kind of chronic appendicitis in frequency of occurrence is 
also an irritative lesion. It relates to soar tissue following an attack 
of acute appendicitis. This sear tissue undergoes the same sort of 
contraction that it does in the course of normal involution of the ap- 
pendix, sending an afferent impulse to a segment of the spinal cord 
and an efferent impulse to various abdominal ganglia with resulting 
digestive disturbances. Removal of the scar tissue in cases of this sort 
is frequently justifiable and with results which help to make surgery 
popular. We have in addition to the tAVO chief signs of “scar” appen- 
dicitis the story of the patient relating to an acute attack. When I 
studied veterinary surgery under Professor James Law he said that it 
would be a great advantage to me in connection Avith general medical 
diagnosis because a coav could neA'cr deceive me Avith her ansAvers to 
my questions. In these days, hoAvever, patients can usually give a 
fairl}’- accurate account of an attack of acute appendicitis because the 
subject has been discussed about equally with the Volstead Act. 

The third form of chronic appendicitis is really an infective lesion, 
the first tAvo, which I haA^e preAuously described, being irritative lesions 
and not infective. This chronic infective lesion may relate to low 
grade chronic inflammation of the mucous membrane of the adjacent 
cecum. It may relate to the presence of entozoa in the appendix. It 
may relate to low grade inflammation Avhich has remained after one 
or more acute attacks of appendicitis. The tAvo chief signs are those 
of chronic appendicitis plus the patient's history of acute attacks. Op- 
eration in these cases may be said to be always desirable, although we 
must be very careful about the use of the u^ord “always.” 

The fourth form of chronic appendicitis belongs to lymphoid hyper- 
plasia. This again is an irritathm lesion. There is an abnormal in- 
crease in the lymphoid elements of the appendix and these by causing 
tension, irritate neiwe elements and produce the tAVO signs of chronic 
appendicitis. 

In the first tAvo kinds described, irritation of nerve elements is due 
to contraction of connective tissue. Here, hoAveAmr, it is quite the re- 
Amrse and due to expansion of lymphoid tissue. Lymphoid tissue can- 
not expand Avithin the tight peritoneal sheath of the appendix much 
more readily than one can open an umbrella before taking off its sheath, 
hence, an irritative lesion. 

The set of conditions hanging about this fourth kind of chronic 
appendicitis aaIU usually serA'C to classify it. TJie patients in general 
haA'C the so-called lymplioid diathesis. They include the viclhns of 
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status Ijonpliaticus and many with a history of hypertrophied tonsils 
and enlarged lymph glands. Eemoval of the appendix in these cases 
will not change the patient’s diathesis because that belongs to hered- 
itary entailment. Furthermore, we must always be on guard in these 
cases against the sudden operative accidents going mth cases of status 
lymphaticus. 

The fifth form of chronic appendicitis belongs with chronic conges- 
tion in association with chronic congestion of other parts of the bowel 
and relating largely to blood or tymph circulatory disturbances. The 
appendix in these cases is not specially congested, and the only reason 
for its giving out signs appears to depend upon the same mechanical 
factors as those in the lymphoid appendix. In other words the con- 
gested inner structures do not swell readily within the inelastic perito- 
neal sheath. 

It is a question about introducing other defects of the appendix in 
chronic appendicitis classification. For example, we have recently been 
informed that as a result of embryonic defect small implants of endo- 
metrium may sometimes be found upon the appendix and these would be 
expected to swell along with swelling of the endometrium at menstrual 
periods of the patient.* 

Shall we include tuberculosis and malignant disease of the appendix 
under the head of chronic appendicitis? Perhaps it would not be fair 
to do so, although tuberculosis and malignant disease not infrequently 
have their origin in the appendix primarily and at the outset may have 
given the two signs of chronic appendicitis. This is particularly the 
ease with malignant disease. When tuberculosis begins at the appen- 
dix it is prone to extend to other parts of the bowel so rapidly that the 
two chief signs of chronic appendicitis may not appear. I have myseK 
been mistaken and have come across malignant disease of the appendix 
or tuberculosis of the appendix unexpectedly. As a matter of fact I 
have made all of the mistakes and have done all of the unnecessaiy 
operations which go with worthless appendix surgery, but I hope dur- 
ing the next ten years in practice to do fewer of these than I did in the 
first ten years of study of the subject. 

114 East Fifty-Fourth Strf.et. (For discussion sr.c 'page 247.) 
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APPENDICITIS IN PKEGNANCY^' 

By G. D. Eoyston, M.D., and A. 0. Eisheb, ]\LD., St. Louis, Mo. 

(From the Departments of Ohstctries and Surgery, Washington University School 

of Medicine) 

TT is weU recognized that appendicitis is a dangerous complication of 
A pregnancy. Prom available statistics, it appears to be relatively un- 
common, being present in about 1 per cent of pregnant -women. It has 
also been estimated that 2.5 per cent of -women having appendicitis are 
pregnant. 

Practically all writers agree that the mortality in suppurative eases is 
high. In more than 600 eases coUeeted from American literature and 
reported by Weaver, the death rate -was about 30 per cent in those 
operated upon, and 80 per cent in the nonoperated eases. In the non- 
suppurative eases, the mortality was approximately 1 per cent in those 
operated upon and 4 per cent in the nonoperated cases. In 40 per cent 
of this number abortion or death of the fetus occurred. 

We have been struck with the rapidity vdth which the acute cases 
progress and by the fact that perforation is almost always followed by a 
diffuse, spreading peritonitis, with little tendency to localization and 
abscess formation. 

In most instances, the diagnosis is not difScult, but the symptoms may 
be masked by the discomforts which are sometimes present in a stormy 
pregnancy. In the presence of acute abdominal symptoms suggesting 
appendicitis, the complication of pregnancy should be disregarded, and 
early interference is even more urgent, if possible, than in the ordinary 
ease. 

In -view of these well-established facts, we are strongly of the opinion 
that appendectomy should be recommended for those who have had 
attacks of appendicitis and have subsequently become pregnant. Even 
though they may have successfully passed through one or more attacks, 
the risk of a recurrence during pregnancy is too great to be disregarded. 
The operative results in the early months of pregnancy are apparently 
as good as they are in nonpregnant women and the danger of abortion 
very slight. In this series there are two such cases in which our advice 
was followed: 

Case 1. — (Senace of Dr. Pislier.) Mrs. S., aged twenty-five, a primigravida, 
twenty -two weeks’ pregnant, entered the Barnes Hospital, Septemher 10, 1924. Her 
general health had been excellent, but for the past year she bad been haring ab- 
dominal symptoms which dated from an acute attack suffered at that time. There 
had been one other acute attack subsequently, diagnosed as appendicitis, and during 

•Bead at the Thirty-eighth Annual Meeting of the American 
triclans. Gynecologists and Abdominal SureCons hold at Hot Springs, Va., foeptemDcr 
IG, 17, 18, 1025. 
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this entire period she had not been entirely free from tenderness. She was seen 
following the second attack and operation advised. At this time she was pregnant. 
A third attack a few weeks later hastened her decision and she entered the liospital 
immediately. She had definite localized tenderness in the lower right abdomen 
and during a two-hour period of observation, the W.E.C. increased from 11,000 to 
14,500. The temperature was 37.6° centigrade. There had been no nausea or 
vomiting with the present attack. Her pregnancy had been progressing normally. 

‘ At operation (Dr. Fisher) the uterus reached the level of the umbilicus. The 
appendix was injected, firmly adherent, and behind the cecum. Its tip was fibrous, 
the proximal portion distended. It was removed in the routine manner. The 
adnexa on this side were deeply injected. The wound was closed without drainage. 

Aside from considerable nausea and distention, she made an uneventful recovery 
and had no uterine contractions. She was discharged on the tenth day and sub- 
sequent delivery, at term, was normal. 

Case 2. — (Service of Dr. Fisher.) Mrs. 0., aged twenty-eight, a primigravida, ten 
weeks’ pregnant, entered Barnes Hospital, June 9, 1924. For several months, she 
had had pain in the right side, with several rather acute attacks, the last one two 
weeks before admission. Her temperature and W.B.C. were normal, this being a 
definite interval. Her pregnancy thus far bad been uneventful. At operation (Dr. 
Fisher) the appendix was large, thickened, kinked at its mid-portion, and adherent 
to the cecal wall. It was removed in the routine manner. Aside from the preg- 
nant uterus, the findings were negative. The wound was closed without drainage. 
The postoperative course was uneventful and she left the hospital on the tenth 
day. Her pregnancy continued normally, and slie was delivered at term. 

Case 3. — (Service of Dr. Eoyston.) Mrs. V. H., aged twenty-six, gravida ii, entered 
the Jewish Hospital, September 17, 1923. She was three months’ pregnant. For 
the past ten days, she had complained of marked nausea and vomiting and pain ui 
the right lower quadrant. Although she had had a similar attack nine months 
before, the present trouble was attributed to her pregnancy. Her family and past 
history were otherwise negative. There had been a slight elevation of temperature 
four days before admission, but at this time the physical findings were negative, 
except for slight tenderness on pressure over McBurney’s point, without muscle 
spasm or rigidity. ‘W.B.C. 7,000. Appendectomy was advised and done two days 
later. 

The appendix was definitely involved in a chronic infiammatory process, but with- 
out adliesions. The wound was closed without drainage. The patient made an un- 
eventful recovery and was discharged on the fourteenth postoperative day. The 
abdominal pain was relieved, but the nausea and vomiting persisted for some months 
longer. She had a normal delivery at term. 

Case 4. — (Service of Dr. Boyston.) Mrs. E. H., aged thirty-three, entered St. 
Luke’s Hospital, February' 27, 1923, during her third pregnancy, for the treatment 
of a bilateral pyelitis following a multiple nasal sinusitis. One month before this 
she had a sudden attack of pain in the back and abdomen with no history of similar 
previous attack. She was examined with the cystoscope nine times over a period 
of sixty-five days and the kidney pelves irrigated. During this period, on April 18, 
while stUl in the hospital she complained of sudden acute pain in the lower right 
abdomen, which radiated into the flank. There w’as local tenderness and muscle 
spasm on pressure. Temperature 98.6° F., W.B.C. 7,000. Appendectomy was per- 
formed on the same day (Dr. Mudd) and the appendix showed a dilated lumen, 
with definite evidences of a chronic inflammatory condition. The wall was thickened 
and the mucosa showed a leucocytic infiltration. She made an uneventful recovery 
and left the hospital May 6, 1923. 

There was no threatened interruption of pregnancy and she was delivered at term. 
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Case 5. (Service of Dr. Eoyston.) Mrs. G. S., aged twenty-live, a primigravida 
in the sixth month of pregnancy, entered St. Luke's Rospital on November 20, 1923. 
Since the onset of pregnancy, she had had several attacks of pain in the lower 
right abdomen. These attacks were increasing in frequency and severity, but had 
never confined her to bed. Wlien seen ten days before, at the beginning of her last 
attack, she had localized tenderness and muscle spasm, but a normal temperature and 
a W.B.G. of 8,000. On admission the W.B.C. was 11,000 and on the advice of Dr. 
Tupper appendectomy was done on the following day. The distal half of the ap- 
pendix was thickened and obstructed and was covered with a Jackson’s membrane. 
The wound was closed without drainage. Five hours after operation, she began 
having uterine contractions, wliich were controlled by morphine and ceased after a 
period of thirty-two hours. Her temperature was normal after the third day, and 
the convalescence uneventful until the eighth day when vaginal bleeding without 
contractions appeared. This ceased after two doses of paregoric and she left the 
hospital on the eighteenth postoperative day. She was delivered on February 12, 
1924, labor being complicated by a marginal placenta previa. Mother and child 
had an uneventful course throughout the puerperium. 

Case 6. — (Service of Dr. Royston.) Mrs. D., aged thirty-three, gravida v, was two 
months’ pregnant when she complained of dull pain in the epigastrium, later in 
the lower abdomen. The nausea present was attributed to gestation. She gave a 
history of chronic constipation for years and stated that during the preceding year 
she had suffered twelve attacks diagnosed as chronic appendicitis. Physical exami- 
nation at this time revealed neither rigidity nor localized tenderness over the ap- 
pendiceal region and the symptoms were attributd to a low seated, movable ovary 
of normal size, though markedly tender. 

At the end of the twelfth week of gestation the abdominal discomfort became 
more severe with localized tenderness on pressure in the right fiank. W.B.C. 8,000. 
Appendectomy (Dr. Link) disclosed a thickened, edematous, subacute appendix with 
some adhesions present. The wound rvas closed without drainage. There was no 
disturbance of pregnancy. Convalescence was uneventful. All abdominal symptoms 
were relieved. 

Wlien near term, the patient complained of dyspnea, cyanosis, edema of all ex- 
tremities, with a blood pressure of 140/80. Electrocardiogram showed myocardial 
degeneration. All symptoms were relieved by bed rest and massive doses of digitalis. 
A normal child was delivered at full term and patient has since felt well. 

The six cases outlined above illustrate the chronic or recurrent type 
of appendicitis, and the operative results should not differ from those 
obtained in similar cases uncomplicated by pregnancy. The following 
cases, however, clearly show the dangers of conservatism in acute 
cases and the necessity of immediate operation. 

Case 7.— (Service of Dr. Fisher.) Mrs. A. M., aged twenty-nine, was admitted to 
Barnes Hospital, June 27, 1922. She was a primigravida, fifteen weeks’ pregnant 
and entered the hospital as an emergency. Without previous similar trouble, she 
was taken suddenly ill, about twelve hours before admission, with nausea, vomiting, 
and acute abdominal pain, first general and later localized in the lower right 
abdomen. On admission to the hospital she presented the typical picture of acute 
appendicitis, with a temperature of 38.5“ centigrade and a W.B.C. of 20,000.. The 
abdomen was rigid, with acute localized tenderness at McBumey’s point. 

She was operated upon immediately (Dr. Fisher). There was free fluid in the 
peritoneal cavity and the cecum was covered with fibrin. The appendix was tro- 
mendously distended and completely gangrenous. It was twisted at the base and 
covered with exudate. There was no apparent effort at walling off and the neigh- 
boring intestine was deeply injected. The .appendix was easily removed and the 
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stump buried. The right adnexa Tvere deeply in.i'ected. The wound was closed, 
leaving one cigarette drain. On examination, the appendix was completely necrotic 
and contained a large fecalith near the base. Her pulse and temperature came 
down promptly and she made a very satisfactory recovery, with no evidence of 
uterine irritation. She left the hospital on the tenth postoperative day. Preg- 
nancy progressed normally and she was delivered at term without complications. 

Case S. — (Service of Dr. Pisher.) Mrs. M., aged twenty-nine, entered Barnes Hos- 
pital, April 2, 1925. She was in the sixth month of her third pregnancy, and ten 
hours before admission, without premonitory sjTnptoms of any kiud, was suddenly 
seized with acute abdominal pain associated with nausea and vomiting. She had 
never had a similar attack, and owing to its severity, she was brouglit to the hos- 
pital as soon as possible. She was under observation there for two hours. Her 
temperature was only 37.6“ centigrade, but the W.B.C. during this time increased 
from 14,000 to 22,000 and the abdomen was rigid, with acute localized tenderness in 
the lower right side. At operation (Dr. Pisher) there was free turbid fluid in the 
peritoneal cavity. The appendix lay to the inner side of the cecum. It was acutely 
inflamed, greatly distended, and covered vrith flbrin. The distal portion was 
gangrenous. Again, there was no effort at localization. It was removed and the 
stump buried. The pelvic organs were markedly congested on the right side. The 
wound was closed leaving two cigarette drains. The convalescence was complicated 
for a few days by uterine contraction, abdominal distention, and acidosis. Intra- 
venous glucose cleared up the acidosis and small doses of morphine controlled the 
uterine contractions. Pollowing this she made a rapid and satisfactory recovery, 
her wound healed nicely and she left the hospital on the sixteenth postoperative 
day. Deliver^' at term was uncomplicated. 

Case 9. — (Service of Dr. Eoyston.) Mrs. P. P., aged nineteen, entered St. Luke’s 
Hospital, March 31, 1923. She was a primigravida, sLx months’ pregnant and a 
few hours previously had suffered an attack of generalized abdominal pain. About 
seven months previously, she had a transitory attack of lower riglit abdominal pain, 
which cleared up promptly and did not suggest appendicitis. Two days before 
admission, she was taken ill mth diarrhea, but had no nausea, fever, or leucocytosis. 
The following day she complained of generalized abdominal pain which became 
more severe and localized in the riglit lower abdomen. Her temperature was 
normal, but her pulse rose to 120. An emergency appendectomy was performed a 
few hours later by Dr. Seelig, who found free pus in the peritoneal cavity and a 
gangrenous appendix. There had apparently been no effort at walling off. The 
appendix was removed and the wound closed with drainage. The postoperative 
course M-as stormy, with numerous complications which finally resulted in her 
death. During the first few days, premature labor was threatened, but the uterine 
contractions were controlled by morphine. There was a persistent acidosis which 
was difficult to control and a pyelitis developed on the thirteenth day with a 
considerable temperature elevation. This did not clear up in spite of lavage of 
the kidney pelvis, and the patient finally presented the picture of a generalized 
infection. She went into premature labor on the forty-seventh postoperative day. 
The child of thirty-one weeks’ gestation died in a few hours. The mother died 
of acute pulmonary edema the following day. 

This case was unusual in that she apparently recovered from the appendicitis 
and peritonitis and withstood the operation, until other complications arose which 
caused expulsion of the fetus and her omi death seven weeks later. 

Case 10. — (Service of Dr. Eoyston.) Mrs. J. G., aged twenty-two, primigra^'ida, 
five months’ pregnant, entered St. Luke’s Hospital, February 26, 1923. She had 
been ill for five days previously with pain in the right upper abdomen which was 
attributed to the right kidney. Tlic hatter was palpable and tender and the urine 
contained many leucocytes and motile bacilli. During this period the temperature 
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and pulse were normal. The day of admission there had heen an acute exacerba- 
tion of abdominal pain without nausea or vomitings but it gradually became local- 
ized in the lower right abdomen, with definite muscle spasm. On admission the 
temperature was 103.4° P., pulse 130, and W.B.C. 11,000. There had been no 
previous similar attacks. She was operated on at once by Dr, Tupper who found 
pus in the peritoneal cavity wdth a gangrenous appendix and no evidence of any 
attempt at localization. The appendix was rapidly removed, rvithout inversion of 
the stump and the wound closed with drainage. fSevere uterine contractions began 
eight hours after operation which could not be controlled, and she was delivered 
of a five months’ fetus one hour later. She did badly following this. Distention 
was marked and persistent. Temperature and pulse were elevated, and on the 
fifth day' blood cultures showed the presence of hemolytic streptococcus. She died 
on the sixth postoperative day. Of these four acute cases, the first two were 
fortunately seen very early and altliough the appendix in each case had become 
gangrenous within the first few hours, there was no extensive peritonitis and they 
survived operation without aborting. In tlie other two cases, there had been 
symptoms which did not seem to Avarrant a diagnosis of appendicitis and they 
were not operated upon until a general peritonitis had developed. Probably the 
appendix was the cause of the original trouble and Ave are convinced that it is 
extremely dangerous to Avait for more definite symptoms to develop, if the ap- 
pendix is under suspicion at all. In comparison, the risk of early operation is 
almost negligible. 

These four cases all illusti'ate again the usual failure of these infec- 
tions to localize and the rapidity Avith AA'hieh they spread, T?’e feel 
that the most reliable symptom is localized pain and tendeimess ovev 
the region of the appendix, udiile fever, leucoejdosis, nansea, and vomit- 
ing are frequently" absent in the early cases and appear only after the 
infection has begun to spread. Valuable time may he wasted in efforts 
at making a differential diagnosis. The increased v^ascularity and lym- 
phatic dilatation are probably factors in predisposing to a generalized 
rather than a localized infection. "When abortion occurs in the presence 
of infection, the raw uterine cavity and its gaping thrombosed x^essels 
add tremendously to the dangers of spreading infection. After appen- 
dectomy, morphine is indicated to arrest threatened abortion. In order 
to avoid any weakening of the abdominal wall, we recommend opening 
the abdominal cavity through an incision which does not split or tear 
the rectus muscle, if possible. Any undue trauma to the wound or 
exploration of the abdominal cavity is particularly contraindicated. 
Simple drainage is much safer than a prolonged effort to find or deliver 
a difficult appendix. 

In closing, let us emphasize the importance of early diagnosis ex- 
cluding urinary tract infection, gaseous distention of the intestines, 
and various pelvic conditions, such as tender adnexa, which is probably 
not as frequent as generally thought, varicosities of the broad ligament, 
displacement of the adnexa, and the rather remote probability of gall 
bladder or duct disease; hut the Avarning should he sounded that too 
much A’aluahle time should not be consumed in a laborious scheme of 
differential diagnosis — ^if the appendix is suspected, operate, 

"WAIi Bdildiug. 

HujtBom BuiIjDixg. (For discussion sec page 247.) 



PROLAPSE OP THE PLACENTA^ 

By M. Pierce Rucker, M.D., Richmond, Va. 

T WISH to report an unusual ease from the out-patient service of 
A the Medical College of Virginia. The patient "was a negro ■woman, 
t-wenty-eight years old, -who had been delivered by a mid-svife seven 
times', without complications. There had been no abortions. The pres- 
ent pregnancy had been apparently normal. There had been no pre- 
natal care. On June 28, 1920, she was returning home about 8 p.m. 
■with a basket of clothes on her head. SJie suddenly felt faint and be- 
gan to bleed. After she rested on the curbing for a while the faintness 
passed off. She then wallced home, a distance of one-half mile, without 
difficulty. After getting home she began to have pains and the bleeding 
commenced again and continued until the placenta was expelled at 
3 A.M. It was at this time that a call was sent into the Memorial Hos- 
pital. She was found in a pool of clotted blood, but she was no longer 
bleeding. The uterus was rigid and reached 2 cm. above the navel. The 
midwife exliibited the placenta in a basin. It was devoid of membranes 
except at one edge where there was a little tag about 3 by 7 cm. The 
midwife had severed the cord a few inches from the placenta. The at- 
tachment of the cord was eccentric. The fetal surface of the placenta 
was smooth and glistening, and there were no torn blood vessels. The 
maternal surface was apparently intact. It was somewhat lobulated. 
There was an oval area about one-fourth the total area of the placenta 
extending to the periphery, that was distinctly darker and firmer than 
the rest of the organ. 

Shortly after our arrival, the mother began to have severe bearing- 
down pains almost continuously. The head was born at 3:50 a.m. 
Restitution was to the right. There was no laceration, and no anes- 
thetic. The fetus, a female, was rigid with rigor mortis. It weighed 
3175 gm. Ossification was complete. Nothing unusual was found at 
autopsy. 

The mother had a normal afebrile puerperium except that involution 
was somewhat delayed. On the tenth day the fundus was stiR five 
fingers breadth above the symphysis. 

The first case of this kind was reported by Loss, in 1672. A curious 
ease is reported by Perfect to have occurred in 1766, in which a mid- 
■wife found the placenta in the mouth of the womb and pulled it away, 
thereby breaking the navel string, A man-mid^wife was sent for who 
delivered a live baby by tirrning. Ross, in 1799, described a mar- 

•Read at the Thirtj'-elghth Annual Sleeting of the American Association of Ob- 
stetricians, Gynecologists, and Abdominal Surgeons, held at Hot Springs, Va., Sep- 
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ginal placenta previa where more and more of the placenta became de- 
tached, and where the placenta was expelled through the os externum 
four hours before the birth of the child. Osiander reported three cases 
in 1832, two at seven months of uterogestation and one at four months. 
He gave the name prolapsus placentae to the condition, and was of the 
opinion that a placenta previa was a necessary antecedent to it. This 
view was generally held until the autopsy in Seanzoni’s case showed 
that there had been a normal implantation of the placenta. Since then 
a number of prolapses of normally implanted placentae have been re- 
ported, most of which have occurred in twin pregnancies, preceding the 
birth of the second twin. Miinchmeyer reported two eases of prolapse 
of a normalty implanted placenta, one of which was a twin pregnancy, 
and the other in a woman with a well-marked flat, contracted pelvis. 
Larisch has recently reported a prolapse of a normally implanted pla- 
centa associated with hydramnion and transverse presentation. There 
seems to be a tendency in the modern textbooks to limit the term pro- 
lapse of the placenta to those eases in which the placenta has been nor- 
mally implanted. Both Williams and DeLee talce this view. This is 
justifiable neither etymologically nor historically. A placenta has as 
much right to fall out of the womb when it is situated on the lower 
uterine . segment as when it is situated normally. Furthermore, it is 
quite certain that when Osiander used the term prolapsus placentae He 
had in mind placenta previa and thought that the prolapse could occur 
only when the placenta was in front of the fetus. 

Frequency . — ^If the term be restricted to the normally implanted pla- 
centae the condition is exceedingly rare. Larisch says there has been 
no cases in the Breslau clinic in twenty years. Prolapse of placenta pre- 
via is not so uncommon. P. H. Eamsbothain cites a number of men who 
had seen several cases. L. Muller in his book on placenta previa was 
able to find this complication reported in sixty cases. Simpson in his 
memoir reported a total of 141 cases. Fifty -six of these were on record 
and the remainder ivere from notes furnished hy colleagues. 

Etiology . — The accident occurs in multipara in the large majority of 
cases. Among the sixty cases that Muller collected there was only one 
primipara. It is very prone to occur in premature labors as might be 
expected from its relationship to placenta previa. Osiander, Scanzoni, 
and Hohl noted it only in premature births. In 89 of Simpson’s eases 
where these data are given, three occurred before the sixth month, five in 
the sixth month, nineteen in the seventh month, nineteen in the eighth 
month, and forty-three in the ninth month. The presentations as noted 
in ninety cases by Simpson were as follows: head fifty-nine, trunk or 
upper extremity twenty-one, breech six, and feet four times. 

The fii’st step in the prolapse of the placenta is, of course, the de- 
tachment. When there is a central placenta previa the detachment may 
happen as the cervix dilates. The mass then falls into the vagina or is 
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forced there by the pressure of the amniolic fluid. Hiiter was of the 
opinion that standing and walking during labor pains favored a pro- 
lapse of tlie placenta. L. Muller thought that the presenting part could 
push the placenta loose from its attachment and out into the vagina. 
When the placenta is marginal the detachment of the placenta can be 
caused either mechanically by the uterine contractions, or by changes 
in the placenta itself. Prolapse of such a placenta may be prevented bj'- 
pressure of the presenting part. If, however, as in Ross’ case the 
head remains high or if there is a malposition there is nothing to pre- 
vent the prolapse of such a placenta. 

In the eases of normally implanted placentae, the cause of the de- 
tachment is obscure. Toxemia has not been a prominent feature of the 
cases that have been reported, nor do the patients have the shock, and 
other symptoms we are accustomed to see ordinarily in cases of ablatio 
placentae. Lange, Spiegelberg and Schroder called attention to the fact 
that most of the prolapsed placentas occur in twin pregnancies, after 
the birth of the flrst child. It is possible that a sudden shrinking of 
the area of the inner surface of the uterus might cause the separation 
of the placenta. The escape of the great excess of amniotic fluid in 
Larisch’s ease might have played a similar role. The prolapse of the 
placenta, once it becomes detached, would be possible in twin pregnan- 
cies as cited by Lange, Spiegelberg, and Schroder, when the second 
twin does not quickly occupy the pelvic inlet. In Miinchmeyer’s first 
case the prolapse was possible because the large fetal head did not 
engage in the flattened pelvis. In Larisch’s case the transverse posi- 
tion of the child allowed the placenta to prolapse. 

Symptoms . — Hemorrhage is the outstanding symptom, in fact the 
only symptom, in these cases. It is usually the first symptom in the 
previa cases. When the placenta is located in the body of the uterus, 
the hemorrhage may not occur until after the labor is well advanced. 
In Larisch’s case it did not occur until after the bag of waters broke. 
It may even be absent altogether. In neither of Lliinchraeyer ’s cases 
was there any bleeding before delivery and only the usual loss of blood 
afterwards. Simpson emphasized the fact that the hemorrhage ceased 
when the placenta was entirely detached. He was so impressed with 
this that he advocated the artifieial extraction of the placenta in cer- 
tain cases of placenta previa and aetuall}” practiced this method of 
stopping the hemorrhage in at least one case. 

The diagnosis rests upon finding the placenta either in the vagina 
or entireH outside the bodjL The accident should be suspected in twin 
pregnancies when the fetal heart tones of the undelivered child are 
no longer heard. The only problem in diagnosis that prolapse of the 
placenta presents is the question of the location of the placenta. La- 
risch ’s reasons for believing that the placenta in his case was normally 
implanted covers the chief points in differentiation. They are (1) no 
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placenta found upon vaginal examination, (2) no bleeding before 
labor ivas well advanced, (3) free blood above the child, (4) the open- 
ing in the membranes was some distance from the placenta, and (5) 
no trauma to the placenta. 

Prognosis .— prognosis for the mother is not particularly bad. 
In fact the prolapse of the placenta seems to be of some benefit to 
the mother. In Simpson’s time when about one out of every three 
mothers with placenta previa died, only one in fifteen with prolapsus 
placentae died, and of the eight deaths in his series only two died of 
hemorrhage. Of thirty-four mothers in Muller’s series, only two died. 
The outlook for the baby is entirely different. In the first place the 
majority are premature and some even are of nonviable age. In the 
second place, delivery must quickly follow the separation of the pla- 
centa. Grenser puts ten minutes as the outside limit. The only hope 
then for the infant even if he be mature, lies in prompt delivery. In 
Nadler’s case, he had begun to turn the babj^ on account of a placenta 
previa, when the placenta prolapsed, and fell over his forearm. An 
extraction was promptly done and the baby survived. In most eases 
the fate of the infant hangs on the promptness of his spontaneous de- 
livery. Scanzoni knew of no case with a living child. In twenty-six of 
Muller’s cases only six were living shortly after birth. Data concern- 
ing the infants were given in one hundred and thirteen of Simpson’s 
eases, and of these thirty-three infants were born alive. It should bo 
remembered that both Simiison’s and Muller’s cases were collected be- 
fore the time of asepsis and in the early days of anesthesia. Further- 
more only one-fourth of the maternal deaths in Simpson’s eases wex’e 
due to hemorrhage. The prognosis for the mother under modern con- 
ditions should be considerably better. Whether it proves to be so or 
not the number of modern cases is too small to determine. There were 
no maternal deaths in the five cases reported by Munehmeyer, Nadler, 
Lariseh and myself. As to the improvement to be looked for in fetal 
death rate, it must be remembered that the great majority of these 
cases occur as a complication of placenta previa. With modern treat- 
ment of placenta previa this complication should not occur or if it does, 
only in the course of delivery. The fetal mortality, therefore, should 
be that of placenta previa. In the small group of prolapses of normally 
implanted placentae, the only improvement from the standpoint of the 
infant, that might be expected, would come from a more careful watch- 
ing of twin pregnancies. In the five eases just cited only one baby was 
saved (Nadler’s). 

CONCLUSION 

Prolapse of the placenta is usually a complication of placenta previa. 
It may, however, occur in exceptional cases, such as twins, malpositions, 
and disproportion between head and pelvi.s, when the placenta is nor- 
mally situated. 
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The only symptom is antepartum hemorrhage. The diagnosis is made 
hy finding the placenta of the undelivered child outside of the uterus. 

The prognosis for the mother is not bad. On the other hand, it is 
exceptional that the baby is born alive. 
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TREATMENT OF PLACENTA PREVIA BASED ON A STUDY 
OP 303 CONSECUTIVE CASES AT THE BOSTON 
LYING-IN HOSPITAL'^ 

By Poster S. Kellogg, M.D., Boston, Mass. 

(Instructor in Ohsteirics, Harvard Medical School) 

TN 1921 I reported a reduction in maternal mortality in placenta 
previa at the Boston Lying-In Hospital for the years 1915-1920 over 
previous years. This improvement was from 19 per cent, in 1895-1915, 
to 6 per cent, in 1915-1920, and was attributed to marked increase in 
treatment by conservative methods, the use of the Voorhees' bag and 
bipolar version, as against manual dilatation and immediate extraction. 
Other factors were contributory but this was the main one. Reference 
to the first five columns of Table I shows this graphically. 

It will be observed that when conservative methods reached 57 per 
cent the mortality had dropped to 6 per cent. In concluding this report 
I predicted confidently that in the next five years when we should have 
ti’eated 70 to 75 per cent of the cases (which seemed as high as possible 
in hospital practice) by conservative delivery from below, our results 
would be still better, and perhaps equal the German statistics of 3 per 
cent. I stressed our series of 12 complete and 43 incomplete previas 
delivered with bags or bipolar version without maternal mortalitj^ as 
a basis for this belief. 


TABI/E I 


PLACENTA PREVIA 303 CASES, 
MATERNAL MORTALITY 15% 


ACCOUCHEMENT PORClS 152 
CASES, MATERNAL MORTALITY 

19% 


j BAG and BiPOLAPw 
j' VERSION, 

' 151 CASES, 

MATERNAL 

MORTALITY 

: 8.25% 




'00- '05 

'05- '10 

1, 

'lO-'ls'i '15- ’20 

’20- ’25 
+ six 
months 

Number of Cases 

IS 

20 

42 

66 


85 

Maternal Mortality 

17% 

15% 

24% 

20% 

: 6% 

10.5% 

% Cases Bag or Bipolar Version 

0 

0 

2% 

13% 

i 57% 

76 % 

Number Maternal Deaths 

3 

4 

14 

13 

4 

9 

Maternal Mortality Complete 
Previa 

Maternal Mortality Incomplete 
Previa 

Fetal Mortality 


! 


36% 

9% 

44% 

1S% 

. 0% 
i 48% 

25 % 

6 % 
54 % 


•Bead at the Thirty-eighth Annual Meeting of the American Association of 
Obstetricians, GjTiecologists, and Abdominal Surgcon.s held at Hot Springs, \ a., Sep- 
tember 1C, 17, IS, 1925. 
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The nest five year period ended and ivas studied. I hoped to dem- 
onstrate conclusively that conservative delivery from below is the best 
method of treating placenta previa. I expected to do a bit toward 
checking the growing tendency to resort to abdominal section in these 
cases. It had always seemed the mark of a nonobstetrieal surgeon to 
resort to section except in the very rare primiparous central previas. 
Reference to the sixth column of Table I shows that expectations were 
not realized. True, 76 per cent of our previas had been delivered eon- 
servativelj^ from beloiv, but our maternal mortalit}’' had risen from 
6 per cent to 10.5 per cent. In complete previas it had risen from 18 
per cent to 25 per cent. The fetal mortality had risen somewhat. The 
combined mortality in 151 cases by conservative treatment was 8.25 
per cent as against 19 per cent in 152 cases delivered by radical manual 
dilatation and immediate extraction. The only honest conclusion I 
could draw was that conservative deliver}^ from below is more than 
twice as safe for the mother as accouchement force in placenta previa. 

That conservative methods from below are obtaining best results in 
this condition is not so certain. 

A study of the literature makes it possible to state that we do not 
know what the mortality is in placenta previa treated by abdominal 
section. This in regard to all previas to say notliing of the mortality 
in the different groups dependent on the degree of prema. It has been 
stated as 2 per cent, again as 3.6 per cent, again as 5 per cent by Ger- 
man authorities ; as 4 per cent by an American, and by others as much 
higher. Because of the relatively few cases we must feel that these are 
but estimates. 

Hitsehraann, who gives the cesarean mortality as 3.6 per cent, states 
that in general, delivery by bipolar version or bags has a death rate 
of 7.6 per cent. 

I would call to your attention eight considerations bearing on treat- 
ment which have arisen as a result of this study. These are : 

(1) The "Typical Placenta Previa Death.” Briefly described it is 
as follows: Delivery is accomplished, the placenta out, ergot and 
pituitrin given, fundus held, cervix iiulled down with hooks, inspected, 
found intact or laceration repaired to top, fundus, cervix and vagina 
packed or not as you choose, transfusion or not as indicated, patient in 
fair or good shape, prognosis good barring sepsis. One-half to three 
hours later bleeding, rising pulse or loAver pressure, softening fundus ; re- 
examine, intact cervical ring, pack or repack, ergot and pituitrin, trans- 
fuse or retransfuse — consider hysterectomy, condition too poor, sudden 
persistent softening of Avhole uterus, death. Not all previas die in this 
manner, but this happens often enough to keep up the mortality and 
discourage one vith delivery from below. For many years I have 
sought a satisfactory explanation of this phenomenon ivithout success, 
because it seemed to me that if we covdd eliminate cases dying in this 
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manner our mortality would be only tbe inevitable one due to neglect 
and occasional surgical accident. The usual explanation given is atony 
of the isthmus. For instance, B. T. von Jasehke says, “Half the deaths 
in placenta previa are due to the bleeding produced by the dilatation 
of the lower uterine segment during the third stage and immediately 
after.” Hofmeier on the other hand denies this explanation and 
states that “there is little danger of hemorrhage resulting from the 
lack of contraction of the lower uterine segment.” This divergence of 
opinion by authorities, together with the observation that the bleeding 
usually manifests itself after some interval, justifies my scepticism of 
this “atony of the isthmus” explanation of the “typical placenta 
previa death.” Only this year have I had a satisfactoiy explanation. 
Dr. F. S. Newell, of Boston (with whose permission I quote this conver- 
sation), said that in taUdng ivith Dr. Wm. E. Caldwell, of New York, 
Dr. Caldwell told him that at autopsy he had observed the following 
pathology in certain patients dead with placenta previa; an intact or 
well-repaired external cermeal ring, but aboi'e in the lower uterine seg- 
ment a split at the placental site into the uterine musculature, permit- 
ting hemorrhage from large deep vessels and sinuses. I thinlc this 
observation of paramount importance in a consideration of the treat- 
ment of placenta prema. It explains the interval before the appear- 
ance of bleeding noted above in the description of the “typical pla- 
centa previa death.” As the uterus in its normal postdelivery con- 
traction and relaxation, more pronounced in multiparous women as are 
most previas, contracts, the bleeding is checked ; when it relaxes, bleed- 
ing occurs freeljL It explains the observation that whereas transfusion 
before, during, and after delivery in some eases is as helpful as most 
writers state, in this group it seems to hasten the end; as blood is 
pumped into the arm and, keeping up pressure, runs out of the uterus. 
It explains why the pack does not control bleeding. As the pack is 
introduced, the uterus contracts and the bleeding stops; when the 
uterus relaxes, the pack is not against the deep, partially buried bleed- 
ing vessel. 

(2) A second matter for your consideration is suggested bj’’ the fol- 
lowing statement from Hofmeier. It is his opinion that in placenta 
previa the lower uterine segment is not the primar}’’ seat of implanta- 
tion of the ovum, but that the presence of a portion of the placenta 
near the cervix is due to the wadespread growth of the placenta or to a 
placenta refiexa. Because of this and because of the anatomic arrange- 
ment of the blood vessels there is no serious blood loss after deliveiy, 
even when there is no active contraction of the lower uterine segment. 
He continues, and this is the sentence I wish particular^ to emphasize 
‘ ‘ Only where the placenta has grown into the uterine wall is there dan- 
ger of hemorrhage. In the latter ease a Porro operation is indicated. 

To interpret this in another form he believes that it is only when pla- 
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Ceuta previa and placenta accreia (or increia) coexist that danger from 
the lower segment arises. But he fails to state and I fail to see how 
this can be predetermined. Coupled with this statement is my own 
opinion based on observation in the ease room. I feel that there are a 
certain number of previas in which no method of delivery from below, 
either natural or artificial, will fail to rupture the lower segment in one 
way or another, open or concealed. In this group I believe a part of 
the lower segment is so invaded by placental tissue or so thinned out 
that it cannot fail to rupture if the fetal licad comes tlirough it. I 
believe, but do not know, both on theoretical grounds and b}^ a very 
few observations that this is as lilcely to be true in iiartial as in com- 
plete previa. I believe that in marginal previa the statement above by 
Hofmeier regarding higher primaiy implantation is always true. 

(3) The third consideration involves a critical discussion of the 
theory of bipolar version and the use of tlie Voorliees’ bag in the treat- 
ment of placenta previa. We, as advocates of these methods of treat- 
ment, have insisted in our teaching that tire sine qva non in the 
treatment of placenta previa is to obtain full dilatation without vio- 
lence, or manual dilatation, — synonomous terms. We have insisted 
that bad results come because the attendant would not wait for the bag 
to dilate completely, or would insist on pulling the baby, gently of 
course, through the partially dilated cervix rather than wait for nature 
to push it through as the true Braxton Hieks’ procedure calls for. One 
of my associates in the hospital who has an enviable series of successful 
deliveries by these methods still insists that this is true. Two years ago 
I agreed; now I doubt whether it is alwaj^s true, though I still believe 
it too often is. These things make me question: (a) that in m3* pre- 
vious paper I seemed to demonstrate that the danger of rupture lie.s 
in the last inch of dilatation rather than in the earlier part. In other 
words that rupture is caused b5’- the after-coming head and not by the 
dilating instrument whether it be bag, breech, or fist, (b) That in 
bipolar version the dilatation obtained by the breech by nature, espe- 
cially in premature babies who have a relativel}’- smaller breech, i.s 
often not enough for the head, and when the head sticks and is picked out 
“ever so gently” rupture may take place, (c) That bag failure; i.e., 
failure of the bag to obtain full dilatation, does take iilace to the extent 
that nearly 50 per cent of the last five years’ cases in this series are 
recorded as having a rim of cervix visible when the bag came out and 
labor stopped or bleeding occurred forcing immediate delivery b3* 
manual dilatation of the rim and “gentle version and extraction.” 
The average fist never dilates the cervis completeh’-, therefore, pre- 
ciseb^ the same condition as in (b) resulted with its inevitable toll of 
rupture from the dangerous last inch. That this bag failure occurs fre- 
quentl}* is further emphasized by W. B. Thompson, reporting 6G cases 
of placenta previa in the first 10,000 deliveries at the Johns Hopkins 
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Hospital, who states without apology: “The use of the bag is routine 
at the Johns Hopkins Hospital. Because of the poor quality of 
the Voorhees’ hag one seldom gets complete dilatation. When the bag is 
expelled therefore, the physician should finish dilatation manually and 
do a version and extraction or forceps, etc.” 

Table II 

' Causes op Maternal Deaths 


Hemorrhage and Shock 15 

Hemorrhage and Shock, probably raptured uteras 15 

Undoubted Eupturcd Uterus G 

Septicemia and Peritonitis 5 

Pulmonary Embolus 3 

Miscellaneous 3 

Total Deaths in 303 Cases of Placenta Previa 47 


(4) I would call to your attention Table II, which lists the causes of 
death in the 47 previas that died in this series of 303 cases. Unfor- 
tunately few autopsies were obtained ; the causes of death as given, rep- 
resent my interpretation of the records. You will first note without 
the burden of percentages that practically half probably died of rup- 
tured lower segment, concealed or open. Then you wifi, note that if 
the bulk had not died of hemorrhage or rujitured uterus or both, that 
on the law of averages four or five more would have died of sepsis in 
one form or another. 

(5) Table I shows the maternal mortality rate in our complete 
previas. For fifteen years, by five year periods, it has run 36 per 
cent, 18 per cent, 25 per cent, — ^the last two figures under the most 
conservative treatment from below. I am open-minded about these 
figures and only ask, could they possibly be worse under any other 
method of treatment? 

(6) Infant mortalit}”". I have taught for many years that the baby in 
toxemia ■with convulsions and in placenta previa is a by-product. If 
you save it, so much the better ; if you do not and save the mother, you 
should be satisfied. Tliat no consideration for the baby should altei 
the treatment against the mother in conditions in which there is so high 
a fetal mortality in the nature of the disease, has been insisted upon. 
I still believe this in principle but I am questioning whether in placenta 
previa, by sacrificing the baby we are so often saving the mother per se. 
An analysis of fetal deaths in these five and one-half years, with its 
25 per cent complete and its 10.5 per cent general previa mortality leads 
me to question this. Bi’iefly this analysis shows that in 85 cases 46 
infants died or were born dead, a fetal mortality rate of 54 per cent. 
Twenty of these 46 dead infants either had no fetal heart sounds or 
weighed four pounds or less. In 3, the weight was not stated. Twenty- 
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three, or 50 per cent of tlie dead infants, had fetal heart sounds and 
weighed more than four pounds (many six pounds or more) at slill- 
hirth. We lost 27 per cent of the babies of the 85 mothers either for 
nothing or to save more mothers, — according to the point of view. 
Of 85 babies, 23 died who might have lived if they had not been sub- 
jected to delivery from below. Again I only question whether our 
maternal mortality justifies this, 

(7) A seventh consideration is a minor one, — ^>'et I liave seen it con- 
tribute to fatal outcome. The multiparous women in whom placenta 
previa is most frequent are prone to vmlval and vaginal varicosities. It 
is disconcerting to observe the difficulty of controlling bleeding from 
these if extensively ruptured by the head, — ^^vhile a torn cervix bleeds 
simultaneously. 

(8) Barring German}^, where very low maternal mortalit}' is reported 
from bipolar version, and where, oddly enough in the face of tliis, there 
is the most enthusiasm for section in the treatment of previa, these sta- 
tistics compare favorably with others or are much the same in .similar 
institutions. To illustrate with but one example in a reasonabfy long 
series of cases; New York Ljung-In Hospital, 591 cases, maternal mor- 
tality 12.1 per cent, stillbirth incidence 42 per cent. Treatment chiefly 
gauze packing followed by internal podalic version (R. SlcPlierson). 
Kosmak reports from the same institution another series witli 14 per 
cent maternal mortality, stillbirth rate 62 per cent. 

To recapitulate these eight points before drawing conclusions; 

(1) The “typical placenta previa death” with its apparent expla- 
nation by Dr. Caldwell’s autopsy observations on “concealed ruplure,” 
can only be prevented surely by deliveiy from above. 

(2) Hofmeier’s recognition that placenta previa and placenta increta 
occur together and the danger in this, together with my own clinical 
opinion that some placenta previa cer\dces are bound to rupture if a 
baby passes through. Neither of these conditions can be predicted in 
advance and can only be determined and appropriately treated from 
above. 

(3) Bipolar version and Yoorhees’ bag induction often do not obtain 
full dilatation which is the desired object in conservative delivery from 
below ; in the last inch of dilatation lies the danger of rupture. 

(4) The maternal death rate is due in half the cases to rupture of 
the uterus, the others are nearly all due to hemorrhage and shock (so- 
called but practically just hemorrhage) and sepsis. It would seem that 
hemorrliage could be controlled as surely by delivery from above with 
hysterectomy if necessarj*, as any other way. If bleeding occurs later 
the uterus could be packed. We should remember in this connection 
that according to one theoiw there is no danger of bleeding from the 
lower segment, ordinarily (Hofmeier), and according to another, this 
tendency to bleed is “produced by the dilatation of the lower uterine 
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segment during tlie third stage and immediately after” (von JascWie). 
In either case, therefore, we should seldom have hemorrhage in delivery 
from above. It would seem that sepsis is best prevented by delivery 
from above and hysterectomy when the history of the case makes in- 
fection probable, especially when we remember the cardinal pathology 
of practically all lethal sepsis — a focus of infection in the torn cervix. 
It would seem that ruptured uterus, open or concealed, accounts for 
half the deaths, and I suspect rather more can be surely prevented by 
delivery from above. 

(5) Maternal mortality in complete previa bj’- any method from be- 
low is so high that some other method deserves extended trial. 

(6) A very high proportion of living (not too premature) babies are 
lost by delivery from below. Many of these would be saved by ab- 
dominal section. 

(7) Ruptured varicosities sometimes contribute to a fatal result. 
These would not be ruptured by section. 

(8) These reported results are as good as average and better than 
many. 


CONCLUSION 

In spite of previously held opinions, and in the face of the opinions 
now held by those for whose obstetrical judgment I have the most re- 
gard I am forced by this study to these beliefs : 

That all central and partial previas are best treated by low abdominal 
cesarean section, whether the baby be viable or nonviable, living or dead. 

That marginal placenta previa is best treated by Voorhees' bag in- 
duction. 

That moribund or very sick patients with placenta previa should be 
rested, bleeding controlled by necessary methods, including tight 
cervical and vaginal pack and pressure over and above the fundus; 
transfused, operated as above on pulse and pulse pressure reaction, and 
retransfused. It should always be the effort to ascertain as nearly as 
possible how much blood has been lost and to replace that amount as 
nearly as possible. I think direct transfusion probably better than 
citrated blood if time, apparatus, and knowledge of technic permit. If 
there is any question of these things, the simple citrate transfusion 
should be used immediately, since unquestionably a quick, well-done 
citrate transfusion is superior to a botched direct transfusion. 

Further, I believe that hysterectomy following section should be fre- 
quently practiced, each case to be considered by itself on the foUoiiVing 
grounds; risk of sepsis from previous history, pensistent bleeding fol- 
lowing the section, and number of dependent children at home. If a 
woman has several as is usually the case, and hysterectomy seems to 
improve her chance.s, it should unhesitatingly be done. 

19 Bay State Eoad. (For discussion see page 252.) 



INDICATIONS FOR CESAREAN SECTION" 

Bt Budd Van- Sweringen, M.D., Fort 'Wayne, Ind. 

TT is not tlie purpose of this paper to treat of those indications for 

cesarean section which have long been recognized by all of the pro- 
fession as sufficient or absolute. The rachitic pehds with a very short 
conjugate, a marked justo-minor pelvis, or, as in one of ray early cases, 
an interischial diameter of 2.25 inches, as well as some other deform- 
ities, render the deliver}'^ of a live baby by the vaginal route an impos- 
sibility. 

It is very easy in the seclusion of one’s own study, to lay down hard 
and fast rules for this operation but when one is confronted by a spe- 
cific case it is not alwa 3 ^s so eas.y to decide that section is, or is not, the 
best method of treatment even in contracted pelves where the measure- 
ments can be accurately obtained, for we still have the size of the child’s 
head to reckon with as weU as its px’obable compressibilitj*. Where 
there is reason to suspect an unusuallj’- large fetal head the upper limit 
according to Williams, which is 8.5 cm. in flat and 9 cm, in generallv 
contracted pelves, will have to be increased if one is desirous of deliv- 
ering a live babj^ which has not been so badly hurt that it perishes after 
a few hours or da^^s. 

That treatment must be considered the best which results in an unin- 
jured living child and a living mother who has sustained the minimum 
amount of trauma, -without sacrificing her prospects for future deliv- 
eries, unless such are manifesth’- impossible. 

In passing judgment on the treatment of a certain case one should 
not be too hasty to condemn a method selected without taking all the 
factors entering into the selection into consideration. For ixistanec, 
in consultation with a phj^sician of great experience, I elected to do a 
cesarean section in a brow presentation in a primipara, thirty -five 
3 ^ears of age, at term. Potter would doubtless have delivered (he bab.v 
by podalic version suceessfullj^, but I would not promise a living baby 
bj’^ version. The personal equation then, becomes a most important 
element in the case. The re.sults in this instance justified the treatment 
adopted, as they doubtless would had Dr. Potter delivered by version. 

When one reviews the management of a case however, as I have 
done, after a section had been refused, and I had been forced to extract 
a breech presentation in an old prijnipara of forty-five with a very 
x'igid os, and when one compares a living healthy infant and a com- 

•Reatl at the Thii ty-eiphth Annual ISIcotinp of the American A.<!sociation of 
Ob-5tetriclnns, Gynocolopists, ancX Abdominal Surgeons held at Hot Springs, Va., Scp.- 
tember 16, 17, IS. 1925. 
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paratively uninjured motlier delivered by section, -with a dead baby 
and a badly lacerated mother with little prospects for future pregnan- 
cies lying before him, he is compelled “by the brute force of the facts” 
to extend his indications for cesarean section or quit the practice of 
obstetrics; he dares not jeopardize more lives by doing versions until 
he acquires the skill of the masters of that art. 

Natui’ally no one would claim that all breech presentations in old 
primipara with rigid cervices should be delivered by section, but I am 
convinced that there are cases in the hands of certain operators where 
that should be the operation of choice. 

My associate, Dr. Don P. Cameron, recited a case which happened 
■while this paper was in process of preparation which illustrates this 
point. He was called a distance of thirty miles to see a ■«mman who 
had gone into labor twenty-eight hours previously. Her attendant 
found an arm and a leg protruding from the vulva together with a 
loop of umbilical cord. He made an attempt to deKver by podalic ver- 
sion but failed because he could not get his hand into the uterus on 
account of a contraction ring. A consultant was called in and his at- 
tempt at deliveiy failed because of the same Bandl’s ring. Traction on 
the prolapsed leg also failed. When Dr. Cameron arrived the cord 
had ceased pulsating and another effort, under deep anesthesia, to get 
above the contraction ring failed. They were then simply driven to 
cesarean section. 

In reviewing a fiasco of this kind one cannot refrain from wishing 
that section had been done after it was first found to be impossible to 
dilate the uterus sufficiently to perform version and wffiile the cord was 
stiU pulsating. The material trauma would not have been so great and 
the baby would doubtless be living today. The mother recovered. 

Bourne’^ reports two sections for contraction ring, sho'^wng that oth- 
ers have encountered the same condition. 

In the case of high forceps operations in posterior positions of the 
occiput I have much the same complaint to make. 

I review some of my early experiences with regret in the light of 
satisfactory results with cesarean section, for it certainly is not pleas- 
ant to present a mutilated dead infant to a badly damaged mother as 
the net result of your skill in obstetrics. It is not consoling either to 
reflect that there are those who could have done much better. 

Here again I would not be undei’stood as recommending cesarean 
section in every posterior position where there has been no engagement 
after twenty -four or forty-eight hours of active labor. Some men 
should elect version or the forceps. If there is any question as to the 
possibility of a Imng child being boim through the birth canal by 
these means, then I .should recommend cesarean section at once. The 
pelvic diameters may apparently be ample, but if the gestation has been 
prolonged and the position of the presenting head such that proper and 
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complete flexion cannot be secured, section should be chosen if tlic 
environment is at all suitable. Hovever, one may have an expei’ience 
such as the following : Five years ago I delivered a primipara after 
thirty-six hours of ineffectual labor. Her attendant assured me that it 
was a borderline case on account of a short conjugate and the L.O.P. 
We delivered by section. Two years later she delivered herself be- 
fore the doctor arrived. Under these circumstances it is not only the 
patient who wonders whether the proper treatment was selected in the 
first instance. 

Dr. Asa B. Davis, whose technic I adopted after hearing him describe 
it about fifteen years ago, writes me as follows on this point: “We 
also find that the size of the child varies in different pregnancies. It 
is quite possible for a woman to develop a very large eliild in one preg- 
nancy, making cesarean section the onlj' mode of delivering a living 
child. In a subsequent pregnancy her child may be smaller to the 
extent that she may have an easy vaginal delivery.” 

One maj'- now find support for these views regarding the high for- 
ceps operation which was not possible some years past. 

Bssen-Mbller- declines high forceps, version, or craniotomy in diffi- 
cult labors if the mother is not infected. When there is undoubted 
infection present the Porro operation is done. 

Lackie" advises section ratlicr tlian high forceps in slight degrees of 
contraction (3.5 inches or less) because of high maternal mortality and 
morbidity and high fetal mortality. 

There are other less frequent indications for cesarean section. 

Several years ago I was asked to sec a para vi in the sixtli month of 
uterogestation. The patient presented symptoms pointing to a 
perforative appendicitis for which we operated, removing a gan- 
grenous appendix and placing a large gauze drain back of 
the uterus. IMuch to our surprise she recovered witliout mis- 
eariying. As the end of her period of gestation approached 
we were much concerned as to the proper treatment. We felt sure that 
there were dense adhesions between the uterus and the abdominal wall, 
and we were in doubt about the ability of the uterus, by its own un- 
aided contractions, to free itself from the belly wall; if it were able to 
free itself we were in doubt about the amount of hemorrhage such 
separation would produce. If the uterus could not pull itself loose from 
the abdominal wall, then forceps would be needed 1o deliAer the bab^ 
and if the uterus could not contract sufficiently after the delivery, a 
sevei’e postpai’tum hemorrhage seemed ceitain. Uetteis to veil-known 
obstetricians did not tend to reassure us as similar eases had not then 
been encountered. 

"We determined to open the abdomen when laboi began, separate the 
adhesions and ligate the bleeding points, then complete the delivery 
through the abdomen, or close the belly and deliver through the vagina 
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as seemed best. Tlierefore, a few hours after slie went into labor we 
opened the abdomen, and while we found many adhesions they were 
neither so numerous as we had antieipated nor so strong, and it is highly 
probable that the uterus would have been able to deliver itself without 
much bleeding from the torn adhesions since none of them required 
ligature. The cesarean section wms completed because of the strain 
that would have been put on the stitches by the contractions of the 
abdominal muscles. She made a good recovery and delivered herself 
unaided two years later. Since that time others have had the same 
situation to deal with. 

Strassemann"* did an abdominal cesarean section for adhesions fol- 
lowing pelvic abscess. The adhesions w'ere very dense between the 
uterus and abdominal wall. The uterus was ruptured during the efforts 
at removal, but was finally removed, unopened. The babj’’ was dead 
and very foul. 

The Kelly operation is sometimes responsible for a cesarean section. 
It should not be done till after the childbearing period has been passed. 
Dougal reports a cesarean section done for tliis reason and another 
done because the labor was obstructed by a nongravid horn of a double 
uterus. 

A previous cesarean section is sometimes an argument for a second, 
and by the same token it may be advanced as one of the arguments 
against choosing that form of delivery originally. 

The dictum, "Once a cesarean always a cesarean," has been advanced 
in this assemblage. I do not think it holds in every case. In fact, 
where it is done merely because it had already been done, it seems to 
me to be a reflection on the surgeon. However, in a recent "borderline 
case" it really became the determining argument. Dr. Garrette Van 
Sweringen, the attending obstetrician, assured me that he could deliver 
with forceps even though the diameters were .short and the head in a 
posterior position. He thought, however, that there would be less risk 
if another cesarean section were done. The uterine sear of the preidous 
operation was perfect, We succeeded in getting a living baby and a 
comparatively uninjured mother. I was importuned to resect the tubes 
in this case but refused on the ground that she was as able to go 
through a subsequent pregnancy and test labor as she was the first and 
second. 

As indicated above, the fact that cases of rupture of a uterine scar 
have been reported constitutes a contraindication for the operation, 
unless other considerations outweigh it. 

The autumn and winter issues of the British Journal of Obstetrics 
and Gynecology, of 1921, are devoted to a discussion of cesarean sec- 
tion. In these issues Holland contributes an exliaustive paper on 
“Rupture of the Cesarean Sear," reporting five eases. He states the 
frequency to be 4 per cent and that the accident is due to imperfect 
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healing. Further, that rupture occurs almost as frequently during 
pregnancy as during labor. Infection is the great cause of imperfect 
healing. He says that catgut should not be used because the liability 
to rupture after catgut is two and one-half times greater than after silk. 

D. S. Hillis,'" of Chicago, reports four cases of "Rupture of the 
Uterus” admitted to Cook Count}’’ Hospital from Februar}^ 26, 1923, to 
October 10, 1923, all at the site of previous sears. They all recovered 
on removal of the uterus. 

Most of the cases of rupture of the uterus through a previous scar, 
have been in the lower segment. This is due to the fact, perhaps, that 
most operations are done low do^vn. 

Kerr uses a low transverse incision and closes with catgut for the 
mucous membrane and linen for the muscles. He then uses catgut to 
bring the bladder back to its normal position. He reports 22 cases 
■with that technic with one fatality, one spontaneous delivery, and four 
repeated sections. 

It is my unsupported opinion that longitudinal scars in midline of 
the upper pole of the uterus are less likely to rupture if the wounds 
are properly repaired. Tlie mucous membrane may be brought together 
with catgut. There should then be two rows of interrupted linen or 
silk stitches to the muscular walls and the peritoneum closed by catgut. 
Then to prevent adhesions, a continuous Cushing stitch of catgut 
should be used to cover in the over and over approximating and 
hemostatic stitch. 

Two cases are reported (Jeff. Med. Coll. Clinic, and Jlillis) where 
rupture of the uterus occurred distant from the site of a previous scar, 
so that disease of the uterine musculature may conduce to ruptin-e at 
any point including the site of a former operation. 

Placenta previa is coming to be recognized more and more as a con- 
dition best treated by cesarean section. 

Lonne® discussed a series of 200 cases of placenta previa treated by 
dilating bags. There were four deaths from central placenta previa 
treated by version and extraction. In two there was fatal hemorrhage 
after the uterus had been emptied and tlierc were tln-ee deaths from 
septic infection. He says that in contrast with delivery by cesarean 
section the use of the bag is at a disadvantage. 

Freund" recommends delivery by cesarean section in placenta previa 
centralis and the majority of those who discussed the paper before the 
Berlin Society endorsed his stand. 

The object of this paper will have been accomplished if it shall 
induce those of us who engage in the practice of obstetrics to weigh 
carefully the advantages to both mother and child of cesarean section 
over man}^ high forceps applications. Low forceps operations are fre- 
quently so simple and so satisfactory that many young pliysicians 
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hasten to apply them before engagement, or ivith incomplete engage- 
ment, only to find that what seemed to he a minor obstetric procedure 
has become a very major operation. 

Also, if it shall induce surgeons to pay more attention to the closure 
of the uterine wounds, remembering that perfect apposition, through- 
out is hard to secure on account of the uneven contractility of the 
muscular walls. 

Also, if it shall help us to realize that the maternal measurements 
are, after all, only relative; they are to be recognized as adequate 
only when they will permit the passage of the fetus and this problem 
varies with each and every pregnancy. 

In conclusion let me remind you that morphine preliminary to the 
anesthetic makes the work of resuscitating the infant more hazardous. 
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THE OCCIPUT POSTERIOE* 


By Percy W. Toombs, A.B., M.D., P.A.C.S., Memphis, Tennessee 


A mong the difficulties encountered by tlie obstetrician there are 
few more potentially disastrous than the persistent occiput pos- 
terior. Thanks to nature’s versatility nearly 90 per cent of primary 
posterior positions rotate and deliver occiput anterior, and with these 
we are not concerned. Of the remaining 10 per cent, compi’ising the 
persistent posteriors and those in which anterior rotation is arrested 
before completion, practically all vdU require tlie aid of the attendant 
if a happy outcome is to be expected. 

The eaidy diagnosis of this condition is indispensable to the attend- 
ant. Bach case mu.st be individualized and, notwithstanding the high 
liercentage of anterior rotation and spontaneous deliveries present in 
current statistics, it must be borne in mind that the case in question 
may possibly be numbered among the less fortunate 10 per cent; 
thus precaution should be taken to aid nature when necessary and, if 
possible, secure anterior rotation, flexion, and descent with as little 
and timely interference as possible. 


•Bead at the Thirty-eighth Annual Meeting of the ° Srp- 
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In incidence, autliorities today believe primary posterior positions 
are much more frequent than was formerly believed, the reason beinj^ 
a moie accurate examination revealing the true conditions present, 
whereas much faith was formerly placed on the position of the fetal 
heart tones and not enough proficiency attained in abdominal palpa- 
tion and rectal touch. In many instances an accurate diagnosis is pos- 
sible from abdominal palpation alone, to be confirmed later by rectal 
touch when the cervix has eitlier tliinned or dilated sufficiently to per- 
mit precise palpation of the cranial sutures and fontanels. The four 
maneuvers outlined in the modern texts on obstetrics should always bo 
painstakingly carried out with attention to detail and repeated prac- 
tice. Palpation of the fetal head at the pelvic brim, the location of the 
anterior shoulder and resistance of the back are of great importance, 
particularly the palpation of the head. The position of the fetal heart 
tones and soft parts, while corroborative, are conducive to an errone- 
ous diagnosis if relied on to any great extent. 

With the occiput posterior, either to liie rigJit or left as the ease may 
be, the following points will be observed : The rounded prominence of 
the brow over one pubic ramus and usually nearer the midline than the 
occiput, thus showing a deflexion of the head, as a rule found in pre- 
sentations with the occiput posterior; the anterior shoulder away from 
the midline and approaching the flank, witli the resistance of the bade 
well in the flank. The fetal heart will be heard probably in the some 
flank, though possibly in the opposite lower quadrant where the deflex- 
ion has thrown the chest against the anterior abdominal wall, thus per- 
mitting the tones to be heard ivith distinction and, if relied upon 
exclusively, suggesting a diagnosis of the opposite anterior position. 

The rectal touch picture confirming the above, — and this is onl.y 
possible before an extensive caput formation has obliterated the cranial 
landmarks,— -will disclose the sagittal suture in an oblique diameter of 
the pelvis, converging posteriorly with the two lambdoidal sutures to 
form the usually obliterated posterior fontanel and anteriorly terminat- 
ing in the larger more rectangular anterior fontanel with its four radial 
sutures. 

If conditions are favorable much may be learned from tlie toucli 
picture; the amount of flexion or deflexion by the height of the two 
fontanels, the degree of engagement by the relation of the presenting 
part to the ischial spines, the amount of dilatation and etiacement by 
the cervix, the condition of the bag of waters, hardness of the fetal 
head, and the amount of molding taking place. If the examination is 
made during a pain the direction of the internal rotation, the efficiency 
of the hag of waters as a hydrostatic dilator, and the amount and prob- 
able course of descent may be estimated. 

In reviewing the causes of primary posterior portions the usual 
association of a moderate pelvic contraction or at least .<^0010 dispropor- 
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tion between the fetal bead and the pelvic inlet must be noted. Here, 
as descent occurs, the occiput instead of sinlring into, impinges upon 
the rim of the pelvic inlet, creating a certain amount of deflexion, re- 
sulting in a military attitude or possibly a more marked condition 
depending upon the amount of resistance encountered. The long arm 
of the occipital lever is lost, and when the inclined planes of the birth 
canal are called upon to assist in anterior rotation their function is 
but imperfectly or, at most, with extreme difficulty accomplished. Thus 
is seen nature’s handicap; not onlj’’ the greater arc of the circle must 
be transversed by the rotating occiput, hut also because of the imperfect 
flexion this is made doubly hard through lack of a perfect leverage. 
It is from such cases as these the resulting transverse arrests arise and 
require the aid of the attendant if a happy outcome is to be expected.- 

Directly opposed to the small pelvis as associated \vith this condition, 
mention must be made of the justomajor pelvis with normal size baby. 
The pelvis is too large, the passage and passenger do not fit, the normal 
mechanism of labor is not brought into play, and the inclined planes do 
not come in contact with the occiput as a perfect lever. In this instance 
flexion is not essential to the aeomplishment of descent and as flexion is 
absent or imperfect, rotation will also be retarded as in the above indi- 
cated mechanism. Such cases are often multiparous patients with im- 
perfect pelvic floors and surprising difficulties wiU often be encountered 
when assistance becomes necessary. Such a head is usually rotated 
with ease but has a tendency to regain its former position unless pre- 
vented from so doing. To my mind, here and only here is a Scanzoni 
rotation justifiable. These cases wiU. often deliver spontaneously with 
the occiput posterior if permitted to do so, and where the pelvic floor 
and pei’ineum are greatly relaxed and damaged from previous labors 
no further harm will be done other than a prolonged labor with the 
added pounding of the fetal head on the perineum. 

Among the conditions predisposing to a posterior engagement of 
the occiput are ; lax abdominal walls, the fetal back fitting the mother s 
flanlc more easily; polyhydramnios, causing the fetus to sinlc into one 
flank; peculiai'ities of musculature of the inlet; rigid abdominal mus- 
cles and pronounced sacral promontory; the rigid muscles forcing the 
fetus into one flank, the head engaging in the oblique diameter, with 
occiput toward the flank; the last is a frequent cause- of posterior posi- 
tions in young mgorous primiparous women. 

The mechanism of labor in occiput posteriors is essentially the same 
as in anterior positions; namely, flexion, descent, rotation and restitu- 
tion, except that the occiput must transverse the greater arc of the 
circle of rotation if it is to be born anterior. 

As stated at the outset, nature is able in about 90 per cent of in- 
stances to terminate these cases without aid, despite such obstacles as 
the usual deflexion and the greater are of rotation. However, prac- 
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tieally 100 per cent of those that do not rotate spontaneously require 
the aid of the attendant. 

Anterior rotation may be arrested at any point in the birth canal 
though posterior rotation does not usuallj’- occur until the occiput 
reaches the sacral concavity -which gives rise to the occipitosacral 
position. 

In the management of these cases, first of all, -watchful expectancy 
is the rule, in the hope that nature -will overcome the condition as so 
often happens. An accurate diagnosis of existing conditions is indis- 
pensable: the disproportion, if present; deflexion of the head; condi- 
tion of the fetal heart; age and condition of the mother; character of 
the uterine contractions and their frequency; the attitude of the rotat- 
ing occiput, — all of these must he kept in mind and observed frequently 
in order to detect the first signs of impending danger. 

During the first stage postural treatment should he tried; this can 
only he of aid before engagement has occurred and consists in allowing 
the mother to rest on the side opposite that in which the fetal hack is 
lying in the hope that the fetus will gravitate over to the other side and 
thus become anterior. Especially should the mother he cautioned 
against hearing doivn efforts as it is an admitted fact that these cases 
are particularly prone to a premature rupture of the membranes with 
its resultant drj'- labor and added insult to an already overburdened 
nature. 

When the membranes rupture prematurely, and the fetal head fits 
closely the partially dilated cervix, the introduction of a bag will often 
bring about dilatation more quickty and, aided bj* synergistic analgesia, 
conserve the strength of the mother for the more trying second stage. It 
must be admitted that this is not acceptable as a routine measure, but in 
a weU-equipped maternity hospital and in selected cases it would seem a 
rational procedure, though as a rule a reliance must be placed on mor- 
phine in some form to lessen the suffering of the mother without the 
aid of active interference, for such action is bound to lead to an in- 
creased morbidity and hence is not always justifiable without more pro- 
nounced indications. 

The arrest of the head at the pelvic inlet with the occiput posterior 
occurs before rotation has begun and is hardly a .subject to be treated 
in this paper, as such a condition indicates a mechanical disproportion 
either pi'iraary or due to a deflexion attitude, sometimes both. When 
due to primarj^ disproportion without deflexion it then becomes the 
duty of the attendant to determine whether, after sufficient molding, 
the delivery from below is possible with a minimum of trauma. Such 
cases, regardless of the position of the occiput, should be handled with 
extreme care, ./^y arrest of the head at the inlet in a primipara early 
in labor .should be looked upon as potentially a condition necessitating 
a cesarean section, which in turn demands painstaking attention to 
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asepsis at all times prior to and during early labor. When frank dis- 
proportion is apparent an elective section is the method of choice. 
However, with the late and well-deserved popularization of the low 
cervical section, a real test of labor may be permitted with safety, 
nature often surmounting apparently impossible obstacles and birth 
of the baby taldng place spontaneously. Version in these eases should 
be mentioned only to be condemned. 

W hen the arrest at the inlet is due to deflexion of the head with the oc- 
ciput posterior there are several things to be considered : first, the usual 
incidence of contracted pelves in primary posterior positions of the 
occiput, indicating a relative disproportion; second, the usual deflexion 
present in such cases enliancing the disproportion already present. 
Such cases as these and the borderline eases of disproportion previously 
mentioned require mature obstetric judgment for their successful solu- 
tion and tend to swell the already adequate eategor}^ of conditions con- 
firming the practice of obstetrics to the realm of art rather than bring- 
ing about that much to he desired state, an exact science. 

Upon completion of the first stage, if molding fails to secure engage- 
ment under nitrous oxide or ethylene anesthesia, I insert my whole 
hand properly gloved, grasp the occiput, if to the left, with the fingers 
of the right hand, and vice versa, maldng traction, at the same time 
pushing up on the brow and rotating the occiput to a more favorable 
attitude; by pressure of the outside hand over the symphysis the head 
is kept in as close apposition to the pelvic brim as possible. Attempt is 
made to rotate the shoulders and back anteriorly at the same time. 
The anesthetic is then removed and under action of the next few pains 
the head will often engage ■without difficulty. We then determine 
wffiether the case should be left to nature or ■wliether forceps should be 
applied and delivery accomplished with the aid of art. If it is ob- 
served that the head engages and its new position is maintained, and 
descent occurs with a few succeeding pains, the case had best be left 
to nature unless some other indication for active interference is present. 

On the other hand, if after the above attempt, descent does not occur, 
the anesthetic should be continued, forceps applied to the head in its 
corrected position and traction made in hope of successful engagement. 
Where malposition is responsible for the arrest, either the head will 
engage or forceps -vvill be successful; however, higli forceps are to be 
looked upon onlj' as an experiment, and should thej’’ be unsuccessful, 
recourse can onU be had to craniotomy out of justice to the future 
health and well-being of the mother. I cannot, as yet, sanction cesarean 
section, either high or low, folloiving attempts at deliveiy by nature s 
channels in the hope of obtaining a living child to succumb later from 
the previous attempted delivery; not to mention tlie added maternal 
risk, which in itself should contraindicate such procedure. 

Deep arrest of the partially rotated head particular^ in a priraipara 
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would immediately suggest tlie possibiKty of an associated funnel pel- 
vis. Such a condition should have heen discovered when the pelvic 
measurements were taken during the antepartum examination, and if 
the outlet was found sufficiently contracted, a cesarean section should 
have been done in earlj'- labor. 

On the other hand, if the outlet is sufficient and the arrest occurs 
according to the mechanism previously outlined in this paper, the best 
results will be obtained bj’’ manual rotation and delivery by forceps. 
These cases -vvill usually be found with the presenting part at the spines 
or below, with the sagittal sutures running transverselj' across the 
mother’s pelvis. 

Under anesthesia, by grasping the occiput with the left hand in 
cases of L.O.P and vice versa, the head may often be rotated without 
dislodging it from the pelvis, always malring pressure on the head over 
the symph3’'sis with the free hand and rotating the slioulders at the 
same time. If the occiput can be rotated to the opposite anterior posi- 
sition, that is, past the midline, backward rotation will not occur. If 
rotation is only effected, for instance, from an L.O.P. to an L.O.A. the 
head should be held in its new position by the rotating hand until the 
blades of forceps are in place and traction fixes it in its new position. 
It is now better to effect delivery at once as maternal and fetal distress 
are usually present. 

Particularly does it exert a bad depressing influence on the mother 
if after laboring so long she is put to sleep in the hope of obtaining 
relief and on awakening finds that she must continue her battle. Such 
action, as a rule, only necessitates a later forceps delivery and nothing 
is gained by such delay. 

In the manual rotation and application of forceps to these cases 
it is better not to dislodge the head if possible. Correctly applied 
pressure by the inside hand is a great aid in this maneuver. It some- 
times happens, however, that rotation cannot be performed satisfac- 
torily ; then it becomes necessary to dislodge the head in order to rotate 
it to a new position. The great danger here is the possibility of a 
prolapsed cord; such a catastrophe indicates an immediate version 
and extraction if manual reposition cannot be accomplished. 

Having rotated and flexed the head into an anterior position, for- 
ceps are applied to the sides of the child’s head and traction will effect 
delivery. In applying forceps, if the under, or stationary blade, be 
applied first, i.e., in O.D.A., the right blade, and vice versa, and held 
by an assistant, the wandering blade may then be applied -without dis- 
turbing the head from its new position. In primiparous patients 
episiotomies should be performed routinely, and in multiparas the dila- 
tation of the perineum with tincture of green soap is very efficacious. 

A final survey of posterior positions brings to light a condition the 
presence of which should be the duty of every obstetrician to guard 


X 



212 THE AMERICAN JOURNAL 


OF OBSTETRICS AND GYNECOLOGY 


against ; namely, tlie neglected oecipitosaeral. From the standpoint of 
fetal mortality this is a trulj’- disastrous condition. With a history of 
long suffering, maternal and fetal exhaustion are evident, the exam- 
ining hand discloses the fetal head firmly driven into the pelvis and all 
cranial landmarks obliterated by a large caput. The location of the ear 
is the only means of determining accurately the position of the head. 
The membranes, as a rule, vdll have been ruptured for hours, the uterus 
clamped vise-like upon the child’s body with a possible localized con- 
traction ring and thinning of the lower uterine segment to the point 
of danger. Regardless of what is done the probability of delivering a 
stillborn fetus is very likely. Manual rotation is next to impossible 
without a very deep anesthesia ; however, it should be tried in the hope 
of saving the mother extensive laceration. If this fails and the child is 
still viable, forceps should be applied under deep anesthesia ; and with 
an episiotomy extending into the levator muscle, delivery should be 
effected. The alternative here, where fetal life is at a low ebb from the 
repeated pounding against the perineum and possibly irreparably 
damaged from repeated attempts at delivery, necessitates in the in- 
terest of humanity and tenacity to sound obstetric judgment that grue- 
some and much to be deplored operation, a craniotomy. 

1042 Madison Avenue. (For discussion see page 256.) 


THE RELATION OF THE PHYSIOLOGY AND MECHANICS TO 
THE MANAGEMENT OF LABOR’"' 


By W, a. Fowler, M.D., F.A.C.S., Oklahoma City, Okla. 

(From ilie Department of OVsteirics, University of OMahoma, School of Medicine) 


T he selection of this subject seems justified by the widespread and 
apparently increasing disregard of phy.siologic and mechanical facts 
and the violation of established principles in the practice of obstetrics. 
There is too often the tendency to ignore the marvelous adaptability 
of the natural process of labor to the purpose of reproduction. It is 
my firm belief that this tendency is responsible in a large measure for 
the unsatisfactory results of obstetric practice in this country. 

In the first stage of labor the process is one merely of alternate con- 
traction and relaxation of the uterus. Natural labor pains will very 
rarely last longer than a minute and a half and there is a sufficient 
interval between pains to permit the refilling of the sinuses and proper 
oxj'genation of the fetal blood. While the contractions occur with con- 
siderable force, the bag of watei’S and the presenting part press evenly 
outward, accomplishing dilatation of the cervix with the utmost gentle- 


•neaci ,'it the Thirty-elpTith Aiinual Meeting of the American 
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ness. The fascial and ligamentous supports of the uterus are uninjured. 
There is little shock or exhaustion, provided the patient is given the 
necessary rest and food. 

In the second stage the force of the bearing down eiforts of the pa- 
tient is added to the force of the uterine contractions. The resistance 
of the pelvic bony and soft structures is offered to the fetal head. There 
is gradual gentle stretching of the soft parts and molding of the head. 
It is a period of greater danger to both patients, requiring closer super- 
vision. If the forces are not naturally so, they can usually be directed 
within the limits of safety. In tlie third stage, the alternate contraction 
and relaxation of the uterus is ideally favorable to the detachment and 
expulsion of the placenta without serious loss of blood. 

The fetal head acts mechanically as a wedge in labor, — a blunt oval 
and poor dilator at the tip but quite effective near its largest part. 
This accounts for the more intense suffering of the mother, the frequent 
bloody discharge from the usually slight and unimiDortant tears of the 
cervix, and the slowing of the fetal heart tones as the largest part of 
the head passes through the cervix. If the liead is forced downward 
before complete dilatation of tlie cervix or if the rectum and bladder 
are distended, the advancing head may drag upon and injure their 
supports. The structures below the level of the levator muscles retard 
the head, permitting the more gradual dilatation and less frequent tears 
of the levator muscles and their fascial sheath, so important in pelvic 
support. As the large part of the head reaches the less important 
structures below, tears are frequent unless the head is retarded and 
time given these structures to stretch. 

The bones of the slcull, the unruptured bag of waters in tlie first 
stage of labor, and the two sheaths of fascia within the skull, the falx 
cerebi’i and the tentorium cerebelli, tend to prevent excessive molding 
of the head which may cause serious damage to the brain. Besides 
these functions these dural sheaths convey most of the large intracranial 
sinuses and, as elucidated by Crothers,^ also play an important part in 
the control of intracranial pressure. The tentorium which forms the 
a-oof of the cerebellum and is supported by the falx attachment, protects 
the vital areas below from much of the pressure incident to compression 
of the cranial vault. Tears may iicimiit the collapse of the tentorial 
roof, in which case the supratentorial pressure will be brought to bear 
in a larger measure upon the cerebellum, and the medulla may be 
pressed against the anterior lip of the foramen magnum. 

The occipilonnierior position with good fl,exiou is ideally suited for 
the safe outcome of labor. It permits the maximum utilization of time, 
a very important factor in the adaj^tation of plastic and elastic struc- 
tures. It presents the smalle.st plane of the fetal skull, the suboccipito- 
bregmatic, maldng necessary the minimum adjustment between the 
fetal head and maternal structures. Molding, being toward the firmer 
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posteiior portion of the cranial vault to v^hich is attached both the 
falx and tentorium, is least likely to be too sudden or excessive. The 
■wider anterior fontanel and sutures leading into it permit the depres- 
sion of the anterior part of the cranial vault incident to molding in this 
position -with less danger from overlapping of the bones. Pressure 
upon the buttocks by the contracting uterus tends to maintain complete 
flexion and, since the spinal column is about two inches shorter "when 
compressed than, when extended, there is a diminution in the sub- 
tentorial space with a corresponding increase in subtentorial pressure.^ 
This tends to equalize somewhat the supratentorial and subtentorial 
pressure and lessens the danger of tentorial tears. In cases of occipito- 
posterior position and the various degrees of deflexion the larger plane 
of the skull which engages, necessitates a greater degree of accommoda- 
tion between the head and the maternal soft parts, the molding of the 
head is in a less favorable direction, and the oval shape of the present- 
ing plane predisposes to irregular and ineffectual uterine contractions 
and early rupture of the bag of waters. 

In foot-first deliveries there is the necessity for a rapid adaption 
between the fetal head and the birth canal which is prone to result in 
more injuries to both. The subtentorial is diminished as compared to 
the supratentorial pressure, resulting in a downward pressure upon the 
tentorial roof. At the same time the vertical bulging of the head puUs 
upward on the tentorial attachment of the falx. This mechanism is 
decidedly conducive to tentorial tears. Traction on the feet and supra- 
pubic pressure on the head exaggerate this condition. Maintenance of 
complete flexion is difficult. Any degree of traction on the feet is con- 
ducive to extension of the head with all the disadvantages of that 
mechanism. The danger of injury to the spinal cord and of fracture 
of the vertebrae is also a real one. Potter has made a valuable con- 
tribution to the technic of version in emphasizing the great importance 
of endeavoring to overcome the resistance of the soft parts before per- 
forming version and of exercising extreme deliberation and gentleness 
in the management of the after-coming head. 

In premature babies the softness of the bones of the skull and the , 
greater friability of the soft structures result in. more frequent birth 
injuries, notwithstanding the easier labors in these cases. 

Tears of the septa or hemorrhage, or both, may be found in at least 
half of the stillborn and dead newborn babies if proper search is made. 
Holland^ found tentorial tears in 81 of 167 cases. Of these 35, or 43 
per cent, were delivered feet first and 25 of the 46 vertex cases were 
forceps deliveries. He found tentorial tears in 88 per cent of dead 
fetuses after normal breech deliveries. Cruickshanlc® found that 47 per 
cent of mature cases and 52 per cent of premature cases with ten- 
torial tears, were delivered feet first. Divide these percentages by 5, 
the average percentage of foot-first deliveries, and these statistics indi- 
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cate that tentorial tears are eight to ten times as likely to occur in 
foot first as in vertex cases. Saenger/ in autopsies on 100 newborn 
babies, found that of 23 children delivered feet first, only 3 failed to 
show tentorial tears and onl}’- 1 failed to show hemorrhage. Of 46 
cases of hemorrhage, 22, or 48 per cent, were among the 23 babies de- 
livered feet first. Browne,^ . f rom a study of 400 autopsies, concludes 
“that breech delivery is ten times as liicely to give rise to cerebral 
hemorrhage as delivery by the vertex,” and “that cerebral hemorrhage 
is seven times as likely to occur in premature infants as in infants at 
term.” Pierson® reports 142 viable primaiy breech deliveries with 18 
fetal deaths (12 per cent) and 87 viable version and breech deliveries 
with 18 fetal deaths (26 per cent). Eliminating the cases witli no 
autopsy, those in which the condition of the spinal cord was not noted 
and the craniotomies, there were 22 of the 36 cases with complete 
autopsy data. Of 12 primary breech cases, 7 had fractured vertebrae 
in one of which the cord was severed. Of 10 version and breech cases, 
7 had fractured vertebrae, 1 with complete and 2 with partial severance 
of the cord. In only 2 of the 22 cases, one in each group, were the 
brain and spinal cord normal. It should be remembered that these 
statistics are taken from some of the foremost obstetric clinics of the 
world where the quality of tlic serwee may reasonably be supposed to 
be of a liigh order. 

The life of the fetus depends not upon the cerebrum and cerebellum, 
but upon the vital centers in the medulla and upper cord segment. The 
dangers to these centers during labor are from asphj'xia and trauma. 
They may be rendered inexcitable by pressure against the anterior lip 
of the foramen magnum or by so slight an accident as the leakage of 
blood in this region. They are indicated clinically by a marked slowing 
of the fetal heart rate. 

On the other hand the vital centers succumb to asphyxia much less 
readily than was indicated by the old teaching that death from asphyxia 
would follow unless the head were born within six or eight minutes 
after the umbilicus in breech deliveries. Expeiuments indicate that the 
cells of the medulla can resist total anoxemia for twenty minutes. 
Asphyxia is, nevertheless, one of the chief dangers to the baby during 
labor. Frequent i^rolonged conti'actions of the uterus and increased 
tonicity of the uterus between pains, detachment of the placenta from 
whatever cause, and drugs given to the mother may cause asphj^xia in 
the baby. Except when due to drugs that also depress the respiratory 
center, the early effect of asphyxia is stimulation of the center of 
respii*ation resulting in inspiratory efforts of the fetus. In the first 
stage of labor this results in the insufflation of liquor amnii into the 
fetal lungs. The amniotic fluid is usually sterile as long as the mem- 
branes remain intact. Since the cer\TX is infected in about 50 per cent 
of women and the amniotic fluid is a good culture medium, the latter 
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becomes infected in a large percentage of cases soon after rupture of 
tbe membranes. Insufflation of infected amniotic fluid or cervical mucus 
may cause pneumonia, a frequent cause of neonatal death and some- 
times a cause of death even before birth.'^ In the late stages of asphyxia 
there is depression and finally paralysis of the center of respiration and 
a tendency toward hemorrhages in various parts of the body. Asphyxia 
is indicated elinicalty by slowing of the fetal heart tones, and some- 
times by visible' inspiratory movements. 

The tragic consequences of lesions of the cerebrum and cerebellum 
are manifested by the morbidity that follows damage to the sensory- 
motor tracts. 

In the light of the physiology and mechanics involved the general 
principles to be followed in the management of labor would seem obvi- 
ous. In addition to asepsis, these are: In the first stage, the correction, 
if possible, of any unfavorable presentation or position of the fetus; 
providing the patient with the needed amount of I’est and food; proper 
attention to the bladder and bowels ; watchfulness as to the condition of 
both patients including observation of the fetal heart tones, and the 
temperatui-e, pulse, and respiration of the mother. 

In the second stage the same general management should prevail, 
plus closer observation of both patients and the control of the bearing 
down efforts and the advancement of the head within the limits of 
safety. If the fetal heart tones remain below 100 between pains, this 
should be taken as a sign of grave danger to the baby. If the pains are 
frequent and severe with little intermission, the patient should be in- 
structed to refrain from bearing down and the suggestion of Frey,® 
that she be given an anesthetic for a short time to diminish the sever- 
ity of the pains, would seem logical. Should the fetal heart tones 
still remain slow, delivery should not be delayed. In premature deliv- 
ery, the resistance of the perineum should be overcome by dilatation 
or incision. 

In the third stage, until the placenta becomes detached, when it may 
be easily expressed, the same policy of noninterference with the nat- 
ural process should be followed, except in cases of hemorrhage. De- 
parture from these principles long established in ohstetrie teachings, 
should be undertaken only for real and proved reasons. 

The use of bearing down efforts in the first stage is perhaps, at the 
same time, the most widespread and most senseless form of interference 
with tlie course of labor, I know of no one who would defend the 
liraetice. Certainlj’-, it has no logical defense. Among the immediate 
effects are the stretching and tearing of the supports of the uterus, 
rectum and bladder; hemorrhage from elongation of the anterior lip 
of the cervix or from laceration, and exliaustion of the patient. The 
frequent later effects are prolapse and retroversion of the uterus, cys- 
tocele, reetoeele, lacerations of the cervix and cervicitis, wth the definite 
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morbidity of these conditions often unrelieved by operation. The prac- 
tice is altogether pernicious in the first stage — and that means until 
the cervix has passed entirely over the presenting part and beyond the 
reach of the examining finger. 

Pituitary extract under various names, is still used by many men in 
practically every case vhere time vill permit its administration. It is 
given to increase the frequency, duration, and severity of the uterine 
contractions, vhicli it does, frequently in a lawless manner. It also in- 
creases the tonicity of the uterus between ])ains. In 191G l\Iundell 
collected and reported 1293 cases of its use, with ruptured uteri in 
nearly 1 per cent of cases, and fetal death attributed to the drug or 
asphyxia in 7 per cent of cases. Its administration before tlie birtli of 
the child should be limited to cases of uterine inertia in the second 
stage of labor with unobstructed delivery, — a very rare combination. 

Blanual dilatation of the cervix is another procedure too often under- 
taken for insufficient reasons. The frequently used term, “dilatable 
cervix,” is a pitfall for obstetric disaster. I know of no condition in 
which the cervix cannot be either dilated or lorn, nor of any condition 
in which manual dilatation can be accomplished without great dan- 
ger of laceration. Sly own experience is in tliorough accord witli 
Polak’s statement that the manually dilated cervix is a manually torn 
cervix in nearl}’’ every case. This procedure should be undertaken for 
only sucli indications as justify the definite hazard of a damaged cer- 
vix, Like other obstetric proccduress, it is frequently undertaken on 
account of exhaustion of the mother, a condition often more imaginary 
than real, but the logical treatment of which, if present, would seem to 
be rest rather than an operation which may cause profound shock. 

Routine delivery bj* version and forceps has been championed by 
Potter and DeLee respectively. I am sure that their genius and opera- 
tive dexterity enable them to minimize the dangers of these procedures. 
I do not believe, however, that it has been established that they are safer, 
even in the skilled hands of these men than less radical procedures. 
In the hands of the avei'age man, their more frequent employment is 
making a substantial contribution to the mortality of obstetrics, — just 
about neutralizing the real benefits of better prenatal care. 

The emphasis which has been placed in recent years upon what has 
been called the “pathogenicity of parturition” has had as its natural 
effect, the tendency to substitxite artificial for natural delivery, by ex- 
tending indications for various operations, or by so perfecting the 
technic of a particular opei’ation as to justify its routine employment. 
Proper management in labor is not TUilikc proper practice in any other 
field of medicine in these respects. Supposed wizardry in the execu- 
tion of any particular procedure docs not constitute a panacea for all 
troubles; it is rather the logical dealing with whatever condition may 
be present, predicated upon the ability to diagno^c. plus a full knowl- 
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edge of the physiology, mechanics, and pathology with which we have 
to deal. If we feel inclined to operate more often, we should be sobered 
by the fact that in England, where two-thirds of the deliveries are by 
midwives, who by law are not permitted to operate, the reported mater- 
nal mortality according to Fairbairn® is less than half that in the 
registration area of the United States. When interference is indicated, 
there should be as little departure from the physiologic as possible, 
both in the application and in the amount of force employed.The bio- 
logic reason for conservatism lies in the fact that both the maternal 
and fetal organisms have become accustomed to natural labor by ages 
of experience and will, as a general rule, suffer less harm from such a 
labor than from an operative delivery, however skillfully performed. 
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PREPAEATION OP THE EXTERNAL GENITALIA FOR 
DELIVERY WITH IODINE-ALCOHOL: REPORT OP 
100 CASES SO TREATED, WITH BACTERIOLOGIC 

RESULTS"" 

By Burnley Lankford, ]\I.D., Norfolk, Va. 

W E read frequently that the mortality from pxierperal sepsis is not 
deereasing in the United States and that it has remained practi- 
cally the same het-ween 1904 and 1920. This ouglit not to be. There 
must he a number of reasons why piierperal sepsis, a germ disease, a 
preventable disease, has remained with a high mortality, while the 
other germ diseases are rapidly vanishing from the earth. 

We learned as far back as 1843 from Holmes, Semmelweis, and oth- 
ers, to wash our hands before, rather than after, delivering a woman : 
3 ’ears later, we learned from Pasteur and Lister why we should do tliis. 
Later still, we learned to keep our hands out of the vagina as much as 
possible, during and shortly before labor, and that every vaginal 
examination, over one, greatly increases the risk of sepsis. We Icnow 
that we must work through a surgically clean field. The simpler and 
easier it can be made to obtain such a surgically clean field, the more 
readily it will be followed by the men in general practice, who, from 
the difQculties under which the}’’ practice, must have at their disposal, 
a simple technic. Most of the obstetrics throughout the country is still 
done by the men in gcnei’al practice, and it lies in their power to ap- 
preciably cut dovm the incidence of puerperal morbidity and mortality. 
That surgically clean surroundings can be had in the most humble 
circumstances, is proved by the excellent results now being obtained in 
the out-patient departments of the lai*ge maternity hospitals of many 
of our great cities. It seems settled that we must combine antisepsis 
^vith asepsis if we would succeed in effecting a clean delivery, and this 
paper will deal very briefly with the one detail of the preparation of 
the external genitalia, since we know that working through a dirty 
field is one of the conditions that must obtain in keeping up the high 
incidence of puerperal morbidity. 

After hearing Dr. Titus’ paper at Cleveland last year, it occurred 
to me that it might be worth while to prepare a number of cases with 
iodine-alcohol, and to note the results bacteriologically, as well as the 
morbidity. I had done this several years ago, wfitli encouraging results, 
but only in some 29 cases. Since last year I have added 100 cases, each 
of them prepared and delivered by me. I am aware that 100 cases arc 
not enough upon which to base accurate conclusions, but the study of 
100 cases wiU show “which way the wind blows” and may stimulate 

•Read at the Tlilrty-cIphUi Annual Meellnsr of the American Arsodation of 
Ob*'tctric!ans. G>'necolosist':. and .\bdomIn.a1 Surpron'^ held at Hot Sprlnj^-B, Va,. Sep- 
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Others with larger opportunities to confirm or contradict the observa- 
tions here offered. 

The plan followed has been this: Nothing is done for the patient 
except a cleansing enema and a close clipping of the pubic and labial 
hair; none have been shaved. After putting on a sterile gown and 
shortly before the woman is expected to deliver (some fifteen or twenty 
minutes) two coats of 3.5 per cent tineture of iodine (which is one-half 
the strength of the ordinary pharmacopeial tincture) are painted over 
the external genitalia, the inner sides of the thighs, in fact over all of 
the skin area that will not he covered by the sterile drapeiy. (Right 
here it may be remarked that a woman can be accurately draped for 
delivery with only four towels, one across the abdomen, one around each 
thigh and one under the buttocks. While this is not all that may be 
desired, it is enough to show tliat it is not intricate or difficult to obtain 
clean drapery, but simply requires a little forethought.) As soon as 
the iodine dries, it is removed or partially neutralized by the copious 
application of alcohol, for which purpose any of the ordinary alcohols 
will do. Shortly after the use of the alcohol, smears were taken from 
the greater and lesser labia, and from the skin area near the vulva: 
none were taken from directly over the anus, though that area was in- 
cluded in the preparation. None were taken from the vagina, further 
than the introitus, as the iodine did not extend further than that. 
These swabs were then implanted on fresh slants of Cornell media and 
incubated for forty-eight hours before being read. The results were 
as follows: 9 positive cultures, the staphylococcus being found seven 
times, colon-staphylococcus combined, one, and colon one. However, 
not one of these positive cases ran a febrile temperature, and only three 
of the hundred had a febrile temiierature. By febrile, or morbid, tem- 
perature is meant any case that showed a temperature as high as 100.2° 
and lasting for twent 3 ’’-four hours: or any that reached as high as 
100.2° at any time during twenty-four hours for two consecutive days. 
Of the three febrile eases, one had a pyelitis, the patient entering the 
liospital 'WT.th a temperature of 100°, and running a low grade pyelitis 
tempei-ature for three weeks after labor. The second case had a tem- 
perature of 100.2° on the second day postpartum, 101° on third dny, 
103° on fourth day, reaching (and remaining) normal on the fifth day. 
The tliird febrile case had 100.2° on the second day, to 101° on the 
fifth day, thereafter reaching normal. The corrected morbidity there- 
fore is 2 per cent. Both had negative blood cultures. 

A further anal^’sis of the 100 cases showed 45 primiparae, and 55 
multiparae : 33 had one rectal examination, 27 had two, 15 had three, 

7 had four, 2 had five, 3 had six, and 2 had seven. Thirty-eight had 
one vaginal examination, in addition to any rectal the}'" may have had, 

7 had two vaginal examinations, and 1 had three. The forceps was 
used 38 times. This would account for the rather large number of 
vaginal examinations, as most of the eases having one vaginal examina- 
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tiou were forceps cases, tlie examination being made either at the time 
of application or very shortly before. Laceration of various degrees, 
occurred in 72 cases; certainly not a record to he proud of, hut one to 
cause humility, and having only tlie virtue of honesty of report to com- 
mend it 1 There were 8 breech presentations, 2 versions, 2 hags, and 1 
pack (induction labor). Of tlie three febrile cases, the patient with 
pyelitis had no vaginal examination and delivered herself spontane- 
ousl}’. One of the other febrile patients liad three vaginal examinations, 
five rectal, was delivered by forceps and had seven sutures inserted ; 
the other febrile patient liad one vaginal and four rectal examina- 
tions, was delivered by forceps, and had nine sutures inserted. 

To compare vdth this group of 100 eases, 300 others were analyzed 
that had been prepared by shaving and scrubbing with soap and water, 
and final use of bichloride or lysol. This latt er group was delivered in 
the same hospital, during the same period, by a number of attending 
physicians, the hospital being an open one. Primiparae 55, multiparae 
45 ; 38 had one vaginal examination, 9 had two, 8 had three, 2 had five, 
17 had one rectal, and 5 had two reetals. The forceps were used fif- 
teen times, 43 were noted as lacerated, and 14 ran febrile temperatures. 
Thus, though the forceps was used only one-third as often, though there 
were ,iust a fraction over half as many lacerated, yet the incidence of 
morbidity was five times as great! (There were no dcatlis in either 
series.) 

Since the above analysis was made. Dr. James Mayes, of Brooklyn, 
has reported a very much larger series of cases prepared with 4 per 
cent solutio7i of mercurochrome, used both externally and within the 
vagina, and with a corrected morbidit}” of 3.26 per cent (460 cases). 
This is a very successful result and deserves careful consideration. It 
is a question still in my mind as to whether we should invade the vagina 
as a routine, with any kind of an antiseptic; also, as far as I am able 
to learn, mercurochrome has no advantage over tincture of iodine as 
a penetrating, effective skin antiseptic. It is quite true that mercuro- 
chrome is not irritating and iodine is. The patient should be at least 
partly under an anesthetic when the iodine is applied, so that if pain 
be eomplained of, a few inhalations will relieve her. I have never seen 
blistering of the skin occur and attribute this to the care with wliich it 
is applied, and to the early neutralization with alcohol. 

One may therefore conclude that we have in either the iodine-alcohol, 
or the 4 per cent mercurochrome method of preparation of the genitalia 
for delivery, a procedure that is safer than any yet advanced; each is 
simple and can be used by any one who will take the trouble to have the 
solutions prepared shortly before expected delivery. The iodine-alcohol 
would seem to be the simpler of the two, as it can be u.sed with effect as 
late as five minutes before delivery, whereas, the use of mercurochrome 
is advised at least one hour before any operative procedure. 

5S0 Snir.Lr.T Avr-KCK. (For di’^ctsHor. sre pace 230.) 



OBSERVATIONS ON THE TREATMENT OF THE EDEMA 
OP THE TOXEMIA OP PREGNANCY WITH 
AMMONIUM CHLORIDE’^ 

By Robert D. Mussey, M.D., Rochester, Ministesota 

(From the Section on Ohstetrics, Mayo Clinic) 

T^DEMA of varying degree is almost always evident in cases of pre- 
eclamptic toxemia, regardless of whether the toxemia is of the so- 
called true eclamptic or of the nephritic type. There is also a definite 
increase in weight, and usually a rise in blood pressure. In fact, a rapid 
gain in weight may be an early sign of toxemia.^ The urine is decreased 
and contains albumin. A slight pitting of the ankles is usually accepted 
as normal in cases of pregnancy, but the pitting becomes pathologic 
when marked or when it appears elsewhere on the body.® Wieloch de- 
scribes an insidious edema in which an excess collection of fluid in the 
tissues occurs before the pitting of edema is noticeable. 

The term “preeclamptic toxemia,” as commonly used, covers toxemia 
in which pathologic changes in the liver predominate, as weE as the 
acute nephritis and acute nephrosis of pregnancy. Edema may occur 
as the result of preexisting nephritis. Such cases will be discussed in 
this paper, rather than those of edema due to cardiac decompensation 
or venous pressure in the pelvis. The pathologic cause of edema will 
not be discussed. 

The edema of preeclamptic toxemia when marked and accompanied 
by hypertension and albumin in the urine is indicative of a grave con- 
dition. Headaches, dizziness, and finaEy eclamptic convulsions may 
occur, and the question of whether they are due directly to a toxin or 
to edema of the brain accompanying the toxic condition, may be dis- 
puted. It is a fact, however, that rehef from the edema is accompanied 
by improvement of symptoms. 

Similar clinical features obtain in cases of acute glomerulonephritis, 
a resemblance further strengthened by similar findings in the chemical 
examination of the blood, which is practically normal in both, aside 
from an increase in the retention of sodium chloride. The nonprotein 
nitrogen of the blood rarely shows any increase. On the other hand, 
the edema of chronic nephritis is usuaUy associated with an increase of 
nonprotein nitrogen in the blood and frequently with the retinal 
changes accompanying chronic renal disease. 

Improvement accompanying the reduction of edema has been noted 
by the internist in cases of acute nephritis and acute nephrosis, and by 

'Read at the Thirty-eighth Annual greeting: of the American A.^soclation of Ob.ste- 
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the obstetrician in cases of the toxemia accompanying the edema of 
pregnancy. Relief from edema is seenred by Ihe removal of tlie excess 
fluid from the body, chiefly by increasing the urinary outpul. 

Diuresis may spontaneously follov rest in bed, especially if the pa- 
tient is on a diet low in ^Yater, salt, and protein. It may occur after 
venesection in the presence of marked liypertension, and is often asso- 
ciated with removal of toxic material from the bowel by catharsis or 
flushing the colon. Various drugs have been used for their diuretic 
effect. 

Meyer and Cohn, in 1911, added a certain amount of calcium chlo- 
ride to the food of infants and found that, owing to loss of water, their 
weight was decreased. Schultz, in 1918, gave 10 gm. of calcium chlo- 
ride daily to patients with Avar nephritis, and in several cases noted 
prompt diuresis and loss of edema. Keith, Barrier, and ‘Whelan have 
confirmed the work of others along this line, and have demonstrated 
the value of the use of calcium and ammonium chloride, and more re- 
eentlj" ammonium chloride and novasurol in the production of diuresis 
in cases of nephritis Avith edema. They shoAved that following the daily 
ingestion of 10 gm. of calcium chloride or ammonium chloride, the 
urinary output Avas mai-kedly increased. Coincident Avith the diuresis 
and lessened edema, there Avas increased excretion of sodium, mostly as 
sodium chloride. They assert that lai'ge doses of ammonium chloride 
cause acidosis and an increase of blood urea, and that great care should 
be taken in its use if the urea retention in the blood is considerable. 

Ulrich reports the use of novasurol in a case of eclampsia Avith con- 
A'ulsion.s, marked edema, and anuria. The drug Avas used after other 
measures had failed to effect improvement and the patient’s subsequent 
recovery Avas ascribed to the diuresis produced by the drug. 

Last year findings in a group of patients Avith toxemia of pregnancy, 
AA’hose clinical .symptoms resembled those of acute glomerulonephritis, 
Avere reported.® FolloAving Keith’s suggestion, I first used calcium 
chloride, and later ammonium chloride for their diuretic effect in a 
small group of similar cases. Calcium chloride AA'as discarded because 
it is particularly distasteful, frequently causing nausea and vomiting. 
Ammonium chloride Avas given in tablet form until gelatin-coated cap- 
.sules containing 1.5 gm. Avere obtainable. 'I’he drug Avas tolerated much 
better in the latter form, although in Iavo cases its use had to he dis- 
continued on account of vomiting. Its use, hoAA-ever, Avas generally fol- 
loAved by prompt diuresis, disappearance of edema, marked lo.ss of 
weight, lowered blood pressure, and general improvement of the patient. 
In most cases the improvement AA'as greater and more lasting than that 
obtained by dietary and other measures. 

The patients under obscrA’ation AA'cre kept at rest in bed. The daih* 
diet AA'as limited to 3500 calorics containing 50 gm. of protein, Avith a 
minimum of .‘^alt, and SOO c.c. of fluid. In most imstances before medi- 
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Calcium chlorWo. — ' ! i L- ' 1 ' I I weight. 

' ‘Incluaca postpartum hospltalizatlou. 
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cation was started, the urinary output was observed for several days 
and the blood was examined for its urea content and alkali reserve. 
Up to 10 gm. of ammonium chloride -were given by mouth daily, even 
after diuresis was effected, and if possible, until the edema disappeared. 
Usually a total of from 50 to 100 gm. of ammonium chloride Avas given. 
Following the disappearance of edema, tlie fluid intake nns increased. 

REPORT OF CASES 

Case 1. — The patient showed e^dcnce of toxcnii.! at tlie fourth month. She ip- 
nored instructions, returning at the sixth month with albumin 3, systolic blood 
pressure 186, and diastolic 128, edema 3, and weight 21.1 pounds (normal, 175 
pounds). She remained in the hospital approximately twenty-five days. Her 
weight dropped 32 pounds, 19 pounds in the first nine days before tlic medication 
was started, and the systolic blood pressure fell to 153 and the diastolic to 102. 
with albumin 1. She left the hospit.al against the advice of phy.‘;icians, and ton 
days later gave birth to a still fetus. Calcium chloride was used for two pcriod.s, 
the first for five days and tlie second for six days. Althougli a slight diuresis was 
produced, the benefit may be questioned. The p.aticnt has not since been observed, 
but a tentative diagnosis of chronic nephritis was made. 

Case 2. — Ammonium chloride was started on the fourth day, aud a total of GO 
gm. were given. The average daily output of urine before its use was -100 c.c., 
and during its use 915 c.c. The p.aticnt lost 5 pounds in three days prior to the 
treatment, 17.5 pounds during the seven days of treatment, and 1.5 pounds in 
three days after the treatment was discontinued. Tlirec weclcs after the patient’s 
dismissal from the hospital, her blood pressure had risen to 150 sy.stolic and 90 
diastolic, with no edema, and there was albumin 3 in tlic urine. A living babe 
was delivered by cesarean section; three had boon done previously for contracted 
pelvis. Tlic patient recovered uneventfully. 

Case 3. — The patient was sent to the hospital in the thirty-.'ioveuth wool: of 
gestation on account of a sudden increase of the systolic blood pressure from 120 
to 140, and the appearance of edema 2. Ammonium chloride was started on the 
second day aud 28 gm..wcre given in five days. The loss of 9 pounds in six days 
and the slightly increased output of urine wore no doubt partly the result of the 
medication. Labor w.as induced by castor oil and quinine at term, and a living 
babe was delivered. 

Case 4. — Calcium chloride was given at first but could not be retained. Am- 
monium chloride was started on the fifth day, continued for eight day.s, and during 
its use, the urinary output increased from an average of 350 c.c. to 1,250 c.c. 
daily, .and the patient lost 20 pounds. She was dismissed from the hospital on the 
thirteenth day. Six days later she went into labor spontaneously and was delivered 
of a living babe. At this time she had no edema; her .systolic blood prc.ssurc was ICO 
and diastolic 100 during l.abor, and the following d.ay the systolic blood pressure 
was IIS .and the diastolic 85. 

Case 5. — The patient had a rather abrupt onset of toxemia. Her norma! 
weight was 140 pounds. At tlio thirty-second week of gc.station her weight was 
170 pounds with no albumin in the urine. Four %veek« later she weiglied 190 
pounds, had edema 2 and albumin 2. She had an initi.al diurc'is and loss of 
weight following the use of ammonium chloride. This Imd to be discontinued on 
account of vomiting after eight days when 34 gm. iiad been given. She had lost 
15 pounds up to tl'.is time, but subsequently did not lose. Labor was induced on 
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the seventeenth day because of a sudden rise in blood pressure accompanied by 
severe headache. 

Case 6. — ^Ammonium chloride was started the day of admission and 54 gm. 
were given in six days. The average daily urinary output was 1,020 c.c., as com- 
pared to an average of 450 c.c. after the medication was discontinued. Loss of 
weight and disappearance of edema was followed by only a moderate fall in blood 
pressure which persisted around 170 systolic and 110 diastolic. On account of this 
and the onset of headaches live days later, labor was induced and a living cliild 
was delivered. 

Case 7. — The patient had subacute nephritis without marked edema. After she 
had been observed for a week, she was given amomniura chloride for two periods. 
In the first period, during which 46 gm. were given in six days, her weight de- 
creased 10 pounds and the edema disappeared. After an interval of eight days on 
the same general treatment and without medication, she gained 10 pounds and the 
edema reappeared. Poliowing another course of medication, during which 40 gm. 
were given in four days, the edema again disappeared. The blood pressure re- 
mained high, systolic 166, and diastolic 104; there was albumin 2 in the urine. 
During the following week the fetus died and labor was induced a week after 
the cessation of medication; the patient recovered slowly with a slightly increased 
blood pressure, systolic 132, and diastolic 86. This and a faint trace of albumin 
in the urine were the only indications of renal damage. Ammonium chloride had 
a definite diuretic effect in this case and seemed to ward off more severe trouble. 

Case 8. — The patient went into labor spontaneously six days after admission 
to the hospital. Previous to that time, her weight had remained at 175 pounds 
with an average daily urinary output of 350 c.c., and edema 3. The second day 
after confinement the weight was 165 pounds, with edema 2 and albumin 2; the 
systolic blood pressure was 182, and the diastolic 118; the day before labor it 
had been 176 and 120. In the next eleven days, 110 gm. of ammonium chloride 
were given \vith an average daily urinary output of 1,900 c.c.; the weight dropped 
to 116 pounds (a loss of 49 pounds) ; the edema disappeared, and albumin 1 was 
found in the urine. On the day after the patient's admission to the hospital, the 
blood urea was 71 mg. for each 100 c.c. of blood, and five days after the medication 
was started, the blood urea was 16 mg. for each 100 c.c. of blood. Her subsequent 
convalescence was uneventful, although she has a slight residual chronic nephritis. 

SUMMARY AND CONCLUSIONS 

The excessive increase in iveight in cases of toxemia of pregnancy is 
usually due to retention of fluid in the tissues, which may not always 
he recognized as edema. The use of ammonium chloride in conjunction 
with rest in bed, restriction of diet and fluid intake usually causes an 
increased excretion of urine. The results obtained in this series of 
cases justify the continued use of ammonium chloride as a diuretic in 
similar cases. The increased excretion of urine and loss of edema with 
resulting loss of weight, probably carries from the tissues sufficient 
toxin to improve the condition of the patient. In several instances, 
the improvement was lasting, apparently enabling some of the patients 
to carry on until a living child could be delivered. The convalescence 
of the postpartum patient (Case 8) was unquestionably shortened, and 
probably more severe residual nephritis was everted. 
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The resemblance between the action of ammonium chloride in certain 
cases of eclamptic toxemia and cases of acute glomerulonephritis is 
rather striking. Although there is usually little or no increased reten- 
tion of urea in the blood, ammonium chloride should not be used with- 
out examinations of the blood for urea and alkali reserve, as manifested 
in the carbon dioxide combining power. 
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THE INTRAMUSCULAR INJECTION OF i\LVGNESlUiM 
SULPHATE FOR THE CONTROL OF CON- 
VULSIONS' IN ECLA2IPSHA 

By Lee Dorsett, ]\[.r)., St. Louis, IMo. 

(From the Obstetric Department of the Washington TJnivrrsiiy School of 

Medicine) 

M agnesium sulphate tvas first used in experimental Avork for the 
control of convulsions by]\Ieltzer, in 1899, and later, together with 
Auer, further experimcnls v^fc maawuff5GB=iinouk'c.vs infected Avith 
tetanus, and these Avere published in 1905. Kolin and Straubc 
confirmed tlie findings of the Iavo iirccoding Avorkcr.s and used the drug 
for the control of tetanic convulsions in man. FolloAving these inA'o.s- 
tigators, Blake, Logan, Bliller, Hessert. Koclier, Robertson, and otliers, 
published findings AA'hieh agreed A\dth !Mpltzer and Auer. 

My attention Avas first called to the possibility of using magnesium 
.sulphate h ypoderm ically for the control of the convulsions in eclampsia, 
by a paper read by Smith and Leighton, of St. Louis, in 1923. They 
reported eight recoveries from tetanus in Avhich this drug was used in 
conjunction AA-ith tetanus scrum. Immediately after the reading of this 
paper Ave began using magnesium sulphate in eclampsia, and on Novem- 
ber 9, 1923, I reportcd jtcn cas es before the St. Louis Gynecological 
Societj*. Since that lime Lazar, of Los Angeles, and Alton and Lincoln, 
of ^A’'orce.ster, Zllass., have reported a number of case.s in Avhich they have 
used the drug. AYhile the Iavo papers dealt AA'itli the use of magnc.sium 

•Read at the Thlrty-cishlh .Annual MtetJnp of Uic American .\s-ocir.tJon of OIi- 
•:tctrlc3an<>. Gi-necolosrl«t.«, and Abdominal Surgeons, held .at Hot .Springs, A'a-, Sep- 
tember 3C. 37, 3S, If'IS. 
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sulphate intravenously, we .have given the drug intramuscularly only, 
belie^’ing that there is much less danger from any toxicity, and I believe 
that our results have at least been as good as theirs. 

All of the writers herein mentioned have laid special stress upon the 
anesthetic and relaxing effect of magnesium sulphate, giving little, if 
any, attention to an additional, if not one of the most important effects 
of the drug, namely, the marked effect it has on the reduction of the 
intracranial pressure. This last point has been brought out very forci- 
bly by two other men who were working along entirely different lines 
from the writers mentioned, Max M. Peet, of Ann Arbor, and Chas. E. 
Bowman, of Atlanta. »£_ 

In the thirty-eight cfis ea.upnn which this paper m^ased, we have 
Tused the drug by injecting it deep into the gluteal muscle, and have 
(jised it to the exclusion, practical^, of all other forms of medication, 
such as morphine, veratrum viride, chloral, bromides, and luminal. 
None of these patients were bled, nor was there a spinal puncture done. 
Several of the patients were extremely violent, and while the magne- 
sium sulphate stopped the convulsions, it did not seem to quiet 
them. We see no reason why morphine cannot be employed in the 
postpartum convulsions, but we did not use it as we -wished to see how 
far we could go without its use. 


We began using a 50 ner cent sterile soluti on of magne sium sulphate, 
but changed to a 2 5 per cent .«=!olution as we feared t he toxic effect of 
the drug. The solution -we are now using was made especially for us 
by one of the large pharmaceutic houses, and is a triple crystallized, 
sterile, nonanhydrous solution, put up in 1 5 c.c. .a mpules. We have not 
been governed by the blood pressure or the body weight of our patient, 
when injecting the solution, and give as an initial dose 15 c .c. in the 
buttocks, and do not fear to give this same amount e ver.y hour _if neces- 
sary, but it is seldom neccssarj' to give it at such short intervals. We 
have been guided entirely by the frequency and severity of the convul- 
sions and the general condition of the patient. There has as yet been 
no respiratory disturbance of any kind, but we have been prepared at 
all times to give an injection of 1 c.c. of calcium chloride intravenously, 
should our'patient manifest an 3 '- ill effects from the magnesium sulphate. 
Sevei’al of the cases have received as high as 100 c.c. of the drug within 
twenty hours without any perceptible reaction. In tailring with Pro- 
fessor Auer in regard to the intramuscular injections, and the size of 
the dose we are in the habit of giving, it was his opinion that we could 
use tills large dose because of the fact that the gluteal muscle into which 
we injected the magnesium sulphate is a very coar.se, thick-fibered mus- 
cle, and that therefore the absorption is rather slow. 

In regard to the action of the drug, it has been noted that the effect 
varies in diff'erent cases, but seems to have a much more rapid effect in 
those cases where the patient receives the injections early and has had 
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onlj' a few convulsions. In several cases, we have noted that there liave 
been no more convulsions after the first injection. In the majority of 
cases there is a marked relaxation of all tlie voluntary muscles, while if 
the patient is in labor there is absolutely no eftect upon the uterine con- 
tractions, nor has it any effect upon the blood pressure or pulse rate. 
While there is no purgative eff’eet noticeable, we believe that it has a 
diuretic effect, as in numerous instances our patients passed large quan- 
tities of urine A\’ithin tAventy-four hours after the beginning of the 
injections. The only other form of treatment that these cases received 
Avas the introduction of 60 c.c. of a saturated solution of magnesium 
sulphate into the stomach, for its purgative action, and in the majority 
of cases, the use of a hot moist pack. 

While AA^e do not claim that the eclamptic conAOilsions can be slopped 
by the use of magnesium sulphate, we are positive that they can be eon- 
trollcd . and that it most certainly aids in tlie more rapid recovery of 
the patient, and Ave arc sure that it has been the means of saving tlie 
IWes of a considerable number of our cases. All of the eclainptics are 
considered primaril}* as medical cases and are treated accordingly, and 
it is not until Ave have the situation well in hand that aa’c thinlc of the 
ease as an obstetric one. Of these cases that Avere not in labor Avhen 
first seen, labor Avas induced in all by means of the modified Vor- 
hees bag. The method of deliA'cry depended upon the indications pre- 
sented, but in no case Avas deliA’crj* hastened, nor did avc think it neces- 
sary to perform cesarean section. In all of those cases coming under 
our care Avhere there Avas a living fetus present, Ave Avere able to obtain 
a liA'ing child upon delivery. 

Among the thirty-eight cases treated, there Avere tAVO ma ternal dea ths ; 
one patient died on the tenth day postpartum from a cerebral hemor- 
rhage, having developed a hemiplegia tlie previous day. The second 
AA’oman entered our serA'ice in deep coma, having had fourteen conA’ul- 
sions before the treatment was commenced. She never rallied and died 
Avithin tAvelA*c hours. Of the fetal dea ths, there were nine ; four babies 
Averc macerated, four Avere premature, AA'cighing under 1300 grams, and 
died Avithin tAVO hours. One death Avas inexcusable in that a high for- 
ceps was done against the consultant's advice, and the baby died in 
three hours from an intTacranial hemorrhage, due to a fractured 
skull from poorly applied forceps. (This aax'is a fullterm infant.) 
There A\-as one pair of tAvins, both li\-ed. There A\'ere tAvonty-nine pri- 
miparac, four pai-a ii, Iavo para iii, and Iaa'O para iv. Labor began spon- 
taneously in tAventy-five cases and was induced by means of the bag in 
thirteen cases. 

The aA-erage age of the patients A\'as tAA-enty-three years, the youngest 
being fourteen, and the eldest IhirtA’-two ycaiAs. 

The statistics covering the number of convulsions in the different 
cases are rather indefinite, due to the fact that it Avas next to impossible 
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to obtain a definite bistory from the patient or her family as to the 
exact number of convulsions the patient had before coming under oui' 
care. The total number of convulsions and the number of convulsions 
before and after receiving the injections of magnesium sulphate differ 
so in each case that only a detailed report of each individual case will 
bring out these points. Tlie figures for the time of the beginning of the 
convulsions are divided into antepartum, intrapartum, and postpartum, 
but in the majority of cases those patients "who had convulsions during 
labor and after delivery showed marked toxemia, even before they had 
convulsions. There were twenty-eight cases in wliich convulsions began 
before labor set in, two cases in which convulsions began during labor, 
and eight eases that had postpartum convulsions. In a series of thirty- 
eight consecutive eases herein reported there were ten cases that had no 
convulsions after the first injection of magnesium sulphate. While the 
delivery of the patient has a very marked influence upon stopping the 
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convulsions, we are of the opinion that delivery under any circum- 
stances should not be hastened, and the fact that twenty-two of the 
cases had-no more convulsions after delivery does not mean tliat the 
delivery of the patient is the onlj' method by Avhich the convulsions can 
be eliminated. 

CONCLU.SrON.S 

1. The intramuscular injection of magnesium sulphate in 15 c.c. doses 
will control the convulsions of eclampsia. 

2. Fifteen c.c. as an initial dose is not toxic. 

3. This method of treatment not onlj- relaxes the patient but de- 
creases the intracranial pressure by relieving the cerebral edema, 
stimulates diuresis, and aids in the diminution of the general edema. 

4. Eclampsia is primarily a medical condition and secondarily’ an 
obstetric problem. 

5. Any method for the hastening of delivery of the patient is not 
only unnecessary, but adds greatly to the morbidity of the case. 

University Club Building. (For dtftous.Hon see yaac 2(52.) 


THE PREVENTION OF STILLBIRTHS^ 

By Calvin R. Hannah, DI.D., F.A.C.S., Dallas, Texas 

(Professor of Obstehics Baylor University College of i^^cclicinc) 

T here is no particular difference between the unborn babe and the 
newborn except in the mode of sustenance. There has been much 
publicity in matters of education relative to the preservation of health 
and life of infants, and these efforts should he as zealous in the con- 
servation of the lives of the unborn babies. 

The prenatal centers try to teach simple facts concerning pregnancy 
and the unborn child and deserve the unqualified support of our jiro- 
fession. The mother should be taught that habits of moderate daily 
activity, with the usual duties of everyday life and a diet of plain, 
wholesome food, arc necessary for the development, nutrition, and 
growth of the fetus. The sphere of the prenatal center is unique, deal- 
ing with the prevention of complications and the supervision of nutri- 
tion of the unborn child. The causes of stillbirths may often be pre- 
vented if intelligent and systematic instructions are given to the 
parents. 

Some of the most frequent causes of stillbirths are: syphilis, placental 
disturbances, disproportion between fetus and pelvis, malpositions, pre- 
maturity and postmaturity, accidents of childbirth, toxemia, and slov- 
enly obstetrics. 

•Rond at, the Thlrtr-clRlith .Annu.nl Mecllnir dI Uic AincrScnn A.'^foclnUon of Ob- 
stotrlclanF, Gynocoloalstr, and Abdominal Sun.-cons. hold at Hot Sprlnfr"', Va.. 
tomhor 1C. 17. IS. 1023. 
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Syphilis has its own record in the number of stillbirths and should 
be diagnosed and treated to lower this mortality. 

Premature separation of the placenta, low implantation, and pla- 
cental apoplexy are often unavoidable, and may terminate disastrously 
for both mother and fetus. The successful management of these cases 
of placental disturbance depends upon the attending physician, whether 
he be capable of coping with these serious situations. If he is not, and 
the environment is such that the best surgical technic cannot be em- 
ployed, then arrangements to secure efficient obstetric service in a 
hospital should be made, so that the patient may receive every surgical 
advantage with competent assistants to prevent complications. It is 
known that the loss of blood from a prematurely separated placenta 
exacts a heavy toll on fetal life, and to prevent loss of life, this situation 
must be met boldly and rationally. 

All pregnant women, whether apparently healthy or not, should have 
a complete physical examination early in pregnancy. Functional de- 
fects should be discovered early and corrected, and such treatments and 
operations should be made as will add to the safety of both mother and 
baby. Only by thorough examinations may we know the true physical 
condition of the pregnant mother and her potential fitness to give birth 
to her baby. It is necessary early in pregnancy to accurately determine 
the condition of the heart, lungs, kidneys, and other organs, and to 
diagnose and treat various infections of the blood. Tests of kidney 
function and chemical analysis of the blood should be made if there are 
indications. Chronic nephritis, that otherwise might not be recognized, 
may be diagnosed by this examination early in pregnancy, and thus 
prevent toxemia, a serious complication of pregnancy, which ranks high 
in the cause of stillbirths. 

The inlet and outlet of the pelvis should be accurately measured 
early in pregnancy. Too often the measurements of the outlet are 
neglected, assuming that a knowledge of the inlet is sufficient. Occa- 
sionally we find that the obstruction is at the outlet, and at delivery, the 
fetus is crowded or dragged through because the outlet has not been 
measured, which is an index of careless and slovenly obstetrics. 

It is as important to recognize the prematurity, maturity, and post- 
maturity of a fetus as it is to have a knowledge of the size and shape 
of the pehds. The measurements of the fetus may be made as accu- 
rately as the measurements of the pelvis. Repeated measurements of 
the fetus develop judgment in estimating its size and maturity. The 
fetus and pelvis should always be studied in relation to each other, and 
not separately, as is frequently done. . The mechanics of labor, together 
with a knowledge of the relationship betAveen the fetus and pelvis 
must be known in order to intelligentlj' conduct labor with little injury 
to the fetus. 

Examinations to determine px'esentalion and position, and measure- 
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ments of tlie fetus for maturity should be made often cnoutrli duriu" 
the last six weeks of pregnancy to know that the condition of ilic 
mother and fetus is normal. iMalpositions and postmaturity should 
be recognized before the onset of labor, ^Malpositions slioulcl be cor- 
rected; breech presentations should be converted into cephalic when- 
ever possible; and a follow-up treatment instituted to prevent a return 
to abnormality. Ahlfeld's, Perret’s, and IMcDonald ’.s rules will rliag- 
nose maturity and postmaturity of the fetus if made vdlh the same pre- 
cision as is exercised in the diagnosis of a lieart lesion, or in taking 
the measurements of the pelvis to determine its size and shape. 

If the disproportion between the fetus and pelvis is such that deliv- 
ery is impossible through the birth canal, then cesarean section is war- 
ranted; if the disproportion is moderate, the use of forceps may l)e 
required; while if the pelvis is moderately eoiitracted, induction of 
labor and the delivery of a smaller fetus is tlic best and safest treatment. 

Ordinarily, the induction of labor is not justifiable before the thirty- 
sixth week, or until the weight of the fetus is twentj'-four hundred 
grams, its length forty-eight centimeters, and an occipitofrontal diam- 
eter of ten centimeters; the two latter measurements arc usually in 
direct proportion to each other and are essential in determining the 
size of the fetus. When labor is induced much earlier, the chances of 
life for the fetus are lessened because the blood vessels arc fragile, 
easily broken, and the fetus is unable to withstand traumatism. A pre- 
mature fetus is .susceptible to injury during laboi* and, as a protfi-tion, 
the cervix and perineum may be dilated, but tlie membranes should not 
be ruptured so long as they act advantageously. An unborn fetus is 
protected in its uterine environment by the placenta, wliicli stands 
between it and many pathologic invasions. 

The recognition and correction of malpositions should be made several 
weeks before the onset of labor ; and a failure to do this results in the lo'-'s 
of thousands of babies annually. 'Whenever possible, breech presenta- 
tions should be converted into cephalic by exteimal version. This should 
be done about the eighth month, and quite often is aecouqdished with- 
out tlio j)aticnt bcijig aware of it. Francis d. Itrownc.^ of Ifdinhurah. 
has said that in breech extraction, brain injuries arc far more freepient 
and severe than in cephalic deliveries. lie further states tiiat “the 
liability to cerebral hemorrhage in premature infant is the greatest 
at from seven to seven and a half months, still considerable at oirrht 
months, while at eight and a half months the liability would appear to 
be no greater than at full term. Further, no case of c-^rcbrnl hemor- 
rhage occurred in a full-time child in which delivery was a natural 
vertex.’’ lie further arrived at the conclusion '‘that tlie liability to 
cerebral hemorrhage in premature infants is sixteen times that of those 
at full time. — taking k per cent as the normal frequency of breecdi (I“- 

'nuinu M. a. jsfi. u. nr--. 192C, u. 
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liveries, it is evident that the liability to cerebral hemorrhage in breech 
presentations is ten times that in vertex.” 

We are aware that extensive injuries in the tentorium of the brain 
occur more frequently from breech deliveries and forceps operations, 
and we know, too, that these injuries may occur in spontaneous and 
prolonged deliveries, yet we must recognize the fact that the preven- 
tion of stillbirths rests in the prevention of difficult labor, whether they 
be breech or vertex. 

Occipitoposterior positions occur quite frequently in the average 
obstetric practice. The diagnosis of an occipitoposterior position is not 
always easy; however, the suggestive cardinal diagnostic point is the 
finding of the os high in the hollow of the sacrum. Occipitoposterior 
positions occur frequently in elderly primipara, in patients who have 
gained excessively in weight, in patients with postmature babies, and 
in patients who have contracted or moderately contracted pelves. 

In many instances, a gain of twenty or more pounds above the stand- 
ard weight of the patient will cause complications with occipitoposterior 
positions and a delay in labor. If fat and superfluous tissue is stored 
up in the body, it is reasonable to suppose that some thickening and 
enlargement of the pelvic tissues and muscles will occur which will 
reduce the size of the pelvic canal. 

The treatment of most cases should be conservative, with the adminis- 
tration of sedatives to relieve pain and obtain rest. This conservative 
treatment, however, should not be carried to the extreme and per- 
mit the patient to become exhausted before interference is made to con- 
vert the posterior into an anterior position. Buist’s two towel method 
is an excellent treatment in securing anterior rotation. The theory of 
Buist’s method is that as the contractions occur, the pressure on the 
back of the fetus is such as to cause it to rotate anteriorly. In my 
personal work, I have found Buist’s method, together with the use of 
sedatives, to be an excellent procedure for the conservative treatment 
of posterior position. 

In patients who have not gained excessively above their standard 
weight, the uterine contractions are more regular and of longer dura- 
tion, and this tends to secure flexion and anterior rotation. Should 
flexion and engagement take place, and arrestment later occur, then 
manual rotation with forceps may be necessary. Probably in some 
cases version may be justified when the head will not engage. Occipito- 
posterior positions cause more difficulty at delivery than other compli- 
cations because the mechanism of labor is not thoroughly understood 
by most physicians. The physician fails to diagnose the position and 
assist in the correction. Postgraduate courses in obstetrics, and bet- 
ter teaching in our medical schools will assist in relieving this situation 
by concentration in teaching the mechanism of labor. However, re- 
gardless of the method used, the obstetrician must be alert, he must 
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accept his responsibilitj’ and render service according to iiis oAvn judg- 
ment and knowledge of the science of obstetrics. Fear and expedi- 
ency should not influence him to resort to radical measures, lie should 
be bold enough to assume command should nature falter, and, promptly, 
not hastilj', tex’minate a condition which may become dangerous to 
both mother and baby. 

A delivery through a normal size pelvis of a posi mature fetus wilb 
excessive ossification of the fetal head is as hazardous to fetal life as a 
delivery of a normal size fetus through a contracted pelvis. When the 
date of parturition has arrived, which has been determined from tlie 
last menses and quickening, and the measurements of the fetus will 
diagnose its maturity, the termination of pregnane}' should be con- 
sidered. Labor may be induced in many cases with castor oil, and 
quinine, and should this measure fail, then the bougie or hydrostatic 
bags may be used. The most promising field in the prevention of still- 
births is in the prevention of complications of labor, and postraattirify. 

Asphyxia is a symptom and in its treatment the probability of a 
brain injury should be considered. Sometimes the cord may be the 
cause of aspli3’'xia, due to prolapse, either frank or concealed, or due 
to pressure of the symphysis on the cord when around the neck of the 
fetus. Asphyxia and death may also result from trauma, and infec- 
tions of the placenta and membi'ancs which may cause a disturbance 
of fetal circulation. Auscultation of the fetal heart should be frequent 
during labor, and especially is this necessary during the second stage. 
The condition of the fetus must be followed carefully in malpositions, 
especially brooch presentations, occipitoposterior positions, and in pro- 
longed labors. It is the slow and irregular fetal lieart that indicates 
danger, while the increased fetal heart sound docs not signify any pai-- 
ticular complication. 

The treatment for the prevention of asphyxia is in the con-ection of 
malpositions; tlie limitation of oxytoxics in normal labor; the relief of 
frequent and prolonged uterine contractions by the u.se of morphine 
and other anesthetics; an episiotomy, if necessary, releasing pressure 
on the brain, and, if indicated, the prophylactic use of forcop.s. The 
treatment of the sj'mptoras of asphyxia should not be radical, but well- 
planned, with the execution of timely therapeutic measures for shock. 
After the delivery of the head, there is an interval before the next 
uterine contraction which expels the shoulders and body. During this 
period, attention should be given to the removal of mucus and blood 
from the nasal and air passage.s to prevent inhalation with the first 
respiration. If the physician does not attempt to .stimulate uterine 
contractions during this period, but devotes his time to the cloan.sing 
of the nose and mouth of blood and mucus, nuicb toward the prophy- 
lactic treatment of asphyxia has been accomplished. After delivery, the 
baby should be vTapped in a warm blanket, mucus and blood removed 
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from its moiitli and air passages, and head lowered and well supported 
to prevent further injury. It is very essential that the baby rest. 
Attempts to stimulate respiration should be gentle, and not frequent. 
J\Iassage over the cliest and cardiac region may be made, but not 
roughly. Mouth to mouth breathing, -with proper 'protection for the 
baby bj'' sterile cloth, maj’- be resorted to in desperate cases. Throwing 
the newborn over the physician’s head, or tlie use of ice or cold water 
dip, are obsolete in the treatment of asphyxia. It is a thoughtless 
method to handle the baby roughly for resuscitation, and thus rob it 
of its last chance of life. The baby should be closely observed for 
several hours, and also during the next few daj^^s for symptoms of brain 
injury; such as, failure to nurse, drowsiness, twitchings, eye symp- 
toms, convulsions, and, later, jaundice. If in doubt as to a brain injury, 
or if diagnosed, spinal puncture is indicated. If the baby has been 
injured, whole blood or other remedies to reduce the clotting time of its 
blood should be given. The child who has been injured at birth pre- 
sents an economic problem which is of concern to both the medical 
profession and the general public. 

Many unnecessary operations are done at delivery for insignificant 
reasons; however, an experienced obstetrician may interfere when nec- 
essary to reduce birth injuries and lower fetal mortality. Certain con- 
ditions arise Avhich caU for extreme measures, which, if left to nature to 
correct, would mean death to both mother and baby. 

Toxemia of pregnancy is a preventable disease. Eclampsia may be 
prevented by proper hygiene ; limitation of the diet to prevent excessive 
gain in weight over the standard weight; proper elimination; and 
adequate and intelligent supervision of the physician by giving instruc- 
tions to the patient each week. Intelligent prenatal care will usually 
prevent toxemia of pregnancy, the cause of many stillbirths. If ec- 
lampsia should occur in a patient who is directly under the supervision 
of a iihysieian, it usually may be considered as an indictment of the serv- 
ice of the physician, or the cooperation of the patient. The most compe- 
tent teachers should teach normal obstetrics, and teach that eclampsia 
and its .symptoms are preventable. The judgment of an experienced and 
well-trained obstetrician is needed, and his value is immeasurable in 
order that I’esults may be obtained in preventing normal cases from 
becoming pathologic. Should early .symptoms of toxemia arise, the 
patient should be put to bed that she may rest; the diet should be lim- 
ited, decreasing the amount to nil if her condition wari’ants it; and the 
elimination should be increased. With this treatment, the symptoms of 
toxemia will usually disappear; however, if not, probably the patient 
may be carried until past the thirty -sixth week, when labor may be 
induced. 

An unexpected delay in labor does not necessarily mean immediate 
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operative interference, l3ut probably in many eases all that is neces'^ary 
is rest and relief of pain for tbe patient. 

The study of tbe causes of stillbirth indicates that the methods of 
delivery, as practiced by the average physician, should be ijnnrovcd. 
More clinics should be available for the doctors in general practice tliat 
they may be given the opportunity to correct their errors, improve 
their technic, and understand the mechanism of labor. The r.cal for 
surgerj' has led many an unqualified doctor to operate, diverting tbe 
delivery from the vaginal route and substituting for it abdominal sec- 
tion. The problem of the prevention of stillbirths may be cs^'entially 
solved by the medical schools, medical associations, and vell-organir.ed 
clinics having the primary idea of teaching students and physicians to 
become qualified for safe and competent vork in obstetrics and to bf' 
able to skillfull}’’ manage a nonoperativc labor. 

During the last fetv years much attention lias been given to tbe use 
of anesthetics to lessen pain during labor. The doctors in tlic rural 
districts are rapidly adopting measures for the relief of their patients. 
They arc seeking assistance in educating and teacliing rural vromcn 
the necessity of reporting their pregnancy in advance of labor that 
they may have the opportunity to instruct these jiaticnts in antenatal 
care and thus Jiiaterially lover the fetal death rate. Competent phy- 
sicians should be sent into the rui’al districts to teach the e.s.senfial 
facts of prenatal care and the symptoms vhicb comidicatc preanancy 
that the vision for a greater vork in obstetrics in the prevention of 
.stillbirths may be realized. 

During the next decade, the greato.sl advancement in preventive 
medicine vill relate to the care of the pregnant mother and the newborn 
infant. Stillbirths are largely preventable by jirenatal supervision, and 
the only adequate treatment is in the i-elicf of conditions which may 
cause death to the fetus. xVs a moral obligation, greater efficiency in 
obstetrics must be achieved that the immediate benefit of better health 
for the mothers of our country may be the re.-^ult, and that the lives of 
the unborn babes may be saved. 

( Ffir I’lj •■jf-.uiii ■ ] ' 10 ' 



EEPOET OP A CASE OF A MESENTEEIC CYST"^ 

By Edmund D. Clark, M.D., Indianapolis, Indiana 

TN the sixteenth, century a Florentine anatomist, Benivieni,^ de- 

scribed mesenteric cysts as ‘ ‘ anatomical curiosities, ’ ’ and a few other 
writers of the sixteenth and seventeenth centuries reported cases of this 
condition. In 1803 enough eases had been reported so that PortaP 
classified them. Eoldtansky® (1842) is'regarded as the first to describe 
chylous cysts of the mesenterjL In 1886, Angagneur"* found that eight- 
een out of ninetj’' tumors of the mesentery were cystic, and Bramann,® 
in that j'-ear, reported the first case treated surgically ; Kilian’s ease was 
reported two months later. Hahn,® in 1887, gave a resume of the sub- 
ject and classified these ej'^sts as blood cysts, serous cysts and echino- 
coccus cysts. Areldon,’’ in his Paris Thesis (1891), referred to 81 
reported eases. In 1892, Bragnehajm® added twenty-three cases to this 
number, making a total of 104 cases up to that date. Moynihan,® in 
1897, contributed a comprehensive article, in which he reported nine 
additional cases. In 1900, Dowd^° made a historical study of the litera- 
ture of mesenteric cysts, and found records of 32 additional cases, mak- 
ing a total of 145 cases. Many of these cases, however, were not reported 
sufficiently in detail to make them really intelligible. In 1906, M. P. 
Porter^^ collected the literature on the subject of chylous cysts, and 
since that time a number of papers have been published reporting cases 
of mesenteric cyst, among them those of Niosi,^^ Colmers,^® Istomin,^^ 
Heyerowsky,^® Chomsky,^® Benedict,^^ Winslow,^® Shands,^® Carter,®® 
Forster,®^ and Pietti,®® who has contributed several articles on the sub- 
ject. Eecent authors agree in estimating that about 300 cases of mesen- 
teric cyst, including all varieties, have been recorded in the literature. 
Of these the great majority were located in the small intestine, and 
only about 10 per cent of them w'ere connected with the mesentery of 
the colon (Humiston and Pietti). Many more cases are being reported 
than formerly, and it is not at all unliliely that a clinical diagnosis of 
this condition wiE be made more frequently than has been the ease in 
the past if surgeons in examining cases of abdominal tumor will bear in 
mind the possibility of mesenteric cyst. The condition is still suffi- 
ciently rare and difficult of diagnosis to justify the reporting of all 
cases. 

In view of the supposed railty of mesenteric C 3 ’sts, it is of some 
interest that Dr. 0. G. Pfatl®® has reported two cases of tliis condition, 
the second before the American Association of Obsteti’icians and Gyne- 

•Read at the Thirty-eighth Annual Meeting of the American 
atctrichanr, Gynocologl'.ts, and Abdominal Surgeon?, hold at Hot Spring.?, \ a.. & p 
tember 1C. 17, 18, 19C5. 
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cologists, in 1905. At that time Dr. Pfafi stated that the fact that two 
cases had come under his observation within a period of a year and a 
half induced him to think that these growtii.s might be more numerous 
than has generally been believed. The fir.st of Dr. PfafT’s cases; was a 
chylous cyst, which %vas enucleated. In the second ease, as enucleation 
would have necessitated a difficult resection, drainage was instituted. 
Both of these cases made a good recovery. In the second case the cyst 
waU was examined, but the pathologist failed to find any trace of 
epithelium. Pfatf thought that underlying the apparent sudden devel- 
opment of these tumors could be found the fact that the mesentery 
allows such great mobilit 3 ’ that the growing evst maj* have been for 
.years reposing in the pehde cavit}*, and is onl}- dislodged by the vio- 
lence of some extraordinary exertion or accidental occurrence, which 
brings it for the first time into a position which forces its recognition 
by the patient or his physician. 

Among the recent reports of cases of mesenteric cyst is that of Dr. 
Robert A. hlilliken,"^ published in the Journal of the Indiana State 
Medical Association, December 15, 1924. In this case, which urns diag- 
nosed as an ovarian cj'st, the omentum was found broadly adherent to 
the anterior abdominal wall at its edge, and a cyst was found in the 
mesenterj'’ of the terminal ileum, extending about eight inches \ip from 
the ileocecal juncture. This case was treated bj* marsupialization and 
terminated in a good rccovcr.y. There was no recuiTcnce up to the 
time when the report was published. In this ca.se no histologic exam- 
ination was made of the lining. 


CASE ri:pout 


Mrs. E. C., nged fifty-one years, a liousowife, married, was admitted to the hos- 
pital on December 29, 1924, because of a large tumor mass in the abdomen and 
rapid loss of weight. 

Family Jlistory . — The patient had been married for nineteen years; no pregnancies. 
Her husband wa.s living and well. Her father died of apoplexy at the age of eighty- 
seven years. Her mother died of pnciiinonia at fifty-three. Slic was the tliird 
of four children. One sister died of heart troubio at the age of sixty-four years. 
Tliore was no histoiy of tubcrculosi.s, Inc'S, or cancer. 


Personal History . — The patient had never been in good he.'ilth. She had had the 
usual childhood di«ea.<=i>.«. and also pneumonia when a cluld. In 1919, she had an at- 
tacli of influenr.a. .Slic had alw.n.vs suftcred from chronic constipation which Imd be- 
come more marked during the last five years. Her pulmonary cnndition was normal, 
except for occasional colds. HTcr heart had always been weak, it was rapid arid 
skipped beats. The patient stated that the heart condition bocansc a',rgravatod 
about four and one-half ycar.s ago following an abdominal operation. 


Ifotes on the patient ',s history at that time arc a.s follow.s: Five years previously 
the palieiit had an attack of pain in the left lower quadrant t-f the abdomra. TLc 
pain was not exceedingly sharr* and was not associated with vomiting. She w.**- 
in bed. however, for seven weeks. There wa.s no Icucorrh.ca, but conriderable dyeuria. 
Shortly after this the patient noticed a growth, or “hardac.--” a' she cvprcrsed it. 
in licr abdomen. About two yerirs prtvieusly she had h.ad sn nttaci: ef iamcne'-c 
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amounting to severe disability in her right leg, but this cleared up in about four 
■weeks. She noticed meanwhile that the abdomen was increasing slightly in size. 
She then had another attack of pain in her right side and consulted her physician 
who advised her to come for operation. 

Physical examination at this time showed a thin, pale woman. Examination of 
the head, heart, lungs, and extremities was negative. Palpation of the abdomen 
revealed a mass the size of a grapefruit, situated in the midline above the 
symphysis. There was distinct tenderness in the left side, but none in the midline. 
Vaginal examination showed that the mass was probably a uterine fibroid, about 
the size of two closed fists. There seemed to be some involvement of the left adnexa 
also. The blood count showed 7,000 white cells and 75 per cent polymorphonuclear 
leucocytes. 

Operation was performed Pebruary 28, 1920. Under ether anesthesia, the 
abdomen was opened through a midline incision extending from the unbilicus to 
the pubes. The uterus was small and atrophic, situated a little to the right of the 
midline deep in the pel-vis. The pelvis was filled for the most part by a firm, smooth, 
spherical mass occupying the position of the left ovary. There was some free 
fluid in the abdominal cavity. A supravaginal hysterectomy and left salpingo- 
oophorectomy were done in the usual way. The appendix was removed as an in- 
cidental measure and the abdomen closed in layers. The patient was in good 
condition at the end of the operation. 

Present Illness. — About a year ago, before her present admission to the hospital, 
the patient first noticed a definite tumor mass in the form of a small ‘'Imot-like” 
affair in the right iliac region. Two months prior to admission there was a sudden 
increase in the size of the tumor, and since that time it increased in size alarmingly. 
The patient states that her loss of weight began four years previously, following 
the abdominal operation, and as before noted, she thinks the operation left her 
ndth a "bad heart.” 

Preoperative Eistorp . — Shortly after admission the patient developed an upper 
respiratory infection which finally involved the trachea and upper bronchi. This, 
and the heart condition (due to increased thyroid activity of mild degree) delayed 
operation until January 6, 1925. 

Operation . — Operation was performed on January 6, 1925, under gas-ether 
anesthesia. Through a midline incision the tumor mass was exposed, which al- 
though in the pelvis, was not attached to the pel-vic organs but was encased in the 
abdominal mesentery. The mass was about eight inches in diameter, rounded 
in form, and was in the mesentery of the transverse colon. Its mesenteric attach- 
ment was about three inches in extent; it was so intimately connected to the 
colon that it appeared as though it might be a part of that viscus. It was found 
however, that the tumor could be dissected free from the colon without seriously 
lessening the blood supply; therefore, it was not necessary to resect any portion 
of the bowel. After freeing the tumor from the colon, numerous bleeding points 
were ligated, and the site of the attachment of the tumor to the colon and 
mesentery was closed with running, interloclring, plain No. 1 catgut sutures. Care- 
ful exploration of the abdominal organs revealed no other abnormality. The abdomen 
was closed in the usual manner. 

Postoperative History . — The patient was returned to her room in splendid condi- 
tion. Postancsthetic nausea and vomiting were slight and had subsided entirely 
at the end of ten hours after operation. With the exception of slight gas pains 
and slight cough, which developed on the fifth day, convalescence was uneventful, and 
she was sitting up in a chair on the fourteenth day after operation. She was dis- 
charged from the hospital on January 30 in excellent condition. A letter received 
from the patient on September 24, 1925, reports her condition as good. 

Gross Specimen . — Tlio tumor measured 130 mm. in diameter; its v, 'eight was 3.5 
pound'. Its attachment to the colon measured CO mm. in length and 5 mm. in 
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mdtli. The surface of the tumor was well supplied witli blood vessels. There •were 
cysts 20 mm, in diameter in the form of nodules on the surface of the mass. The 
contents of the cyst consisted of a yellowish, gelatinous material mixed with blood. 
The cyst was made up of multiple membranous cavities. 

2ficroscoptc.— Tlie walls of the cyst were thin and composed of a cobweb-lpce 
deeply pink staining connective tissue, poor nuclei and moderately infiltrated with 
patches of small round cells, mixed with infrequent groups of polynuclears. Oc- 
casionally in the smaller cysts one made out an endothelial lining, but the larger 
cavities were quite uniformly bare. The blood vessels were numerous, large, and 
without walls except for the endothelial lining. DifEerential stains failed to show 
smooth muscle. 

Etiology . — The pathogenesis of mesenteric cj^sts has not been satis- 
factorily determined. Histologic examination of cyst contents and 
tissues removed at the time of examination has failed to disclose whether 
the cysts arc of embryonic origin or the result of degenerating lympli 
glands; whether they are ruptured or dilated lymph vessels or dilated 
laeteals, or whether tlie}'' originate in the intestines, hlost -observers 
think the cause is a degeneration of the lymphatic glands, the efferent 
vessels being closed and thus giving rise to a retention cyst. The tumor 
grows between the layers of tbe mesentery, and may contain from a few 
drams to a quart or more of fluid. Carter*® saj-s, "There is no doubt 
that many, if not most, of these true cysts are embryonal in origin; 
others may arise from Meckel’s dh'erticulum, or from sequestration from 
the bowel during development; also obstruction to the lymphatics or 
laeteals may result in cj^sts in certain cases.” Porter and Moynihan be- 
lieve that these cysts have a multiple origin. Benedict, who analyzed 
a series of 97 cases of mesenteric cyst, found them about equall}^ divided 
as regards sex. Tlicy were found in patients of all ages, ranging from 
one to eighty years of age. In this series of 97 patients, 60 recovered, 
14 died after operation, and in 12 cases the diagnosis was made at 
necrop.sy, sometimes after many years’ duration and sometimes after 
death due to other causes. 

Symptoms . — There are no signs or symptoms w-hieh are pathogno- 
monic of mesenteric cyst. According to Porter, pain is more frequent 
with this condition than with any other tj^pe of abdominal tumor. A 
history of repeated attacks of abdominal pain associated frequently with 
vomiting, and often A’idth alternating periods of diarrhea and constipa- 
tion, is considered significant. These attacks, in Carter’s opinion, are 
pre.sumably due to increased peristalsis in an effort to overcome the 
narrowing of the bowel produced by tbe encroachment of the cyst upon 
tlic lumen of the gut ; they may also be due to attacks of partial volvulus. 
Shands says that if the disease has any characteristic symptoms it is the 
presence of a cystic abdominal tumor, centrally located, and possessing 
an unusual degree of mobiHty. Carter agrees that these tumors are 
characterized by their extreme mobiHty, both laterally and also to a 
lesser extent, longitudinally. This, however, does not applv to a tumor 
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completely filling tlie abdominal cavity. He points out further that 
the cyst is frequently surrounded by an area of gas-filled bowel, which 
gives a resonant note on percussion; occasionally a loop of bowel may 
cross the anterior aspect of the cyst, giving rise to a band of resonance 
surrounded by a dull area. The x-rays may be of diagnostic value in 
certain cases by showing the relationship of the tumor to the lumen 
of the bowel and the amount of narrowing from pressure. 

There can be no question that the diagnosis of mesenteric cysts is 
difficult in view of the fact that no case has been recognized with cer- 
tainty previous to operation or autopsy. Small cysts may give rise to 
no symptoms whatever. Under these circumstances, acute appendicitis, 
volvulus, intussusception, rupture of a peptic ulcer, cholecystitis, rup- 
ture of an ectopic pregnancy, in fact, anj’^ or all acute abdominal con- 
ditions must be considered, as any of these conditions may be so closely 
simulated that preoperative diagnosis is quite impossible. 

Treatment . — The treatment of mesenteric cyst, as of any other acute 
abdominal condition, is operative. There are five operative procedures 
which may be adopted : (1) Aspiration; (2) marsupialization; (3) in- 

cision and drainage; (4) enucleation, and (5) resection of the bowel, if 
this viscus is affected, together with excision of the cyst. 

Aspiration is mainlj’’ applicable in early cases. Drainage is usually 
employed after preliminary incision or spontaneous rupture. Mar- 
supialization is indicated when the cyst cannot be readily enucleated or 
excised. A review of the cases in which this procedure was adopted 
showed that recovery usually followed. The mortality does not seem 
to be dependent upon the method employed, but rather upon the essen- 
tial features of the case, or the superior advantages of modern surgery, 
especially with regard to sepsis. 

CONCLUSIONS 

1. Mesenteric cysts are still sufficiently rare to justify the reporting 
of all cases. 

2. These cj'sts should be studied with relation to their attachment and 
the histogenesis of their enclosing membrane rather than from the 
standpoint of their cystic contents. 

3. There is no S 3 ’'mptom or set of sj'mptoms which is pathognomonic 
of mesenteric cyst. They may be simulated by any acute abdominal 
condition. In their earlier stages these cysts are more mobile than most 
other abdominal tumors. 

4. The treatment is operative, — aspiration, incision and drainage, 
enucleation and resection of the intestine (if necessary') j or marsupial- 
ization. 

5. The prognosis is good. 
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Department of Maternal Welfare 


Conducted by Fred L. Adair, M.D. 


MEETING OF THE JOINT COMMITTEE, WASHINGTON, D. C., 

]\IAT 3, 1925 

T he cliairman, Dr. Fred L. Adair, presided and presented tlie fol- 
lomng report: 

During the past year the committee has had about two hundred dollars available 
for expenses; fifty dollars of which was received from the American Gynecological 
Society, fifty dollars from the American Association of Obstetricians, Gynecologists, 
and Abdominal Surgeons, and one hundred from the American Child Health Asso- 
ciation. This amount has been expended for postage, stationery, and a small amount 
of clerical help. 

An attempt has been made to get in touch with all the county, district, and 
state Medical Societies in the TJ. S. A. with the idea of stimulating greater interest 
in improving the conditions surrounding maternity and early infancy. To that 
end the follomng letter was sent to the secretaries of these different societies. 
Tliesc letters were all prepared, the envelopes addressed, and sent to the members 
of the committee, who forwarded them with, in some instances, personal letters in- 
closed to the various secretaries in the states which were assigned to the committee 
members. A copy of the letter is as follows: 

Dear Doctor: 

We are communicating with you as the secretary- of your Medical So- 
ciety because we feel that the conditions surrounding maternity and early 
infancy are not as good as they might be. 

We feel that these conditions can be definitely improved with a lessen- 
ing of the mortality- and morbidity- of mothers and infants. We are cer- 
tain that mcdic.al men and organizations can do a great deal to accomplish 
this saving of life and preserving of health .among the mothers and infants 
of this country-. 

It is our belief that the members of the medical societies should have 
their attention called to these conditions and that the programs of the 
meetings should include more papers and clinics on one of the fundamental 
but rather neglected branches of mcdic.al and surgical practice. It is hoped 
that in this manner the practice of medicine and surgery- as it affects 
mothers and infants can be definitely improved. 

We arc ^-rilling to help you .and others carry put such .a program, and 
ask the earnest consideration of those points by- your organization. We 
are willing and glad to assist in c.arrying out .-i program which is c.'ilcu- 
latod to increase obstetric knowledge and improve the practice among the 
medical profession. 

If we can acsist in securing speakers for your society or help in any 
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other wiy, kindly notify one of the members of this committee who will be 
glnd to be of assistance. 

Dr. George W. Kosmak, New York City, N. 1. 

Dr. Henry Schwarz, St. Louis, Mo. 

Dr. George Clark Mosher, Kansas City, Jfo. 

Dr. M'. C. Danforth, 35vanston, 111. 

Dr. Frank W. Lynch, San Francisco, Calif. 

Dr. Eobert L. DcNormandie, Boston, Mass. 

Dr. Ealph IV. Lobenstine, New York City, N. Y. 

Dr. Fred L. Adair, Minneapolis, Minn. 

All the states have been assigned to difTcrent members of the committee. The 
irrc.^ent assignment being as follows: 

Dr. DcNormandie, l^lainc, Ehodc Island, Ma.ssac.hnsetts, New Hampshire, and 
Vermont. 

Dr. Danforth, Illinois, Indiana, Iowa, Ohio, Nebraska, and Wisconsin. 

Dr. Kosmak, Pennsylvania, Virginia, West Virginia, South Carolina, ^Mississippi, 
and Connecticut. 

Dr. Lynch, California, Arizona, Nevada, Oregon, Idaho, and New Me.xico. 

Dr. Lobenstine, Delaware, North Carolina, New Jersej', Florida, New York and 
Maryland. 

Dr. I^Ioshcr, Michigan, Arkansas, Jlissouri, Kansas, Oklahoma, and Tc.xas. 

Dr. Schwarz, Alabama, Colorado, Georgia, Kentucky, Louisiana, and Tennessee, 
Dr. Adair, Minnesota, Montan.a, North D.akota, South Dakota, Utah, Washington, 
Wyoming, and the District of Columbia. 

Each committeeman is endeavoring to secure some prominent obstetrician in 
each state who will take charge of the program to develop better obstetric practice 
among the physicians of his state. The committee has not attempted to do any 
work with the laity but desires simply to reach the medical men and attempt by 
this means to improve the everyday obstetric practice. The committee rc.alizes 
that the necessity for tliis is not cqu.illy great in every state but is of the opinion 
that each and every state presents situations which are capable of improvement. 

The committee at this meeting, which was well attended (only two members 
being absent), decided to push on further with its activities. In order to develop 
this program certain resolutions were drafted for consideration by the constituent 
sociotie.s. 

T. Ee.solved that the Chairman of the Joint Committee be directed to communi- 
cate with the Eockefcllcr .and Carnegie Found.ations for the purpose of securing 
for this Committee an annual appropriation to further its etTorts to develop edu- 
cation in Maternal Welfare among physicians in this country according to its 
adopted program. 

ir. Inasmuch as considerable controversy 1ms arisen in various quarters with 
reference to the theoretical education of nurses in ho.spital training schools, it is 
resolved that there be formulated by the Joint Committee on Matern.al Welfare a 
uniform syllabus of lectures in obstetric.s, which shall meet the essential and neces- 
sary Tcquiremcnts of this subject. 

HI. It is resolved that as a measure to promote better care of pregnant women, 
with a corresponding rednetion of maternal and infant morbidity and mortality due’ 
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to septic infection in hospital practice, the Joint Committee on Maternal Welfare 
advocates a detached and separate maternity service with its own personnel in all 
general hospitals admitting pregnancy cases and also recommends as an ultimate 
ideal that phj'sically separated buildings be provided for this purpose when practical. 

George W. Kosmak, M.D. 

Henry Schware, M.D. 

George Clark Mosher, M.D. 

W. C. Danforth, M.D. 

Frank W. Lynch, M.D. 

Kobert L. DeNormandic, M.D. 
Ealph W. Lobenstine, M.D. 

Fred L. Adair, M.D., Chairman. 



Society Transactions 


AMERICAN ASSOCIATION OP OBSTETRICIANS, GYNECOE- 
OGISTS, AND x^BDOMINAL SURGEONS 
THIRTY-EIGHTH ANNUAL MEETING 
HOT SPSINGS, FA., SEPTEMBER 16, 17 AND 18 1925 

Dr. Asa B. Davis op New York, Presiding 


Symposium on Appendicitis 

Five Kinds of Chronic Appendicitis, by Dr. Robert T. IMorris, New 
York City. (See page 180.) 

Chronic Appendicitis Considered from the Clinical and Pathologic 
Standpoint, by Dr. Arthur E. Hertzler, Halstead, Kansas. (See 
page 155.) 

Appendicitis in Pregnancy, by Dr. G. D. Royston, St. Louis, Mo. (See 
page 184.) 

Right Rotation of the Appendix from Congenital Bands as a Factor 
in the Etiolog'y of Appendicitis, by Dr. John IT. Ontland, Kansas 
City, Mo. (To be published in volume of Transactions.) 

DISCUSSION 

DR. CHARLES GORDON HEYD, New York City. — ^^Vo must lie surgical funda- 
mentalists and accept much of the pathology of chronic appendicitis on faith. It 
seems to me, however, a mistake to visualize the appendix as a single isolated organ 
with a symptomatology of its own. Wo should rather view the infected appendix 
as an irritated viscus that interferes with the harmonious action of the entire 
gastrointestinal tract, , 

A number of years ago wo had occasion to tabulate the so-called “cures” of 
chronic appendicitis by appendectomy. We were greatly surprised to discover that 
those cases in which the appendix was removed for simple, localized, right sided 
pain were not cured, but the cases that had appendectomy for symptoms referable 
to the upper abdomen and in which there was no demonstrable pathology in either 
the gall bladder or the stomach were almost invariably cured. We have long ceased 
to hold to the term chronic appendicitis. It was interesting in this tabulation 
to find that there was almost universally a history of a previous attack of pain 
which could be logically interpreted as an acute attack of appendicitis. 

In any broad review of the symptoms of disturbed function of the gastrointestinal 
tract we must look upon the alimentary tract as a living, muscular tube. If there 
is a disturbance in the course of this tube manifestations of irritability occur above 
and, below the point of irritation. Let us conceive that we have a rubber tube 
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filled ■with water and that we hit it a sharp blow in the middle. From the place of 
impact there follows a wave of impulse appearing at either end of the tube. In 
like manner if there is an infection resident in the appendix it represents a focal 
infection and may express itself in irritability of the colon below or the small 
intestine and stomach above. Many an irritable colon has been cured by an ap- 
pendectomy, because the irritating focus at the juncture of the large and small 
bowel has been removed. The stomach and large bowel are essentially the mouth- 
pieces for disturbances of function in the course of the alimentary tract. Under 
normal conditions of health the movements of the gastrointestinal tube are below 
the threshold of consciousness of the individual. The muscular or mechanical func- 
tion of the intestinal tube is independent of nerves and nerve centers, yet wc 
have eight focal or nodal points throughout its course that are capable of modifjnng 
the intrinsic muscular movement of the digestive tube, just as the bundle of His 
of the heart determines the rhythm and regularity of cardiac action. 

At certain points in the alimentary tract we find definite specialized collections 
of nerve tissue which Keith has described and which behave in every way similar 
to the nodal tissue in the heart. Four of these nodal points are definitely established 
and four others may be surmised with reasonable certainty. Seriatim they are: 
(1) at the junction of the pharjmx and esophagus, (2) at the cardiac orifice, (3) 
just beyond the pjdorus near the ampulla of Vater, (4) at the duodenojejunal 
flexure, (5) the ileocecal sphincter, (G) about the midpoint of the transverse colon, 
(7) file junction of the pelvic colon and rectum, and (8) within the anal ring. 
The muscular activity of the tube is dependent, therefore, upon an intrinsic rhythmic 
tone with autonomous contractility and hence the contracting of any portion of 
the intestine will depend upon its tone, conductivity, irritability and intrinsic 
contractile rate. All muscular activity is influenced, in a large degree, by the 
available blood supply. Inflammatory processes are associated with hyperemia 
and local coll life or the intrinsic metabolism of the cell is accelerated by near-by 
inflammatory processes and hence one would expect in any inflammatory condition 
in the region of the cecum an increase in the irritability of the small intestinal 
tract above the point of inflammation. 

Tlic appendix participates in muscular contraction as does the rcinaiiidcr of 
the intestinal tract and one may assume that the appendix must have a bowel 
movement the same as tlie intestinal tract and the inability of the appendix to dis- 
charge its contents into the cecum can be accepted as evidence of stasis with or 
Avithout changes in the appendix. 

The appendix stands in anatomic relationship to the upper abdomen in three 
distinct ways: (1) by continuity of peritoneal tissue, (2) by the canalicular 
association of the lymphatics, and (3) by direct transportation of material through 
the ever widening tributaries of the portal veins. The fact that the liver is inter- 
posed between the portal system and the general circulatory system, would result 
in the liver receiving the main insult from any deleterious material, biotic or 
chemical that might be absorbed or conducted to it by the portal system. 

In the courso of our studies on the liver in relation to chronic abdominal in- 
fection, wc were surprised to note the frequent association of various degrees of 
hepatic change in the presence of chronic abdominal infection. IVe undertook to 
determine whether, in undoubted cases of so-called chronic appendicitis there wa.s a 
definite and sequential ch.ange in the liistology of the liver. A chronic.ally infected 
appendix was construed as one that sliowed either polymorphonuclear or round- 
cell infiltration, together with varying degrees of fibrous tisme hjqicrplasia or 
obliteration by fibrous tissue replacement. The appendix, in the ca'cs representing 
our study, was the only organ at fault, and was proved to be the cause of the 
symptoms of which the patient complained. All the cases were without gastro- 
intestinal ulceration and without any demonstrable disease of the gall bladder. 

We occasionally removed a section of the right and left lobes of (he liver in 
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cases of undoulited clironic appendiceal infection. We found, on histologic examina- 
tion of the stained liver sections, a uniform tendency toward the production of vary- 
ing degrees of interstitial hbrosis. This fibrous tissue l^erplasia and replacement 
was preponderantly disposed in one group of cases about the periportal fields and 
in the other group of cases about the biliary fields. Clinicallj’’, the chronicity of the 
process in the appendix, and apparently the degree of infectivity and virulence 
were essential factors in the hepatic response. Tn the mildest type, the liver changes 
were represented in the irregular intermingling of fibrous tissue with the columns 
of liver cells, together with an infiltration in the newly formed connective tissue. 

With regard to the course of the Ijunphatics from the appendix to the upper 
abdomen we can define a series of hyperplastic glands from the ileocecal angle 
up to the second portion of the duodenum. If we inject the lymphatics of the 
omentum, we will find the terminal distribution of the dye in the subpyloric glands 
just beneath the pylorus. So constant has been the finding of hj^jerplasia of the 
subpyloric glands in chronic appendicitis that we have been able to predicate a 
chronically diseased appendix by certain signs that are demonstrable upon opening 
the abdomen in the region of the pylorus. These gastric stigmas of the chronically 
diseased appendix may ordmarily be observed in the course of an upper abdominal 
laparotomy. The signs are distinctive and taken together predicate a diseased ap- 
pendix. They are: (1) a tumultuous contracture of the antral portion of the 
stomach, (2) hypcrvascularization of the pylorus and antrum, and (3) hyperplasia 
of the subpyloric glands. These lymph glands are three to four times the size of 
the normal, pink in color, do not show bacteria on culture and invariably are 
hyperplastic, and (4) the finding of a thin, web-like membrane, much like a spider’s 
web, thrown about the pylorus. These four distinctive signs we take to be the 
gastric stigmata of chronic appendicitis and we believe that they are always 
present in the so-called pyloric sjuidrome of chronic appendicitis. 


DR. WM. EDGAR DARNALL, Atlantic City, N, J. — believe there is a dis- 
tinct relation between the rotation bands and adhesions and what we used to call 
chronic appendicitis. 

Dr. Heyd has very clearly pointed out the difference between what is diagnosed 
as chronic appendicitis, — pain and rigidity in the lower right quadrant, and that 
other group of symptoms which affect the stomach and the gall bladder region. 
He has also stated — and I agree with him — ^that those cases that were operated 


upon for upper abdominal sjmiptoms were almost invariably cured, and that 
those cases that were operated upon for simple pain and rigidity and some other 
symptoms in the lower right quadrant were not cured. My observation has been 
that most of these cases where we used to operate for chronic appendicitis because 
we found rigidity and pain in the lower abdomen, making a two inch or an inch 
and a half incision and taking out the appendix which seemed almost normal, were 
not cured. Is it the appendix that is at fault, or is it tlie type of patient? Nearly 
all of those cases, it seems to me, belong to that group of patients with prolapsed 
kidneys and stomach, upper rotation of the colon. Lane’s kinks, Jackson’s mem- 
branes, and Treves’ bands. Several years ago I used to feel it my duty whenever 
I had a case of that kind to go very carefully over it, relieve all the intestinal 
stasis and clean up all the bands. In a number of those cases we got very good 
results; in some of them wc did not, as the bands would reform in new locations 
and the general abdominal ptosis still persisted. ’ 


But, as a matter of fact, it seems to me that the thing that we have been calling 
chronic appendicitis is not so much a matter of the appendix itself as an organ 
because often those appendices after being removed seem to be almost normal, but 

right side which is mixed up rvith certain types of adhesions 
unL^ folds most of which I suppose are now considered congenital, and 

unless we can prove by roentgen-ray studies and other methods of observation just 



250 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


exactly what we have there, simply taking out the appendix and not looking for 
obstructive folds and bands, — at least those that are making trouble, — ^^vill not 
give us satisfactory results. The patient will have just as much pain and discom- 
fort and, in her own language, she feels that her appendix has not even been re- 
moved. 

DE. LOUIS E. PHANEUF, Boston, Mass. — In connection with appendicitis in 
pregnancy, Dr. Eoyston has emphasized some very important points, namely, lack 
of abscess formation, and a tendency to general peritonitis. In the late cases we 
find gangrenous ruptured appendices, frequently with beginning general peritonitis 
because of this lack of localization. One measure which saves a number of lives 
should be mentioned, and that is the question of enterostomy, usually cecostomy, 
in connection -ndth appendectomy. A purse-string suture of catgut is placed around 
the base of the appendix; the appendix is removed, flush with the cecum; a No. 
28 French catheter is introduced into the opening, secured to the edge of the wound 
with a stitch of catgut, and the purse string is tied. A second purse-string suture 
is usually used to make the catheter more secure in the intestine. This catheter 
is allowed to come out through a stab wound, and the abdomen is drained by means 
of a cigarette drain through the primary incision. I was led to use this method 
after seeing five advanced cases of peritonitis following ruptured appendices in 
connection with pregnajicy during my house surgeon days. All five women died of 
general peritonitis within a short time after operation, an appendectomy and drain- 
age having been done. I have saved a number of lives of late years by resorting 
to a cecostomy; I probably have done ten such operations, the last one having 
been done within the last six months. The patient had a gangrenous appendix 
with beginning peritonitis and was six months' pregnant. An appendectomy and 
a cecostomy were done; the fecal fistula healed spontaneously in three weeks and 
she was delivered at term normally. All the other patients miscarried. 

This operation permits us to do three things: control distention, drain the bowel, 
and put glucose solution directly into the bowel. With the introduction of 
glucose solution at intervals, after two or three days, a spontaneous bowel move- 
ment usually occurs, and the intestine takes on its normal function. I believe that 
in advanced cases this method has great value. 

DR. STEPHEN E. TRACY, PiiiLADELriUA, Pa. — The first essayist told us we 
have five types of chronic appendicitis; the second states there is no such thing 
as chronic appendicitis. Doctor Heyd has demonstrated that removal of the ap- 
pendix cures many patients of upper abdominal symptoms. 

I would like to cite two cases which we have operated upon within the last 
week. One patient was l)olwecn four and five months’ pregnant, showed marked 
tenderness in tlic right side of the abdomen and the urine was loaded with pus. 
My associate made a tentative diagnosis of pyelitis and appendicitis and she was 
treated for nearly four weeks. On my return to the city, examination showed acute 
tenderness in the right iliac fossa. Cystoscopic examination showed the bladder 
to be normal. Cultures from tlie kidneys were negative and the urine was free of 
pu'. We made a diagnosis of appendicitis and removed the organ. At operation 
the appendix was found injected, thickened and there were recent adliesions, not 
congenital bands, between the appendix and the wall of the ceeiini. The operation 
cleared up the symptoms, I would like to know how Doctor Ilertzler would classify 
thi« ca~e. 

Tl-.e second eaeo I saw in consultation in hlay. She had a marked pelvic pori- 
tosiitis. The pelvic organs were one solid inflammatory mass. One doctor who saw 
tilts patient two years before, claimed she had appendicitis at flint time. Another 
doctor claimed she had pyosnipinx. We treated her conserv.alii'ely until she re- 
cnve,rcd from th.e acute symptoms; discharged her from the hospital and rccorn- 
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mended that she return in September. At tliis time examination showed adherent 
appendages with an extremely sensitive point immediately behind the cervix uteri. 
It was then recommended that she be subjected to operation. When the abdomen 
was opened the fallopian tubes were found to be edematous and adherent, but 
patulous, and I believe they will fully recover. The appendix was adherent do\yn 
under the edge of the sigmoid which was pulled to the right side, and at the tip 
of the appendix wliere it was adherent, there was a concretion about 2 cm. in 
length. The appendix was not injected except about the region of the concretion. 
I -would like to know how Doctor Hertzlcr, -ivould classify this case. 

Doctor Royston gave us an excellent presentation of gestation complicated by 
appendicitis. We all agree with practically everything he said. There is no doubt 
that appendicitis in the presence of a gestation is a serious complication and the 
pathologic progress is extremely rapid in its development ; just as it is in children. 
Therefore, I feel appendicitis during gestation is a surgical condition from the 
moment of its first symptoms. Our results of operations in these cases have been 
most satisfactory. I am inclined to believe that the high mortalities recorded in 
the literature are from the statistics of a time when the mortality in all classes of 
appendicitis was much higher than it is at present. 

DR. GORDON K. DICKINSON, Jersey City, N, J.— Whereas the statement is 
given out broadly that chronic appendicitis does not exist, so I am teaching my 
internes that we have, specifically speaking, no such thing as acute appendicitis; 
that any man who operates should think pathologically, and that every time the 

appendix is diseased, no matter in what foi-m, the entire organism more or less 

responds. I find that the liver is almost always affected in addition to the ap- 
pendix, and when I say that there is no such thing as acute appendicitis I mean 

that tlie pathology is not local. It is a moving condition and every organ in the 
body responds more or less, generally the liver, sometimes there is a myocardia, 
often the spleen is involved. If we want to treat our patients properly, if we want 
to get the proper viewpoint to hand do\vn, we should not operate for appendicitis- 
alone, but ever keep before us the fact that it is a general pathology. 


DB. JAMES E. DAVIS, Detroit, Mich. — 1 think we can all conclude that the 
appendix is an organ of very great liabilities. One liability has perhaps not been 
emphasized sufficiently, namely, the decidual type of organ. Perhaps because of 
tliis very fact operators remove it, and for no other reason, just as the tonsils are 
removed and as teeth are removed. Any one who lias worked in pathology rvill 
Imow that any number of tonsils are removed where there is no pathology present, 
and also that there are a great many appendices removed -where there is no demon- 
strable pathology. Possibly the same is true of teeth. 

Besides the decidual changes there are, of course, the changes duo to infection. 
These have been sufficiently emphasized, but there is a liability to a particular type 
of change met with very frequently, namely, that of fecal stasis. As you routinely 
receive appendices ’for examination you are impressed more and more with the 
number that show only fecal stasis. 


I cannot agree with Dr. Dickinson that there is no true appendicitis, because 
when there is fecal stasis or fecal concretions definitely obstructing the lumen of 
the appendix, a clear-cut local infiammation, gangrene, etc., may follow. 

As to the chronic changes, there is no good and sufficient reason why we cannot 
have a chronic infection in this type of tissue just the same as we have chronic 
infection elsewhere. If you are going to rule out chronic infection here you should 
do It elsewhere. The difficulty arises in the recognition of what can be called 
a chronic change, and this is because it is a decidual type of organ. Very often 
this organ-will undergo ordinary arteriosclerotic changes. The changes may process 

quite rapidly and I see no reason why there should not be definite symptoms if 
the changes are very rapid. ^ 
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As to the classification, the only way that I can see whereby we can reach safe 
ground is by correlation of the data concerning the case, which has been sufiiciently 
emphasized. If this is not done, the pathologist surely cannot make decisions 
that amount to very much in those cases that may or may not be chronic changes, 
or that may be simply decidual changes. And again in the ease of stasis there 
may be partial atrophy as a direct result of pressure from the static condition and 
which %vill give the same picture as the inflammatory changes. The other day 
I examined an appendix and felt sure from the gross appearance that it was an 
adenocarcinoma, but at the microscopic examination I was quite surprised to find 
a well-marked example of tuberculosis, with a great increase of the lymphoid tissue 
and the other classical conditions. I am very sure that the gross picture I had in 
this case and the picture we usually get in adenocarcinoma, might be said to be 
identical. This will point to one ease where it was difficult to have decided this 
question upon arbitrary lines of diagnosis by the gross examination alone. We 
can. only decide it after lines are drawn with careful correlation w’ork in the 
clinical, gross, and microscopic examinations. 

DR. MORRIS (closing). — Of the five kinds of chronic appendicitis that I men- 
tioned, two are infective lesions and three are irritative lesions. Malignancy would 
make a sixth kind. That probably, however, does not belong to appendicitis as 
regards classification. 

DR. HERTZLER (closing). — Referring to Dr. Heyd’s remarks, I would suggest 
that some degree of caution is required in accepting his findings. Such groups of 
cells have been repeatedly described and ascribed to various causes. They are found 
in persons dying from accidents. 

DR. ROYSTON (closing). — I must plead guilty to Dr. Hertzler’s charge of 
making a diagnosis mainly on the presence of localized tenderness. Often the 
magic touch in the diagnosis of appendicitis is most helpful, in fact, essential. I 
do not believe that we should wait for symptoms referable to the upper abdomen. 
The very tender localized spot in the right flank is, I think, the only symptom of 
practical value so far as appendicitis in pregnancy is concerned. 


Symposium on Placental Patholo^ 

Case Report of Prolapse of the Placenta, by Dr. M. Pierce Rucker, 
Richmond, Ya. (For original ai’tiele, see p. 189.) 

Treatment of Placenta Previa Based on 303 Consecutive Oases at the 
Boston Ljdng-In Hospital from 1895 to 1925, by Dr. Poster S. 
Kellogg, Boston, Mass. (For original ai’ticle, see p. 194.) 

Inversion of the Uterus, by Dr. Louis E. Phaneuf, Boston, Mass. (For 
original article, see p. 171.) 

DISCUSSION 

DR. JOHN O. POLAK, Brooklyn, N. Y. — ^Dr. Kehogg-s figures were most im- 
pressive and bring us back to a consideration of the conditions that determine the 
plan of treatment in any case of placenta previa. Basically every case of placenta 
previa must be considered as to the period of pregnancy. What one will do in 
placenta previa at five montlis or six mouths, one cannot do at term. Then the 
amount of blood lost tells something of the condition of the patient. Third, the 
condition of the cervix: a primiparous cervix presents a different condition to the 



AM. ASSN. OnST., GYXEC., AND ABD. SURG. 


253 


multiparous cervix. Again, the amount of dilatation of the cervix and the amount 
of effaccment determine very materially what is to he done. 

We have been treating with very good success our cases of partial placenta 
previa by waiting and vaginal packing, and the mortality has been reduced far below 
what we have had with bag introduction or bipolar version. Where there is an 
area of bleeding uterus alongside of the placenta, control of bleeding follows 
rupture of the membranes and firm packing and these patients will deliver sponta- 
neously. 

The ne.xt consideration is the j)resencc or absence of sepsis. I agree that these 
cases die from rufiture of the lower segment of the uterus, due to the trauma, 
shock and blood loss. Those that survive the sepsis, may die later from embolism. 

We turned over all of the placenta previa cases in three services to one man 
some few years ago, and he did podalie version in every case (63) with two 
maternal deaths. That was the best record we hax'e ever liad and we have not been 
able to duplicate it. 

I am thoroughly in accord witli the doctor in regard to cesarean section in these 
eases of central placenta previa where there has not been a great amount of blood 
lost, where the patient is in good condition, and particularly in the primiparous 
cases or in the multiparous where the cervix is in good condition. Nothing is more 
alarming than the amount of bleeding that one can have in a central placenta 
previa with slight disturbances. This was brought home to me recently. I was 
called in consultation by one of my former students to see a case of placenta 
previa with twins. She had had her initial hemorrhage, had been in bed for several 
weeks and was being nursed along. She had another hemorrhage and ho became 
frightenotl bccau.'-e her hemoglobin had dropped. The picture was typical of a 
I win pregnancy and the story was perfect. I looked very wise and said that 
she ought to be delivered and I would suggest delivering her from above in this 
particular case. Ho asked if I was not going to examine her and I said, '‘Well, 
it rvon’t do much damage to slip a gloved linger in the rectum." I did it and I 
had a deluge. The point is that the history is the diagnostic point. Then, in the 
.second place, never in a case of placenta previa make an examination unless you are 
prepared iminediately to take care of your patient. 

In the marginal cases that are in labor rvith an effaced cervix, the bleeding 
•stops the moment labor pains stop. If we simply pack and let them alone we 
will bo surprised to see how many of them will deliver spontaneously. But a 
cesarean section on a potentially infective case or on one that has been packed or 
on one that has lost a large amount of blood is dangerous. You should transfuse 
the patient and then section her, and it is surprising how the uterus contracts 
down and does not bleed after cesarean section. A few will have to have hysterec- 
tomy performed, but those arc the few that are potentially infected. 


DR. AULES E, PORTER, Fonx W.vyxe, Tsv. — X should like to emphasize the 
importance of deferring transfusions, infusions, etc., until after the possibility of 
a recurrence of the hemorrhage had been effectually overcome. To transfuse an 
individual with a ruptured uterus or something similar,— increasing the blood pres- 
sure before you have stopped the gate out of which the blood is flowing, is not 
under ordinary circumstances a logical procedure, and it is a dangerous one.' 

I would like to emphasize another point. It is not necessary to insist on a 
dmgnio-sis prior to the institution of treatment. The death rate, for instance in 
obstruction of the bowels remains about the same it has been for years and 10 
per cent of that death rate is due to delay, and practically all the delay is due 
to a desire to make a diagnosis. There is an acute lesion present, a woman 
Imcly to die of hemorrhage, and it docs not make any diffeLce whether the 
uterus has ruptured or not. The only thing is to give the proper treatment 



254 THE AjMERICAN journal op obstetrics and gynecology 

learn what, you can after the cure has heen made. All she wants is a cure and 
not a diagnosis. 

I should like to corroborate what the last speaker said regarding the relative 
safety to both mother and cliild of cesarean section in these eases of placenta 
previa. So far as the child is concerned, there is no method any freer from danger 
and the mother’s chances of getting well are more than ordinary. But you cannot 
prove this at the hands of any one man and we must apply that method of treat- 
ment that is best suited to the case we have on hand at the time. 

DR. M. A. TATE, Cincinnati, Ohio. — desire to remind this Society that some 
twenty-four years ago the late Dr. Zinke read the first paper that was ever published 
on the treatment of central implantation of the placenta by cesarean section. At 
that time a terrific storm of criticism arose and no man was more abused for taking 
such a stand. Today the profession at large is almost unanimous that the best 
treatment when the placenta is centrally situated is a cesarean section. 

DR. C. D. ROYSTON, St. Loms, Mo. — Central placenta cannot be diagnosed until 
there is advanced dilatation and if operation is done when the patient first begins 
to bleed, it will be done on many cases that might be controlled easily by packing. 

I would like to ask Dr. Kellogg why tliey do the bipolar version, when we realize 
that the after-coming head is larger than the breech alone, and if we have one 
leg up alongside the breech we have in that case a larger dilatation, and by bringing 
down one leg we can control the hemorrhage satisfactorily and are less likely to 
injure the after-coming head than in cases where both legs are brought down? 

DR. E. J. ILL, Newark, N. J. — ^Thc technic of reducing an acute inversion of 
the uterus seems relatively easy. I happen to have seen quite a few of these cases, 
the last two years ago. It occurred to me that the method I had long ago suggested 
for the reduction of an intussusception of the bowel might do to reduce the uterus. 
We Icnow verj' well that in reducing a bowel we cannot pull at the end for if wo 
do we tear the bowel, but if we put both hands beyond the tumor and keep on 
compressing the distal end of the intussuscepted bowel, reduction is made com- 
paratively easy. The same holds true with the uterus. 

The patient 1 wish to speak of had had several attempts made at reduction by 
a very competent obstetrician. He failed from below. I saw this woman on the 
twelfth day. I opened the abdomen and asked the doctor to push his hand up 
against the uterus so as to steady the organ. I introduced two fingers from above 
until they were beyond the constriction. Then one hand was placed behind the 
mass and the other in front and the fingers firmly brought together below the fundus 
so as to force the mass upward. Tlmt method has succeeded in every case where 
I have tried it. This woman had a baby since without any further difficulty. 

DR. WILLIAM PFJMFFER, Brooklyn, N. Y.— We sliould remind ourselves that 
after version or any other attempted method delivery should be spontaneous. 
It is the liastc that tears the uterus, and the number of ruptured uteri with placenta 
previa .should be very few. 

DR. JAMES E. DAVIS, Detroit, Mich. — I wish to speak of two casc.s. In one 
tliero was a small laceration jus,t above tlie internal os wliich caused the death of a 
multip.arous patient who was delivered in about six and a half hours without an}- 
a-cidnit v.hatover. In fact, she delivered hcr.self, but .“lie began to bleed immediately 
after the third stage was completed and continued to Weed, in spite of all efforts 
put forth to control the bleeding, for a period of about one and .a half hours and 
then died. Its thi« 00*^0 the packing did not stop the hemorrhage becan.^e it did not 
ti-.ach the small area of laceration which was not more than V, crn. long n= .“liown 
at the autopsy. 
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The other case was one of complete inversion which I saw about eight years ago. 
Tl\e uterus was reinverted by manual manipulation and without any incident at all 
in the recovery. The patient had only a very slight degree of sepsis. The restora- 
tion of the tonicity of parts was good and in about two years patient had another 
baby without accident. The cause of the inversion in this case was due to two 
men pulling, one behind the other, in a brutal effort to deliver the child. 

DE. EUGKER (closing). — There have been sixty-three cases of puerperal inver- 
sion reported since Evans’ last paper about three years ago and it is interesting 
to note that if you divide those cases into group one, those that were delivered 
in the hospital; group two, those cases delivered in the home bj' physicians; and 
group three, those delivered bj' midwives, the mortality in group one is zero ; 12. o 
per cent in group two; and 36 per cent in group three. The whole question is the 
question of the prompt treatment of shock and if necessarj', transfusion of blood. 

There is one other factor, namely, the choice of anesthetic in these cases. Dr. 
de Gaudino, in South America is the only one I know of who has used novocaine 
spinal anesthesia for the reduction of the inversion. She had prepared her patient 
to do a Spinelli operation but under the spinal anesthesia, the cervix relaxed so 
much that she was able to manually reduce the inversion. Technically sacral 
anesthesia gives you the relaxation that is necessary, without the risk of an in- 
tradural injection. 

In regard to Dr. Porter’s suggestion, a premature separation of the placenta 
is a different proposition. You may get a prolapse of tho separated placenta oc- 
casionally when tho presenting part does not keep the placenta from prolapsing but 
usually prolapses are complications of placenta previa. A curious thing about 
it, is that when the placenta is normally implanted and prolapses, the cases reported 
have not given the classical symptoms of a premature separation of the placenta, 

DR. KELLOGG (closing). — The inversion of the uterus cases as we have seen 
them in consultation were about tliirty-six, forty-eight or seventy-two hours old. 
I am convinced from the cases that I have seen myself and from the experience 
of my colleagues that manual' replacement of the uterus from below is only ap- 
plicable to cases of inversion discovered immediately after delivery. I am equally 
convinced that the Spinelli and other cutting operations from below are only 
applicable to late cases weeks or months old of chronic inversion, I believe the 
operation of choice in the usual cases seen after some hours is to open the abdomen 
and replace the uterus by a procedure I have never seen described. Tliis method 
is as follows: with an Allis clamp the inverted portion of the uterus and broad 
ligament in the neigliborhood of the two is seized and firm traction made. This 
traction raises some of tlie inverted tissue with another clamp placed along the 
tube. The process is repeated and so on over and over again. At length one cornu 
of the uterus pops out and as it does so the other one slips out itself. This leaves 
the question of what to do with the uterus, and whether to lightly suspend it, let 
it alone, or do a hysterectomy on it since most of the cases run some temperature. 
I should like to have Dr. Polak’s opinion on which of these three methods is the 
best. 

Regarding the question of transfusion in placenta prc\-ia. In a certain number 
of eases a hemorrhage has to be stopped temporarily and the patient gotten into 
condition to deliver subsequently. In that case transfusion before complete control 
of the hemorrhage seems to be necessary. 

As to the question regarding bipolar version, perhaps we used that term 
wrongly. We used it synonomou.sly with Braxton Hicks’ version. When there is 
two fingers’ dilatation the foot is brought down and it is usually technically 
difficult enough to get one without trying to get two, and in addition the theory of 
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the treatment is that a half breech is a better tamponade against the placenta 
than would be the case if you brought dorni both feet, 

Eegarding spontaneous delivery in placenta previa, the fact is that there should 
be few deaths from ruptured uterus. I tried to emphasize in my paper that that 
is what we felt and we have made every effort to make these cases wait. But there 
is evidence from Johns Hopkins and in over 50 per cent of our own cases that as 
far as bags go you do not get full dilatation nor normal delivery. There is the 
added evidence that in a long series of cases the breech is so small in these pre- 
mature babies particularly, that you do not get the necessary dilation for the head 
and the patients do not deliver themselves spontaneously. It is true that theoretically 
there should be few deaths from ruptured uterus but my discussion was that prac- 
tically half the deaths resulted from that cause, 

Eegarding the diagnosis of a complete placenta previa not being possible until 
after some dilatation, practically every placenta previa that I have seen or that 
the records showed in this rather long series of cases, was admitted dilated two 
fingers and if you have nothing but placenta presenting with an actual two fingers’ 
dilatation, it is safe enough to say that one is dealing with a complete placenta 
previa. 

DE. PHAHEUF (closing). — ^In answer to Dr. Eucker’s question as to the in- 
ertia of the uterus, that may be a very much abused term, but it was said to be 
present in all of the cases which I looked up in the literature when preparing this 
material. Whether or not it was present in the case that I reported I do not know, 
as I was not present at the delivery but the attendant made a note in his record 
that it existed. 

The question of anesthesia is necessarily a personal equation. The Europeans 
arc much in favor of spinal anesthesia. I personally am afraid of this because in a 
period of ten years I have lost two cases of vaginoplastic operations and both 
died of cerebral hemorrhage following spinal anesthesia. All done under ether 
recovered. If spinal anesthesia will give enough relaxation to reinvert the uterus, 
it seems to me that ether anesthesia will do as much and in my opinion is less 
dangerous. 

Tho question of transfusion was very important in this case. I feel that the 
woman W'ould not have lived had she not been transfused shortly after tho accident 
was discovered. She was in sufficiently good condition to stand the operation when 
she came to me, without further transfusion. 

Symposium on the Mechanics of Labor 

Indications for Cesarean Section, by Dr. Budd Van Sweringen, Fort 
Wayne, Ind. (For original article, see p, 203.) 

The Occiput Posterior, by Dr. Percy W. Toombs, IMemphis, Tcnn. 
(For original article, see p. 206.) 

The Eelation of the Physiology and Mechanics to the Management of 
Labor, by Dr. W. A. Fowler, Oklalioma City, Olcla. (For oi-iginal 
article, see p. 212.) 

Preparation and Treatment in Labor: Preparation of the External 
Genitalia for Labor, with Iodine-Alcohol. Eeport of 100 Cases so 
Treated, with Bacteriologic Results, by Dr. Burnley Lankford, 
Norfolk, Va. (For original article, sec p. 219.) 
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DISCUSSION 

DR. J. 0. POLAK, Brooklyn, N. Y . — ^In obstetric practise of today, I believe 
that there is no place for high forceps on account of the high fetal mortality that 
results from this method and -which is uncontrollable. 

With regard to -widening the indications for cesarean section, I -\vant again to 
stress the fact that there is a definite operative mortality from cesarean section, 
higher than from ordinary abdominal section. An operator may do a hundred 
abdominal sections, we shall say, for fibroid without the loss of one patient. One 
may even do six or seven liundred and have a mortality at the end of about 1.5 
per cent. There is no one who can do a series of 200 or 300 cesarean sections who 
will not have a mortality of 3 or 4: per cent. There is a mortality that is absolutely 
uncontrollable. Consequently in widening the indications for cesarean section one 
must do so -u-ith a great deal of judicial thought. 

I understood the Doctor to say that the majority of ruptures in the reported 
cases were in the lower section of the uterus. In all the statistics that I have 
ever studied they have been in the upper segment of the uterus. I agree tliat it is 
the position of the incision and the aseptic healing that determines the result; If one 
makes the incision in the median line low down in the uterus, rupture is less likely. 
DeLee told me only recently that in his experience rupture in the low operation in 
recurrence of pregnancy had never occurred. I luiow of no ruptures folloiving 
the low operation. That rupture does occur in about 4 per cent of the cases where the 
high operation has been done there is no question. 

Mention was made of operating on a patient by cesarean, who had previously 
had a drainage procedure on the supposition that adhesions would take place. A 
most amazing thing to all abdominal surgeons is to find that after a suppurative 
appendix where the abdomen is full of pus, if we simply incise the abdomen and 
put in a drain, and open the abdomen again years afterward, we will find no 
adhesions anywhere. It is the clean case that forms adhesions rather than the sup- 
purative case. 

About 75 per cent of all the cases of labor are posterior in the beginning, but 
rotate spontaneously in the vast majority of instances. They divide themselves 
into two classes. Those that engage will rotate and deliver if we give them 
time. In our recent analysis of 2,000 cases of occiput posterior, covering a period 
of something over ten years, 96 per cent of them rotated spontaneously; the in- 
cidence of forceps was 23 in a hundred; and the fetal mortality was 4.2 per cent. 
Now if that can be done by letting the case alone, favoring rotation by posture, 
gi-ring the woman sufficient time, keeping up her resistance, giving morphine and 
scopolamine from time to time and employing forced nourishment, it seems 
to me that manipulation is unnecessary. I believe Potter has contributed some- 
thing to the treatment of occiput posteriors that do not engage. If the pelvis 
is ample these are better handled by version, after the method of Potter. The 
real point in posterior occiputs is that we can do a great deal by posture. In my 
private practice I teach the patient to use the Icnee-chest position, beginning very 
early in pregnancy and continuing right straight through, as an exercise. And I 
have my nurse demonstrate to them just how they shall do it and she has them 
come in every two weeks to see whether they know how to do it, and we’ have found 
a surprising number of cases that have been occiputposterior rotate anteriorly in 
the course of the latter months of pregnancy as a result of routine knee-chest 
position. The lateral prone posture during labor, uuth the woman lying on the 
side toward which the occiput points, increases fiexion and as soon as occiput gets 
into the brim of the pelvis it will take care of itself, if the patient has good pains. 
In the occipitoposteriors that present and reacli the pel-vic floor as such it is a 
conservative process, for nature has adjusted the head in that way with the bitem- 
poral diameter which is narrowest coming under the narrow pubic arch first. 
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These cases only occur in funnel pelves, hence it is better to deliver them as 
posteriors than to attempt to rotate them. We will have less laceration, at least 
that is my experience. 

With regard to the preparation before labor, we have been testing out this 
alcohol-iodine method in one delivery room and mercurochrome in the other for a 
period of a year and a half and our morbidity is a little less in the mercurochrome 
cases, even when numerous vaginal examinations are made. I believe if we use 
soap and water alone we will get about as good results. 

DR. ASA B. DAVIS, New York City. — ^D uring the past thirty-five years in the 
Out-Patient Department of the Lying-In Hospital we have confined something over 
85 000 women. In that time very little change has taken place in the preparation 
for delivery. The external genitals and neighboring region are cleansed with green 
soap and water and then freely bathed with a solution of bichloride of mercury 
one to two thousand. Several years ago a number of our attending staff conceived 
the idea that bichloride or any other antiseptic used for this purpose could be dis- 
pensed with to advantage. The matter was taken up at a full staff meeting and 
discussed-, and it was agreed to give this plan a trial for one month. Very soon 
it was noticed that minor sepsis and morbidity began to appear in our Out-Patient 
Department, and by the end of the trial month there was a unanimous vote that 
we should return to the use of bichloride solution. This has been continued up 
to the present time u-ith good results. The Out-Patient Department rivals the 
In-Patient in the matter of morbidity and complications. 

DR. G. D. ROYSTON, St. Louis, Ho. — I have found the occipitoposterior posi- 
tion in about 75 per cent of cases examined early in labor. Those that come down, 
with practically normal pelvic measurements, where the head stays in the mid- 
pelvis, are the ones that become difficult. 

We have not found that posture made any difference, for sometimes they will 
rotate and sometimes they will not. The thing that we have found of most value 
in having them rotate satisfactorily is to have the head well flexed. If the small 
fontanello is most dependent, it will rotate anteriorly and if it is not the most 
dependent part frequently the occiput will not rotate anteriorly. Rotating these 
heads with forceps is, I believe, a bad procedure. 

DR. J. W. POUCHER, Poughkeepsie, N. Y. — Speaking of the indications for 
cesarean section, I would like to give an experience with two cases. A young 
woman was sent from a country town into the hospital on account of a transverse 
presentation. After labor began, by rectal examination I made out a shoulder blade 
presentation and advised section, which the patient was prepared for, and upon 
higher incision, which I always make, I found a placenta presenting. I delivered 
the child and found a cord about three and a quarter inches long. Patient made 
a good recovery. 

Several years ago I had another rather trying e.xperience with the same sort of 
location, although in this case we had a normal presentation, normal pelvis, and a 
young patient. I was called in after the patient had been in labor several hours, 
on account of the condition of the mother. She was becoming weak and with 
every severe pain she was nearly collapsed. Of course, I advised delivering her im- 
mediately with forceps. Examination showed a head low down, on the first traction 
I made the patient collapsed, stopped breathing. I stopped, took off the forceps, 
resuscitated the mother, then put tlie forceps on again. Tliere was a second collapse, 
and when the third collapse occurred I delivered the head and shoulders and still 
found there was something detainuig delivery. At that time I made a diagnosis 
that the cord was short and thick, but I continued delivery until I got the cord 
down where I could put a clamp on, and then the delivery was easy. The mother 
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made a good leeovery but tlie baby died the next day on account of some injury 
done through traction on the cord. 

These cases seemed to -warrant a diagnosis of short cord as the cause of a 
transverse presentation -which persisted. Of course, not every case that does not 
have the head engage in the pelvis should indicate cesarean section, but I merely 
bring these two cases out in this discussion for a fine healthy baby was lost because 
we did not know -what the indications were. 

DE. EDWAED SPEIDEL, Louisville, Ky. — I n occipitoposterior cases, especially 
in multipara, we often find it of advantage, especially when the uterus is not exactlj' 
in the midline, to place the uterus in the midline and strap it there with adliesive 
plaster then using the postural method to favor rotation, I have preferred the 
position opposite to the one to which the occiput is directed; that is, in the right 
occipitoposterior the patient is placed upon the left side instead of the right, I had 
several instances only lately in which, while making preparations for a forceps 
delivery the patient -was placed in this position and rotation occurred. In multipara, 
with a history of previous ditficult labors, I often find an occipitoposterior position 
with a cervix fully dilated but thick and edematous and the occiput not descending. 
In such cases I put the patient under full anesthesia and deliver by version. 

"With regard to the diagnosis of occiput posterior, the fetal heart sounds are heard 
in the flank — ^the right flank in right occipitoposterior. Tliey are also heard in 
this location for a left occipitoanterior, but the fetal heart sound of an occipito- 
anterior is never heard in the right flank. 

As regards the preparation of the external genitalia for labor, wo take the stand 
that the -vnilva should be shaved and not clipped. I am not very much in favor of 
either an iodine preparation or mercurochrome. Wliere not only the hand but the 
arm passes through the vulva, up to the top of the uterus, — I refer now to version — 
thorough cleansing with green soap irrigation, has been in my experience fol- 
lowed by little or no elevation of temperature and I believe consequently that 
such preparation is quite efiScient. It is well known that in the antiseptic era wo 
douched the vagina as a preparation for labor and then found that our morbidity 
increased, and in consequence we learned to let the vaginal tract entirely alone. 
Wliat we may accomplish by painting the external genitalia with iodine, which is 
more or less irritating, or mercurochrome, I fail to see. 

DE. WM. PPEIFFEE, Brooklyn, N. Y. — ^Y’’e Imow that most right-sided posi- 
tions are posterior and if we make our abdominal examination thorouglily, we hardly 
need an examination through the pelvic outlet, rectal or vaginal, to confirm it. The 
only tiling needed is to feel the location of the sagittal suture, and that can be easily 
done through very little dilation. If the fetus is on the right side the only con- 
cei-rable positions are the O. P. or tltc E. O. A. or E. 0. T. In other words, the 
bisacromial diameter and sagittal suture will remain at right angles, or nearly 
so, to each other. 

In my own practice I have found that manual rotation is of some value at 
times; but I have used the opposite hand from that referred to. In the E. 0. P. 
I use the right hand, and while you may have to get in an awkward position, you 
will succeed better. I think we must interfere sometimes in the interest of the 
baby, when the mother’s condition doesn’t caE for it, but wo have found out that 
cerebral hemorrhage in spontaneous deliveries is not an unheard of thing. If we 
wait too long we may lose some of the babies, or have a serious hemorrhage con- 
front us. 

DE. C. E. HANNAH, Dallas, Texas.— I should like to emphasize one or two 
points. The^ weight of the motlier is a factor in occipitoposterior position. The 
patient who is short, thick and fat frequently has as a complication occipitoposterior 
position. In such patients, we may experience trouble at delivery unless the weight 
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during pregnancy is controlled to not more than twelve or fifteen pounds above the 
standard weight. The prevention of an abnormal gain in weight during pregnancy 
is a prophylactic treatment for posterior position, and in those patients who have 
gained excessively in weight, posterior position should be considered as a possible 
occurrence at the time of delivery. In considering the size of the pelvis, we, at 
the same time, should consider the size of the fetus. The pelvis and fetus should 
be studied in relation to each other, and not separately as is frequently done. What 
is the difference between a large baby and a normal size pelvis, and a small baby 
and a contracted pelvis? Mechanically, they are about the same. Petometiy' is as 
necessary as pelvimetry and should be studied and practised. If the fetus is 
diagnosed as excessive in size, then indication of labor should be considered, for we 
most frequently find occipitoposterior position complicating the delivery of the 
excessive size baby. 

DEr. EDWIN P. SLOAN, Bloomington, III. — ^Down in our part of the country 
three-fourths of the mortality from cesarean section is attributed to the fact that 
the physician in charge has delayed the operation beyond the time at w'hich it should 
be performed because he is afraid of that particular operation. Now, Dr. Polak 
compared the mortality statistics of cesarean section with those of other abdominal 
sections which are usually elective operations, the good risk patient having been 
prepared for operation. I think that if he would compare Ms mortality rate 
with the mortality of emergency abdominal sections for other indications in patients 
who are as bad risks as patients usually are when they come to cesarean section, 
he would probably find that the mortality rate in those cases would be forty per 
cent against his only four per cent mortality in cesarean section. 

The operation of cesarean section in itself is not very dangerous. Tire danger 
lies in the condition of the patient wdicn brought to operation. In fact, the patients 
that I have known of, w'ho have died, have been those who were operated upon 
while in extremis and cither died on the table or nuthin an hour. It seems to mo 
that by stressing the danger of cesarean section we are increasing the mortality 
rate by delajdng the operation, by encouraging doctors to wait and try evcrytliing 
else and then if they see that the patient is going to die within two or three 
hours, rush her to the hospital and have an attempt made by cesarean section 
to save her life. I am sure that in our part of the country it will save the lives 
of some mothers and babies if more stress is placed upon the early diagnosis of 
the necessity for cesarean section and less stress be placed upon the supposedly great 
danger of the operation itself. 

DR. POLAK. — I said the mortality in cesarean section was about 3 per cent; 
that is, in the cases done early, tlie elective cases. If we take the late cases, the 
mortality will run from 14 to 20 per cent. 

DR. EDW'IN P. SLOAN, (continuing). — Answering Dr. Davis, I thought it 
would be obvious why these cases died so soon. Tlic majority of cases that we 
see aro apparently in almost a dying condition, and the cesarean section was done in 
an attempt to at least save the life of the baby. A great many of our cases arc 
in shock, have puerperal eclampsia, etc., and are not brought in until it is apparent 
to the neighbors and tlic old women, and especially the minister, that the woman 
is going to die, .and then they submit to cesarean section. A great deal of that 
delay is due to the fear for that particular operation that has been instilled in 
the average doctor in medical college. Nearly cverj’ student is made to believe that 
a cesarc.an section is the most awful and dangerous operation known and should bo 
only attempted in emergencies. So those patients arc often not brought in until 
it is apparent that the patient is going to die in a little while unless relieved. 

The President’s slatcnicnt that babies delivered when the mother is in a 
dying condition usu.nlly do not live long should not deter us from the attempt 
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to save their lives. I know of eleven babies that have been delivered by cesarean 
section performed for the particular purpose of saving their lives, and they are all 
doing well. 

DR. ASA B. DAVIS.— In the case of rupture of the uterus and repair subsequent 
to cesarean section we notice that most of these accidents occur because the 
patient does not appear in the hospital for, sometimes, many hours after labor 
has begun. If such patients had been followed up, admitted to the hospital 
and delivered by cesarean near term, or before the onset of labor, rupture of the 
uterus would not have occurred. Of late years we have found, in the Lying-In 
Hospital, a type of deformed pelvis which is giving us a good deal of trouble. The 
old time rachitic pelvic deformity is becoming rather rare and its place is being 
taken by a distinct type which is difficult to recognize at first. These women are 
usually short and thick set. The lumbosacral angle is well marked and the plane 
of the front part of the pelvis is unusually low. Pelvimetry discloses measurements 
up to or above the ordinary standards. The pelvic bones are thick and heavy, 
resembling the male pelvis. Not infrequently it is impossible to reach the prom- 
ontory, and very often the internal diagonal conjugate is 12 or more cm. One 
such case came under m}' care reporting that she had habitually given birth to 
children weighing twelve pounds or over. All had been instrumental deliveries 
resulting in three stillbirths and two children who died within the first five days. 
I delivered her sixth child, weighing 12% pounds, by cesarean section. It is well 
to do pelvimetry in every case, and to estimate the size and conformation of fhe 
pelvic cavity. At the same time we must remember that in this way we secure 
but one side of the equation. Almost invariably in this type of patient the fetus 
has large cranial bones, thick and heavy, the fontanelles and sutures are small 
and narrow, the head is block-lilte and does not mold readily. In such cases it 
frequently happens that the membranes rupture before the onset of labor and we 
are apt to find a posterior position. The vertex either entirely overrides the inlet 
and does not engage, or a segment setting in like a ball valve gives the appearance 
of beginning engagement. Dilatation is slow and the first stage does not progress. 
No matter what size the passage may be, we must talie into account the size of the 
passenger who is to pass through it, as well as the ' ' moldability ” and possible 
adjustment of the fetal skull. "We find that cesarean section is the safest way to 
deliver the majority of these cases. It is noticeable in obstetric practice that 
abnormalities appear to group themselves. This type of patient is evidently not 
readily recognized and I wish to call attention to it as a type. About two years 
ago, within a period of six weeks, I saw four of these cases in consultation. They 
had been allowed to go on in labor for many hours. There was no engagement. 
Tonic uterine contraction was well marked^ This had not been deemed sufficient 
and pituitrin had been given. In one case the fetal heart had almost ceased. I 
believe all were delivered by craniotomy. At about this time I saw a fifth patient, 
a young healthy primipara who had been in labor for thirty-sLx hours. There was 
marked evidence of fetal distress and the pelvis was blocked by a fibroid tumor. 
These conditions should have been determined and prepared for before the onset 
of labor. 


DE. SWERINGEN (closing).— I think the comparison which should be made is 
that between the mortality rate in cesarean section and the mortality rate in other 
operative procedures for the same patliologic conditions, Tliey might be compared 
perhaps with those cases that need cesarean section but are delivered by other 
means. I don’t believe the mortality rate would compare very unfavorably then 
taking all classes together. ^ ' 

I have not done a high forceps operation for many years and I am very elad to 
know that there are so few of them being done. 
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I I’ceognize, of course, that nature takes care of abdominal adhesions very fre- 
quently, but in the cases I reported, suppurative or gangrenous appendicitis took 
place at the sixth month of uterine gestation and very complete drainage had to be 
instituted. That suppurative process lasted about lour or five weeks, which brought 
the gestation up to about seven months or within perhaps seven or eight weeks of her 
expected confinement. The sui-prising thing in that case was that the adhesions, 
which we knew were there, could bo so well taken care of in the short time before 
labor began. "We were firmly convinced that the uterus would not be able to free 
itself from the -abdominal wall, and yet when wc came to open the abdomen after 
the onset of labor we found that the adhesions, while numerous, were filmy and 
could be broken by the finger. 

DE. TOOMBS (closing). — I tried to emphasize proper prenatal examination and 
to avoid as far as possible the application of forcejis, particularly high forceps. I 
still believe, however, that after a patient has been in labor for some time, the mem- 
branes prematurely ruptured, the uterine wall and lower segment very thin, and 
the uterus tightly clasped upon the fetus, the high forceps operation, after the head 
is engaged, offers a far better prognosis, particularly for the mother, than does 
a podalie version. 

DR. DANKPORD (closing). — I would like to say that there is no reason why 
green soap, which is the obstetrician’s chief aid during the delivery (if you have 
to have an operative delivery), cannot be used after iodine-alcohol or mercurochrome 
is applied to the external genitalia. What we need is a clean field to work through 
and this is just simply an effort to find out whether or not iodine and alcohol 
do give you a clean field. 

The patients are clipped rather than shaved for the reason that tlie shaving itself 
is an uncomfortable process and leaves a great many fine abrasions which will be 
still more uncomfortable after the iodine is applied. The patient’s convalescence is 
much more comfortable if she has not been shaved. 

De. Robert D. Mussey, Rochester ]\Iinn., read a paper entitled 
Observations on the Treatment of Edema of Pregnancy Toxemia 
with Ammonium Chloride. (For oi-iginal article, see page 222.) 

Dr. Lee Dorsett, St. Louis, Dio., read a paper on Magnesium Sul- 
phate in Eclampsia. (For original article, see page 227.) 

. DISCUSSION 

DR. C. R. HANNAH, Dallas, Texas.— May I ask Dr. Mussey if he considers 
a standard weight for his patients? Does he consider the gain in weight determined 
from a standard weight, or from the usual weight of the patient? The standard 
weight of the patient should be the basis for a gain during pregnane}-. I believe 
that the resistance to toxemia and infection is greater in the patient where the 
gain in weight has not been more than twelve or fifteen pounds above lier standard 
weight. May I ask Dr. Mussey what is the amount of diet his patients receive 
when he places them in the hospital for the treatment of edema of pregnancy 
toxemia, and, also, were they gaining in weight previous to their entrance to the 
hospital? 

DR. MUSSEY (closing). — Dr. Hannah has brought up tlic question of diet. Some 
of these patients had been under our care prior to the time they came into the 
hospital, but we saw many of them for the first time when they presented them- 
selves on account of the toxemia. Those whom we had been seeing had been on 
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a diet which would keep tlie patient within normal limits of weight gain, and in most 
instances the excessive gain in weight was due to increased retention of fluid in the 
tissues rather than from excessive food intake. In the treatment of the hospitalized 
patient, 1,500 calories of food were allowed daity. 

DE. JAMES E. DAVIS, Detroit, Mich.— hlay I ask Dr. Dorsett, in closing, if 
he will give an explanation if possible for the action of magnesium sulphate? 

DE. DOESETT (closing). — I did not go into the details in regard to the action 
of the drug, because that has been worked out so well by other men before this 
paper was written, but briefly it has a marked effect upon the central nervous 
system as a depressor, producing relaxation, varying, of course, in -the way it is 
given. It has no effect upon tlie uterine contractions, but we use the larger dose 
because we give it intramuscularly. Those \s-ho are using it in brain surgery are 
getting the same result, a marked diminution in intracranial pressure. I am sure 
we obtain as much relief from the cerebral edema as we do from the general relaxa- 
tion of the patient. 

As far as the diuretic effect is concerned, I am confident that it has some effect 
upon the excretion of the kidneys. I am also sure that it has some effect upon the 
general edema. 

Prevention of Stillbirths, bj^ Dr. C. R. Haniiali, Dallas, Texas. (For 
original article, see page 231.) 


DISCUSSION 


DE. EDWAED SPEIDEL, Louisville, Ky. — The mental attitude of the mother 
in pregnancy may be considered a very important factor in the well-being of the 
developing fetus and I have of late paid especial attention to this feature. Patients 
are often frightened by the gruesome tales of the terrible things that occur to 
the pregnant woman, — the maternal impressions and malformations that may occur 
during pregnancy. I try to create a proper mental attitude in my patients by 
informing them that after the fetus has once formed nothing can change or alter 
this condition, consequently they cannot be influenced by any such mental impres- 
sions. However, I have taken this attitude — and I believe it is the correct one — 
that the mental condition of the mother during the time slie carries the fetus un- 
doubtedly influences the disposition of the unborn child and that it is their duty as 
mothers to be in the best possible mental condition during the period of gestation, 
and in that way I generally find that I have happy, friendly, well disposed patients 
in my charge. 

With regard to the cause of stillbirths, there is one feature in the paper that 
I think is most worthy of discussion, and that is the deaths due to cerebral hemor- 
rhage. We are told that infant deaths from cerebral hemorrhage can easily occur in 


ordinary vertex presentations in consequence of the continual pounding of the pre- 
senting head on the pciincum. "We arc told again that in conditions of moderate 
pelvic contraction, when the chUd cannot be born head first, that by reversing the 
position of the child, bringing the pole of the chin into the superior straight, as is 
the case in breech presentation, a delivery can often be effected. But now we are 
told that cerebral hemorrhage is more frequent in breech presentations than in vertex 
presentations. I challenge that statement, not because of what is found in autopsies 
but I believe that the greater frequency of cerebral hemorrhage in breech presenta- 
tions over head presentations is because of the improper conduct of breech presenta- 
tions that is still practiced. We all remember, and we have all taught that if the 
head IS not bom within eight minutes after the presentation of the umbilicus that 
the child will die and in consequence we hasten that part of the delivery. 



264 ; THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 


Then again many of us have taught the method of delivery of the after-coming 
head which consists in inserting two fingers of the left hand in the mouth, the index 
and middle finger of the right hand across the neck of the child, making pressure 
downward and bringing out the head in that manner. That method of delivery is 
absolutely wrong and is largely responsible for the injuries and the death of the 
baby in the delivery of breech presentations. 

The method of delivering the head by suprapubic pressure as brought out by 
Potter results in very little injury to the fetus and I believe that when properly 
done that many children can be saved and the incidence of stillbirths lessened 
by converting a head into a breech presentation and delivering by the method 
outlined. 

DE. JAMES E. DAVIS, Detroit, Alien. — There is one feature in connection with 
this discussion that the essayist has not spoken of in any direct way, namely the 
eugenic control. I am reminded of some work that has been done by the Govern- 
ment Officials in tracing what has been termed the Martin Kallikak family. 

A man married or had mated with a half-witted woman and as a result of that 
mating there were about 4S0 descendants. The second mating was with an in- 
telligent woman and from that union there were some 490 descendants. Prom the 
first mating there were only about two of the entire group that proved to be very 
useful citizens or who became in any way distinguished. Of the other group, a 
verj’ large percentage became exceedingly useful in many ways, some of them 
being signers of the Declaration of Independence, some members of the Supreme 
Court; a largo number were professional men. 

The Government spends, I believe, .33 of a dollar in the culture of the human 
race, specifically speaking. For the culture of lower animals, a much higher amount 
is expended. For the protection of vegetable life a still larger percentage of money 
is expended. If we could by a process of education, as our president has said, 
strongly emphasize the work in connection with tliis subject and carry it into 
the field of eugenics, getting the cooperation of all concerned, it would mean very 
much in the way of improving the records we have in this particular. 

One other point: It has been my observation, not only when I was in obstetric 
practice but since I have been in pathologic work, that when a baby is lost very little 
attention is given to a study of that case. The study ends in most instances when 
the baby dies. Each case, I believe, should have an exliaustive study and a most 
careful record made of tlie mother and of the family, and also of the placenta. 
If the child dies, a careful pathologic study could be made of the body. If the child 
does not die, but is a weakling, a very careful study could bo made of the placenta 
and a careful history kept of the child. This should be kept as an accurate perma- 
nent record and it would do much, I am sure, towards helping when the next 
problem has to be met. 

DE. JOHN 0. POLAK, Bkookevn, N. Y. — I unfortunately did not hear whether 
the Doctor had any way to prevent that largo percentage of stillbirths that we 
class as macerates. They seem to be the ones that add about 1 per cent to 1.7 per 
cent to our stillbirth mortality. 

In the North we don’t meet sj-philis quite ns frequently as down South. Follow- 
ing this along in a prenatal clinic for a number of years our 4-plus Wassermanns 
inn less than 3 per cent and our 3 and 4-plus ran about 6 per cent. History has no 
significance at all. We cannot tell sj'philis by the history. "Wo must have repeated 
Wassermanns and study the placenta and the fetus. Wo have found even begin- 
ning in the last weeks of pregnancy that the anti.sj'philitic trc.atment will give some 
results, and women who have icpeatcdh' given birth to stillbirths have been de- 
livered of living children when the treatment has been begun in the last few weeks 
of pregnancy. 
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As to tlie statement regarding induction of labor in contracted pelvis or over- 
grown fetus, I want to take a stand against that and say that neither you nor I nor 
any other living man can tell accurately how large the baby is, nor how many weeks 
old it is. Our experience has been in letting these cases alone that we have had 
the most remarkable surprises, and almost all obstetricians have had that same ex- 
perience. In other words, you don’t know within two or three weeks the exact 
length of pregnancy whether you use Heed’s method or any other method, and 
children that you think are overgrown often surprise you by being relatively small; 
and those that you think are small, will be large. I have repeatedly put my hand 
on the head and made measurements of the head and thought it was a small baby 
and then been surprised to find an 81,4 or 9 pound child come through. Again we 
find that 81 per cent come through spontaneously in these relatively contracted 
pelves, and if that is so they are entitled to the test of labor and a clean section 
rather than add to the 54 per cent that result in operative necessity. 

Another point I want to call attention to wliich has prevented more stillbirths per- 
haps than anything else, and that is listening to the fetal heart during each pain 
in the second stage. "We have saved more babies by delivery by episiotomy or by 
low forceps or by expression as a result of the index that has been given by the 
fetal heart slowing or becoming irregular than anything else we have to offer in 
the prevention of fetal mortality. 

DE. BUENLEY LANKPOED, Norfolk, Va. — I would like to get the opinion of 
some of the other members about the conversion of breech into cephalic presenta- 
tion. If the fetus is easy to get into the cephalic position, the next time the 
mother comes back, it has gotten into the breech again, and if they are diflScult to 
convert it is safer to let them alone, because you do not know what the position 
of the cord may be and what the reason may be for the breech presentation. 

I was particularly glad to hear Dr. Hannah mention the avoidance of haste 
after the head is delivered. As soon as the baby’s head is bom unless there is 
some emergency, it is much safer for the child to allow the woman to deliver her- 
self by the force from behind. 

About the question of the postmature or relatively oversized child, I should like 
to hear the experience of some of the members on that point. Does any one know 
of any accurate experimental Avork on the possibility of iufiuencing the size of the 
child by the mother’s diet? I believe that is still a mooted question and per- 
sonally I don’t believe that much can be done by that method. It seems to me 
that the point brought out that the fetus is a parasite and will get what it needs 
for its groAvth from the mother, no matter what the mother’s condition, is nearer the 
truth, rather than the fact that starving the mother will starve the baby. 

A patient was ill during the latter three or four months of pregnancy. She had 
nausea, anemia and general arthritis and a number of other complaints, and was 
practically skin and bones, but she came along with one of the most beautifully 
developed fetuses I ever saw. I know that she got almost no food during the last 
three months. 

DR. GORDON K. DIGKINSON, Jersey City, N. J. — The after result is not 
merely -whether the mother or child recovers, but it is the mentality of that person 
later in life. We know that first children are prone not to be quite so clever and 
quick as the children who come afterward in a large family, and to get competent 
obstetrics I believe we should think in terms not of morbidity or mortality of the 
mother and child, but of the future usefulness of the coming brain. 

^ DR. FOSTER S. EELLOGG, Boston, Mass.— I would like to say that we have 
given up external version in the out-patient department because I believe that 
we lost some babies from separated placenta. 
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I would' like to ask what is meant by “studying the fetal heart during pain”? 
Under just exactly what circumstances is interference justified? 

DE. WM. A. FOWLEE, Oklahoma City, Okla. — ^Dr. Kellogg’s statement is 
interesting. I have recognized the possibility of harm from external version. 
I would like to know if there have been other disasters reported from external 
version. I have always done this when possible. Very rarely have I been unable to 
turn a child from breech to vertex and I have never had harm result from it. I 
always use a good deal of gentleness and if there is much tonicity of the uterus I 
wait a day or two to do the turning. I have rarely had a case turn back to a 
breech presentation. 

Our mortality statistics are usually compiled from the clinical service and we 
all know the great disadvantage of those statistics. Clinical cases do not give 
us nearly the good results that our private cases do. At the Oklahoma Lying-In 
Hospital, including all cases, even those that come in with dead fetus, our fetal 
mortality has been less than 4 per cent. They arc all private cases. Among my 
own patients, eliminating the out of town cases and those that did not receive 
prenatal care, the fetal mortality has been 1 per cent. I think prenatal care 
otfers our greatest opportunity to conserve fetal and maternal life and health. 

DE. HANK AH (closing). — Postmortems are valuable and should be held on all 
stillbirths. The pathologist can better diagnose syphilis by the study of the 
different sections of the organs, and it is often difficult to make a diagnosis of 
syphilis without this report. The statistics wliich I quoted relative to the cause 
of stillbirths from the cephalic and breech presentations were those of Francis J. 
Browne, of Edinburgh, and were based upon postmortems, I believe in converting 
the breech into cephalic presentations when bidicated, but judgment must be used 
in this procedure. Quite frequently, this can be done with ease near the ternuna- 
tion of pregnancy, but should wo wait until the onset of labor, the results may 
not be as satisfactory. This position may be maintained by the use of an abdominal 
binder. I favor cephalic to that of the breech presentations in delivery because 
there is greater injury to the brain in the after-coming head, and statistics will 
probably bear me out that in the breech the mortality' of the fetus is greater than 
in the cephalic. Breech deliveries are not physiologic, but have their place, and 
should not be used where the cephalic is indicated. The obstetrician should use that 
method which removes the hazard of injury to the fetus and the mother. I believe 
in the teaching of Eeed, that bj' exercising ordinary care and judgment, the 
physician may diagnose postmaturity', or the excessive size fetus. I cannot bring 
myself to the belief that the excessive size fetus, weighing ten or twelve pounds 
should remain in iitero. 'Why should not labor be induced before the fetus becomes 
excessive in size? It is the business of the obstetrician to diagnose the maturity 
and postmaturity of the fetus. This is not so difficult. I find that medical students 
and internes manifest greater interest in the mechanism of labor, and are more 
alert for the welfare of the fetus from the study' of maturity and postmaturity 
of the fetus, and this knowledge assists in the prevention of stillbirths. If 
fetometry confirms a fetus of excessive size, nine, ten or twelve pounds, and the date 
of confinement, calculated from last menstruation and quickening, has been deter- 
mined, induction of labor may be considered within a few days after the date of 
expected confinement. By practical experience, I find that more injuries occur to 
the excessive size fetus during delivery than in the smaller, matured fetus. I know 
that the premature fetus cannot endure shock and traumatism as the matured fetus. 
"iYe should avoid the rivo extremes, prematurity' and postmaturity, and deliver the 
mature fetus rather than the premature or excessive size fetus. The greatest 
advancement during the next few years in obstetrics will be in the prophylaxis 
and prevention of injuries and death to the newly bom. 
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DR. ASA B. DAVISj New York City. — I take issue with the statement as to 
induction of labor in overterm pregnancies. I do not agree with tlie teaching that 
there are many overdue children, necessitating induction of labor, or that we have 
arrived at a time when it is possible to determine the size of the unborn child, 
or the duration of pregnancy with sufficient accuracy, to make it of use. Wliile 
it is undoubtedly true that in the lower animals, and in the human race, pregnancy 
sometimes does continue considerably beyond the usual time allotted for full term 
gestation, and that the fetus develops with increasing rapidity in such cases, in 
my experience this is an infrequent occurrence. We should remember that the last 
few weeks of uterogestation are very important, especially in the development of 
the cardiovascular system of the fetus. I am well aware that a great many 
obstetricians are frequently and habitually finding large and overdue children, and 
are using this as an excuse for induction of labor at a time convenient to them- 
selves and the patient. Undoubtedly in many instances this procedure is carried 
out satisfactorily, but, just as certainly in some cases it causes unnecessary trouble 
and danger to the mother and child. 

Report of a Case of Mesenteric Cyst, by Dr. Edmund D. Clark, Indian- 
apolis, Tnd. (For original article, see p. 238.) 

DISCUSSION 

DR. HENRY SCHMITZ, Chicago, III. — Dr. Clark stated that radiation was 
given because malignancy was suspected. This is an instance where radiation was 
applied without making a diagnosis and consequently success could not result, — 
not due to the radiation therapy but due to the lack of a diagnosis. I feel that a 
positive diagnosis should always be made before treating any disease. This would 
have necessitated an exploratory laparotomy and tissue could be removed for micro- 
scopic diagnosis. Only then would it be possible to decide correctly whether radia- 
tions are indicated. 

DR. JAhlES E. DAVIS, Detroit, Mich. — Here is a case where the diag- 
nosis should be made in situ from the gross characteristics. The microscopic diag- 
nosis in a case of this kind is practically useless, and any one who has had practical 
experience will bear me out in this statement. YHiether you liave or have not 
an endothelial lining or fat cells lining the cyst, you cannot make tho diagnosis 
if it is detached from tho tisssue which held it. So the clinician should make the 
diagnosis by the most careful observation as to the mobility, as to the attachment, and 
then if he wants to consult the laboratory findings as to type of the lining, all 
well and good, but that will not add very much to the substantial diagnosis of this 
kind of a case. It is practically useless to send a specimen of this kind to the 
laboratory without any data, and expect the laboratorian to make a diagnosis. 

DR. 0. G. PEAEF, Indianapolis, Ind.— I reported two cases of mesenteric cysts 
several years ago, one at our New York meeting and one at the St. Louis meeting, 
and have since that time had two more. AVlien I found the first two I thought 
they were very rare, as they evidently are. However, I felt when I wont over the 
literature, and especially when I found my second case, that there must be a good 
many more of these cases than come to the surface. 

In one case I found very definitely the graphic description applied to the mobility 
of these tumors. This tumor appeared in the upper loft side, was about as big 
as an orange, could be moved to the other side of the abdominal cavity, and once 
in a while it would drop far down into the pelvis. I think that explains the 
phenomenon found in a great many of these cases where the tumor has suddenly 
appeared. The patient may have gone along without any history and suddenly. 
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perhaps following a fall from a street car or down a stairs, a tumor appeared 
in the lower abdomen. It may have been lying in the pelvis for years and %Yas 
not discovered until displaced into the abdominal cavity. 

I drained two of the four oases, and enucleated one. The last one was in a 
very young girl, about six years of age, who had had attacks of indigestion all her 
life, quite marked right sided pain and a good deal of nausea and vomiting. 
Suddenly she had an acute attack of obstruction of the bowels, with some tempera- 
ture and signs of a tumor in the right side. A diagnosis of acute appendicitis 
was made and at operation we found a cyst involving the mesentery of the ileum 
which had dragged the ileum down and produced an absolute obstruction. Wo had 
to make a resection of about six inches of bowel and the child got well. 

DE. CLAEK (closing). — I think Dr. Schmitz’ criticism of my treatment is a 
just one. The x-ray was not used with the idea of curing the patient, but with the 
hope that the discomfort and pain might be relieved. Inasmuch as the patient 
absolutely refused surgery, there was some justification in using tlie x-ray. 

(To he conlimied in the March issue.) 



Department of Reviews and Abstracts 


Conducted by Hugo Ehrenfest, M.D., Associate Editor 


Collective Review 


THE RELATION OF THE ENDOCRINE SYSTEM TO 

PREGNANCY^- 


A Sujmmary op Recent Views 

By Aaron Capper, M.D., PhejAdelphia, Pa. 

(From the Department of Ohstetrics, Jefferson Medical College) 

T he purpose of this paper is to correlate certain of the phenomena 
of normal pregnancy with their relationship to the secretions of 
the ductless glands. We wish to indicate how some of the disturb- 
ances that may complicate pregnancy are either directly or indirectly 
dependent upon dysfunction of one or more of these glands. The 
great part of the science of endocrinology rests on speculation. The 
definitely established and proved facts concerning the action of these 
glands are few in number. It is only during the last few decades 
that the great importance of these structures on human economy is 
realized. 

We are acquainted with the malformations that result when a baby 
is born with a maldeveloped thyroid gland, and of the astounding 
results that follow the administration of the extract of this gland. 
The parathyroid glands are each about the size of a pea ; when three 
of them are removed nothing happens; when the fourth is removed 
there follow twitchings, spasms, paralysis, dyspnea and death. Cush- 
ing^^ has demonstrated , that no ill effects follow the extirpation of 
part of the anterior lobe of the pituitary gland (a gland only a few 
grams in weight) but its complete removal causes death. (More re- 
cent investigation attributes the death coincident with the removal 
of the pituitary gland to injury of the hypothalamus.) The romance 
of the glands of internal secretion and their relationship to human 
economy is in its very incipiency. We are cognizant of the possi- 
bilities that are forever present in that domain. With keen expecta- 
tion one loolp forward to the developments that the future holds in 
store regarding the ductless glands. The scientific, and particularly 
the medical, world is still vibrating to the chords of joy which the 

fingers of Banting and his coivorkers struck. W^ho can foretell what 
tomorrow may bring? 


THE FETUS AND ITS' DUCTLESS GLAND SYSTEM 

In order to determine the relations of internal secretions to mes- 
nancy, it becomes necessary first to decide whether the ductless glands 
fetus itself have any influence on pregnancy. If the fetus 
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elaborates internal secretions, we must ascertain Avhether and to wliat 
extent they, in addition to the maternal secretions, affect the course 
of pregnancy. 

Some authors maintain that the internal secretions of the fetus 
itself play no part in its development and in the progress of preg- 
nancy, and that the fetal glands of internal secretion have hardly 
any function during intrauterine life. Others claim that the secre- 
tions exert some influence by their admixture to the maternal blood. 
A little contemplation, howevei*, Avill soon convince one that the inter- 
nal secretoiy glands of the fetus are likely to wield a very powerful 
effect. . A marked hyperemia is found in the thyroid glands of fetuses. 
The mammary glands of newborn boys and girls contain colostrum. 
The prostates of newborn boys exhibit some hyperplasia, and the 
uteri of newborn girls often show distinct hemorrhage. But, even if 
Ave Avere unaAvare of these findings, we could suppose that those organs 
Avhich throughout life influence groAvth and development, Avould 
naturally function to their utmost during the period of most marked 
groAvth activity. We thus can conclude, that the fetal internal secre- 
tory glands begin to function during intrauterine life; that not only 
do they haAm a decided influence on the groAvth and development of 
the fetus per se, but that the fetal internal secretions probably pass 
into the maternal blood; that they are added to the maternal endo- 
crine secretions and thus simulate a hyperactivity of the maternal 
glands of internal secretions. 

We shall noAV take up the individual glands, point out their influ- 
ence on pregnancy, and Avherever possible mention the experimental 
eA'idence upon AAdiich the statements are based. 

THE PLACENTA 

That the placenta must be considered a gland of internal secretion 
is noAv almost universalty accepted. The pregnancy -hyperplasia of the 
breasts in the mother and fetus is said to be produced bj'^ a specific 
hormone or ferment Avhich proceeds from the chorionic epithelium of 
the jilacenta. Ilalban’ proved this by a remarkable observation. lie 
noticed that the breasts in a pi*egnant AA'oman go on dcAmloping and 
enlarging even if the fetus had been dead a long lime if the placenta 
remained alive. When, hoAvcAmr, the placenta also died, the further 
development of the mammary glands ceased and milk began to floAV. 
Ilalban thus concluded that since the onflow of milk ahvays coincides 
with the removal or death of the placenta, and is enhanced by extirpa- 
tion of the OA'aries, the placenta and OAmries induce the groAvtli but 
inhibit the secretion of the mammary glands. 

Starling and Lane-Claypon^'* haAm regarded the fetus as the source 
of the mammaiy gland hormone. Actually, they even succeeded in 
inducing groAvth of the mammary glands by the injection of embryonal 
extracts into the peritoneal caA'ity of rabbits that had not yet been 
impregnated. This fact, it seems to u.s, does not conflict Avith Halban’s 
A'icAA’s, for it is cpiile likelA’ that the placental hormones are present 
in the ti.ssues of the fetus. Aa just mentioned, also, the enlargement 
of the newborn’s breasts is ascribed to this hormone. 

C. iM. SStim.son"® claims that the placental extract or hormone is 
not a galactagogue, and that as long as the placental hormone is in 
the maternal circulation, it exercises .an inhibitory effect on mamm.arj' 
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secretion. These observations coincide with and are confirmed by the 
experimental results of 0. FrankP^ on pregnant mice. 

That the ovaries are not necessary for the pregnancy-hj^perplasia 
of the mammae was proved when, in spite of castration undertaken in 
the early stages of pregnane 3 % the development of the breasts pro- 
ceeded in a normal manner, and the women were able to suckle their 
children. In fact, it seems that remoAml of the ovarj’’ later exercises 
favorable influences on milk-production, as breeders state that cas- 
trated cows yield abundant milk. 

We, therefore, infer that the enlargement of the breasts in preg- 
nancy is chiefly the result of hormone aetiwty, especiallj’' of placental 
hormones, and that secretion of milk is induced by the removal of 
the placenta and is enhanced by extirpation of the ovaries. 

THE ovaries 

The internal secretion of the ovarj'^ is elaborated in the corpus luteum. 
This was demonstrated by the ingenious experiments of Frankl, in 
1910 and in 1923.-^ The functions of this secretion, as stated by 
Frankl, consist in a regulation of the blood-supply, of the formation 
of the decidua, and the implantation of the ovum. The cessation of 
ovulation is also ascribed to the persistence of the corpus luteum. 
Frankl found that when he destroj'ed the corpus luteum in a woman 
bj’’ means of a cauterj^, the next succeeding menstrual period failed 
to occur. 

In the later months of pregnancy, it is the “interstitial glands” or 
theca cells which exert the chief ovarian influence on pregnanc 3 ^ 
These cells in turn are stimulated to internal secretion by the products 
of the placental villi. This so-called “interstitial gland” consists of 
the hypertrophic theca cells which develop about the periphery of 
follicles which are undergoing atresia. These cells are particularity 
well developed during pregnancj'. It is believed that these transient 
structures give rise to an internal ovarian secretion. It is quite prob- 
able, hoAvever, that the secretion of these theca cells is closelj’’ related 
to that produced by the corpus luteum. 

That the development of the fetus subsequent to the implantation 
of the ovum is not dependent upon the corpus luteum was shown bj’’ 
Kleinhaus and Schenk.® Thej’’ extirpated the corpus luteum and preg- 
nancy’' Avas not interrupted. 

In concluding the discussion of the relationship of the OAmrian in- 
ternal secretion to pregnancy’’, Ave shall quote the Avords of Falta,^® a 
recognized authority on the problems inAmlved in internal secretion. 
He says: “Surveying noAV the alterations described, Avliich take place 
in the organism of pregnant Avomen, Ave find that they are entirely 
analogous to those Avhich occur in the premenstrual period, AAdiile, 
however, the phenomena of the premenstrual period proceed from the 
ovary, there can be no doubt at all that the similar, but. potentized, 
manifestations of pregnancy proceed from the developed egg. It’ 
tlierefore, seems to us that the conclusion lies at hand that all the 
manifestations of the premenstrual period are set free by the maturino- 
follicle, Avhich only renders intelligible the fact, that the extirpation 
of the ovaries during pregnancy has no influence on this phenomenon 
as the maturing OAmm no longer is found in the OA’-ary but in the 
uterus.” ’ 
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No definite evidence exists at tlie present time as to the etiologie 
relationship between corpus luteum secretions and hyperemesis gravi- 
darum, although there have been a few cases reported that improved 
under the administration of the extract. 

Granted that one of the functions of the corpus luteum is the im- 
bedding and safe walling-in of the ovum after it has been fertilized, 
the question arises whether in women who habitually abort, we may 
not be able to demonstrate certain irregularities in the corpus luteum 
formation. 

^ A very valuable contribution to this subject has been recently pub- 
lished by Allen, Pratt, and Doisy.^ These investigators succeeded in 
extracting a lipoid hormone from ovarian follicular cysts, the corpus 
luteum, normal ovarian follicles, the corpus luteum of pregnancy, the 
human placenta, and from embryonic tissues. The authors conclude 
that “the corpus luteum can be excised as early as twenty days fol- 
lowing the last menstruation without interfering with normal gesta- 
tion; consequently, this endocrine function of the corpus luteum in 
woman during this time does not seem a necessary one.” 

Regarding the endocrine function of the placenta, the above men- 
tioned authors say ; “ It is rather difficult to see how such large quan- 
tities of active substance (lipoid extracts of the placenta which seem 
to possess the same potency as the ovarian follicular hormone) could 
be retained in such a vascular organ as the placenta without passing 
freely into the maternal circulation. Since it is so well established 
that development of the follicles is seriously ' inhibited during preg- 
nanc3% it would seem to us more probable that the human placenta 
takes over from the ovaries the major part of the function of the 
secretion of this hormone, thus maintaining the maximal function of 
the genital tract, and initiating groAvtli in the mammary glands during 
gestation. The increased amounts of this hormone in the maternal 
organism would seem a logical cause of the hypertrophy of other 
endocrine organs during pregnancy. "Whether this function is borne 
by the embryonic tissue of the placenta or by both maternal and em- 
bryonic parts acting as a unit, is still to be determined.” 

THE EPIPHYSIS ( PINEAL GLAND ) 

We must refrain from a discussion of the importance of the pineal 
body, because our knowledge concerning its function and especially its 
relation to pregnancy is pi’actically nil. 

THE PANCREAS (ISLANDS OF LANGERHANS) 

Not much had been known, heretofore, concerning the internal se- 
cretion of the pancreas and, therefore, conceiming its relation to preg- 
nancy. With the advent of insulin and our increased information 
concerning the activity of the cells of Langerhans, we may hope in 
the future to learn more about tlieir specific role during pregnancy. 

THE THYMUS GLAND 

The thymus gland ordinarily atrophies with the approach of puberty 
and, therefore, does not often exert any influence upon pregnancy. 
Bompiari, however, has shown that in cases of abnormal per.sistenec 
of the organ it undergoes diminution in size during pregnancy and 
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enlarges again after delivery. Its physiologic atrophy is generally 
ascribed to an inhibitory effect of the ovary on the thymus. 

The persistence of the thymns may also give rise to a picture simu- 
lating Basedow’s disease. More likely, however, this is the result of 
actual hyperthyroidism, for it is now recognized that in most cases 
of enlarged thyroid there also exists an accompanying hyperplastic 
thymus gland. 

THE THYROID GLAND 

The fact that the thyroid gland is enlarged during pregnancy, 
was known even in antiquity. There is no doubt that this increased 
volume is associated with an increased function. 

Lang,^ in a series of 133 cases of pregnancy, found the thyroid en- 
larged in 108, the organ beginning to enlarge definitely about the 
fifth month. The increase ceased, however, if thyroid extract was 
administered, and began again when the extract was withdrawn. 

H. W. Freund, in 1882, first made a systematic study of the thyroid 
gland in pregnancy. It is enlarged in 65 to 90 per cent, of the cases, 
and gradually diminishes in the latter part of the puerperal period. 
The enlargement is due to a hypertrophy and hyperplasia of the tis- 
sues. The changes in the glandular epithelium and the marked in- 
crease of fresh colloid point to an increased secretory activity of the 
organ. 

It appears that the thyroid gland is influenced greatly by the ac- 
tivity of the sexual organs. During puberty and during the men- 
stimal period it is the ovarian secretion, and during pregnancy it 
is the placental materials which lead to a hypertrophy of the gland. 

In some pregnant patients definite evidence of hyperthyroidism 
exists, such as marked nervousness, irritability, emotionalism, tachy- 
cardia, tremors and an enlarged thyroid gland. Daly and Strouse’^ 
studied twenty-five cases of this sort. They treated them with no 
other medication than three to five drops of Lugol’s solution, three 
times a day, and all the patients became free from symptoms, usually 
within seventy-two hours. 

Some authors are inclined to attribute the phenomena of eclampsia, 
hyperemesis and puerperal psychoses to a thyrogenous influence, but 
there is, as yet, no experimental evidence to support this claim. 

The reason for the thyroid gland hypertrophy during pregnancy 
evidently is the demand for increased metabolic activity required by 
the hypertrophy of maternal tissues and the additional life within 
the uterus. 

THE PARATHYROID GLANDS 

These glands undergo considerable hypertrophy during pregnancy, 
and their secretion apparently is essential to a' normal progress of 
gestation. To a great extent they act through the calcium metabolism. 

The typical parturient tetany is a rare malady. Studies upon cases 
that have come to autopsy, and animal experiments go to show that 
the tetany occurring during pregnancj'" results from an insufficiency 
of the parathyroids. 

Pregnancy makes increased demands on the parathyroids, a fact 
quite obvious from the increased amount of calcium to be metabolized 
for deposit in the fetus. Quite often are found disturbances of other- 
endocrine glands in cases of tetany of pregnancy. 
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The tetany of pregnancy is a particularly severe form of tetany on 
account of the involvement of the respiratory muscles. Published 
results show that 7 per cent of patients died during this ' affection, 
even though pregnancy was terminated. 

Vassale, Pepere, and Zanfrognini showed lesions of these organs 
after death from eclampsia. They also showed that experimental 
parathyroid insufficiency beginning during the last three months of 
pregnancy caused grave eclampsia. In two of the three dogs in which 
the parathyroids had been removed, Vassale was able to prevent 
eclampsia by giving large doses o'f parathyroid extract orally. 

In a recent editorial in the Journal of the American Medical Asso- 
ciation-- we read: “Dragstedt and his eoworkers at the Northwestern 
University Medical School have indicated the close relationship be- 
tween eclampsia and the toxemia occurring during pregnancy in the 
parathyroidectomized dog. Both in the latter and in man there is 
evidence for the existence of a toxemia arising from the pregnant 
uterus and caused by toxic protein derivatives. Both diseases are 
characterized by the appearance of tonic and clonic compulsions, usu- 
ally during the latter part of pregnancy or immediately after delivery. 
Both disorders are relieved by emptying the uterus. Some critics 
might aver that it is a far cry from parathyroid tetany to eclampsia, 
but the Northwestern University physiologists have found that in 
the dog, through removal of the parathyroids, a toxemia develops that 
most often produces tetany but which may in many cases cause pro- 
found depression, a gradual cachexia associated with anorexia and 
diarrhea, or a marked ataxia and stupor without tetanjp. It is, there- 
fore, not logical, they add, to say that eclampsia does not represent 
a functional parathyroid deficiency simply because it is possible to 
differentiate by clinical signs, eclampsia from tetany. A relative or 
absolute parathyroid deficiency in the dog rendei’s it liable to toxemia 
during pregnancy, which usually manifests itself as tetanj' but may 
produce other nervous or constitutional .symptoms.” 

The treatment of parathyi’oid insufficiency, aside from the general 
and .symptomatic management, consists in the administration of para- 
thyroidin and calcium salts. 

the hypophysis (pituitary gland) 

The hypophysis undergoes a marked hypertrophy during pregnancy. 
Its weight can rise to two and a half times as much as normal. En- 
largement of the anterior lobe is exclusively responsible for this in- 
crease in weight. The anterior lobe becomes more .iuicy, softer, and 
heavier. This enlargement is chiefly due to an increase in the number 
and size of the “chief cells,” and their ultimate transformation into 
the so-called “pregnancy cells.” In the later stages of pregnancy 
more than fonr-tiftlis of the organ may consist of the newly-formed 
cells. 

It was h. Comte, i\Ioulon and Launois who first jiointcd out this en- 
largement of the pituitary. Launois and Moulon"' confirmed this in 
two instances, one of the parturients having died from eclampsia. 
They found a markod increa.se of the cellular elements. In a more 
recent worlc, Launois reiterates Ids previous conelu.sion that in preg- 
nancy the anterior lobe i.s in a state of marked “hypei'activity.” 

Cu.shing” has found that repeated pregnancies may so enlarge, the 
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pituitary gland as to cause transient liiteniporal hemianopsia due to 
pressure of the gland on the optic commissure. Enlargement of the 
pituitary gland before or during menstruation, or a disturbed secre- 
tion, may frequently be the cause of the so-called menstrual headaches. 

Enlargement of the hypophysis during pregnaney is sometimes so 
considerable as to give rise to cerebral manifestations. In rare cases 
even a pressure action on the ehiasma seems to be possible. V. Eeuss^® 
described repeated temporary blindness during pregnancy, while 
Bellinzona and Tritondani reported bilateral narrowing of the visual 
field. Certain manifestations point to an increased hypophyseal func- 
tion during pregnancy, such as increased growth of the pelvis and 
osteophytie formations on the internal surface of the skull. Tandler 
and Grosz^'^ emphasize that in gi*avid women there is a coarseness of 
the facial features, especially of the soft parts of the nose and lips, 
and moreover, that a thickening of the hands is not rare, — ^manifesta- 
tions that remind one of a slight grade of acromegaly. These aero- 
megaloid changes of the hands, feet, and sometimes of the face, are 
dii-ectly attributable to the oversecretion of the anterior lobe of the 
pituitaiy body. 

In the usual cases of acromegaly in women, we often find amenor- 
rhea and sterility. As far as present reports go, pregnancy is not 
disturbed and runs to a successful termination in women suffering 
mth acromegaly. 

Whether the posterior lobe adds any additional secretion during 
labor to stimulate uterine contractions is not known; but we are all 
aware of the potency of the extract of the posterior lobe of the pitu- 
itary gland upon uterine contractions when administered to a preg- 
nant woman. 

The glycosuria of pregnancy is also due to a stimulating effect of 
pregnancy on the pituitaiy gland. Some direct experimental evi- 
dence for this assumption can be found in the work of Diton, who 
has shown that injections of ovarian extract stimulate the secretion 
of pituitriu. J. H. Burn found that pituitrin, though it did not in 
itself cause hj^perglycemia, was, nevertheless, able to inhibit the fall 
of blood sugar which would otherwise have followed the injection of 
insulin. I think, tlierefore, the .statement is justified that the gl^’^eo- 
suria of pregnancy is due to the stimulating effect of the pregnancy 
on the pituitary gland which then directly inhibits the internal secre- 
tion of the pancreas. It may well be that in its inception this process 
is physiologic, diverting the stream of sugar from storage in the 
maternal tissues to the use of the fetus. 

THE ADRENAH GLANDS 

Experimental evidence fully .sustains the view that the mother’s 
autoprotective resources are developed coiueidently vdth the growth 
of the fetus through a corresponding augmentation of the functional 
activity of the adrenal system. The following observations on the 
changes of the adrenals during pregnancy are definitely established: 
(1) The cortex of the adrenal undergoes hypertrophy during preg- 
nancy, especially in the zona fasciculata and the zona reticularis. (2) ■ 
There is an appearance of vacuoles in the cells of the zona reticularis 
and a marked pigmentary accumulation which must be looked upon as 
a sign of increased secretory activity. (3) During pregnancy the 
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cholesterin content is increased in the cortex of the adrenal gland. 
The lipoideinia, i.e., the increase of fat in the blood seen in normal 
pregnancy is largely the re.sult of the increased cholesterin formation 
in the cortex of the suprarenal gland. 

Poliak could demonstrate during pregnanej’^ a heightened glycosuric 
action of adrenalin. This tendency of pregnant women to alimentary 
glycosuria and alimentary ketonuria is well known. Many authors 
cite those disturbances as .stigmata of a disturbance of liver function, 
as a result of degenerative changes. But Wilhelm Palta says that it 
is rather incredible that a normal physiologic process, such as preg- 
nancy is, should regularly lead to such severe disturbances of the liver, 
and he would, therefore, regard the glycosuria as an increased irri- 
tability of the liver cells rather than as a degenerative process. 

The occurrence of pigmentation on the face, around nipples and 
abdomen during pregnancy is explained in the following manner: 
the pigment is iron-free and, therefore, is not a derivative from the 
blood. It is well known that disturbed function of the adrenals will 
lead to the deposition of pigment. In Basedow’s disease, e.g., the pro- 
duction of adrenalin is increased and in Addison’s disease it is less- 
ened, and in both of these conditions abnormal pigmentary deposition 
is frequent. Hence, it is quite possible that the regular occurrence of 
pigmentation, along the linea alba, navel, perineum, labia majora, 
areolae of nipples, and in the face (chloasma uterinum) is due to 
increased action of the adrenals. 

The fact is also recognized that there is a distinct increase in growth 
of hair during pregnancy, due to increased activity of the suprarenal 
cortex. Halban demonstratpd the increased-growth-tendencies of the 
hair in animal experiments. After shaving the abdomen of pregnant 
animals the hair grew faster than on the abdomen of nonpregnant 
animals similarly treated. There are also cases on record of women 
who, during each i)eriod of prcguancj’’, became excessively hirsute, 
and following labor there was a gradual loss of hair and a return to 
normal. 

All of these facts support the assertion that there is an increased 
activity of the adrenals during imegnancy. It is true, that thus fcir 
it has been found impossible to demonstrate an increased adrenalin 
content of the blood during pi’egnancy. This, however, may perhaps 
be due to our lack of a finer laboratory technic. 

Sajous'- explains the occurrence of eclamptic seizures on the fol- 
lowing basis: "During pregnancy the mother’s blood becomes in- 
creasingly laden with waste-products, those of the developing fetus 
being added to her own. To protect the organism her adrenal .system 
and thyroid apparatus become increasingly active, owing to the excit- 
ing action of the waste products on tliese organs. Wiien the adrenal 
system does not become sufficiently active to enhance adequately the 
blood’s antitoxic properties, the toxic wa.stes are allowed to accumu- 
late in the blood in sufficient quantities to provoke convulsions. The 
conmilsions are due to irritation by these poisons of the vasomotor and 
.sympathetic centers. All the ve.ssels of the body being violently con- 
tracted. a wave of blood is forced into all capillaries, including the 
cellular element.s and neuroglia of the cerebrospinal system. The 
activity of the cortex bci)i" suddenly enhanced, a flood of impulses is 
transmiited to every jiortion of the spinal system and the seizure 
nceurs." 
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CONCLUSION 

This summarizes our present meager knowledge of the relationship 
between the glands of internal secretion and pregnancy. In conclu- 
sion, we wish to say a few words concerning the endocrine therapy of 
certain disturbances complicating pregnancy. 

The pregnant condition brings with it an increase in the metabolic 
processes of the female organism, resulting in part from the hyper- 
plasia of the thyroid, adrenals, and lij’-pophysis. The increased secre- 
tion of these organs brings about an increased irritability or power 
of response of the sympathetic and parasj’-mpathetic systems. Some 
authors who maintain that the pernicious vomiting of pregnancy is 
due to this irritation of the sympathetic nervous system, advocate 
ovarian extract which is supposed to have an inliibitory action on the 
sympathetic system, and thus produces relief in a certain number of 
cases. It has also been observed that the blood of eclamptic patients 
has the power of vasoconstriction, due possibly to an overaetivity of 
the hypophyseo-adrenal S3"stem. Also this vasoconstriction can be 
overcome bj* the injection of ovarian extract. 

The neuropathia gravidarum, a tendencj'^ to dropsj’-, and the derma- 
toses of pregnancj'- are also probably expressions of excessive or per- 
verted secretory activity of the endocrine glands. 

It stands to reason, therefore, that, if future investigation delineates 
more clearlj'- and definitelj’- the exact modus operand! of the toxemias 
in relation to internal secretions, Ave shall then perhaps be enabled to 
have a rational system of endocrine therapy for these conditions. But 
until these means become available, strict adherence to the funda-- 
mental methods must be advised; namely, rest, hygiene, elimination, 
and stimulation. 
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Selected Abstracts 


Syphilis 

Bromie: Od the Influence of Pregnancy on the Wassermann Reaction and on the 
Clinical Manifestations of Syphilis. Journal of Obstetrics .an cl Gynaceologj- of 
the British Empire, 1923, xxx, 519. 

The autlior found no positive evidence that the Wassermann reaction is modified 
by pregnancy. In no case of a Wassermann-negative mother delivering a macerated 
fetus -was it possible to find spirochetes in the fetus. Unless organisms are demon- 
strable, no macerated fetus may be conridered sypliilitic. Certain pathologic changes 
are characteristic in the tissues of the syphilitic fetus. In the macerated fetus of 
a Wassermann-negative mother these changes do not come up to the standard rela- 
tive ^Yeight proportions found in spirochete-positive tissues. So-called latent 
sj-philitic women without Hstory of positive Wassermann (habitually delivering at 
or before term stillborn infants or infants dying in the first few days after birth, 
in whose tissues spirochetes cannot be found) may represent some as yet obscure 
blood disease allied to that of general fetal edema. In these cases macerated, 
spirochete-negative fetuses tend to recur with successive pregnancies. In each case 
the socondarj' manifestations of syphilis, enlarged liver, spleen, and placenta may 
be found, but no spiroclietcs. 

In 48 pregnant women with presumably recent sj'philitic infection the Wasscr- 
mann reaction was positive in 82 per cent. In the four exceptions some treatment 
Jiad been received or positive evidence of syphilis was lacking. No evidence was 
obtained, therefore, to sliow that pregnancy modified the blood reaction. "Wliile 
a history of syphilis was obtainable in 70 per cent of Wassermann-positive primi- 
gravidae, it was obtained in only 2 per cent of multiparac. The Wassermann re- 
action on tiio blood from the nmbilical cord is a reliable means of diagnosing 
sj-philis of the fetus. Tlio reaction is slightly less positive than the mother’s 
blood. 11. AY. Shutter. 

Bathe: The Sacbs-Gcorgi Flocculation Reaction in Pregnancy. AIonat«scl)rift fiir 
Gohurtshilfc uud GynUkologio, 1922, Iviii, 21. 

A study w.TS undertaken to determine whether in a pregnancy, which is asso- 
ciated with changes in function of various organs, a flocculation reaction would bo 
obtained. Sera from GOO women were studied. Tlio patients were divided into 
three groups depending upon the method of studying the serum. It was found 
tliat tlicro was a marked tendency to autollocculation of the serum. This occurred 
in from 10.4 to 2G.2 per cent of the ca=os, depending npon the group. The 
increased incidence of autoflocculation in the sera of pregnant women speaks for 
an increased nonspecific sensitiveness. Deducting the cases of autoflocculation, it 
aj)pear.s that the results of the Sachs-Gcorgi reaction in pregnant women run 
pai.allel to the nonspocificity of the Wassermann renction. Of greatest importance 
are the extracts u'ed in tlio tests. These must be controlled by testing sera other 
than tho'-/' from pregnant iroinni. TJial scrum diagnosi.s of syphilis during 
pregn.ancy upon pnrchtu^able or even freshly prepared extracts should he 

made with groat re^-erve. ami without clinical support, i"; void of meaning. 

.7. P. GaixN'ittt.u. 
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Viilovic, Ljubomir: On the Early Diagnosis of Congenital Syphilis at Birth 
Through Demonstration of Spirochetes in the Uinhilical Cord. Klinische 
Wocheiisclirift, 1923, ii, 2235. 

Histologic study of the umbilical cord in suspected congenital lues was proposed 
before the discovery of the Spirocheta pallida. Bondi held that edematous in- 
filtration of the vessel walls, accompanied with emigration of polymorphonuclear 
leucocytes was pathognomonic. Mohn later showed that in cords showing such 
changes, spirochetes could always be demonstrated, especially in the wall of the 
vein. 

Of late, many authors have described luetic ulcers of the navel in the new- 
born, in which spirochetes can alwa3's be demonstrated. This lesion maj’ bo the 
first, or indeed the onlj’ sign of sj'philis. 

The author used the dark-field method in his research, as it is relatively easy, 
and gives as satisfactory' results as the more tedious histologic study'. Wlien the 
cord was ligated, a section 3 to 4 cm. long was cut from the fetal end, and from 
the end of tliis section nearest the child a scraping was made (discarding the first 
material secured), taking care to secure some material from the inner side of the 
wall of the vein. Tliis was diluted with a drop of physiologic salt solution, mounted 
under a cover-glass (being careful to avoid air bubbles), and examined at once 
by the dark-field method. A total of 1,024 cases were studied, and these were 
divided into six groups. Group I included 703 consecutive, unselected cases, and 
all gave negative findings. Group II comprised 280 babies, whose mothers gave 
histories of one or more abortions or premature labors, but not of any other sus- 
picious symptoms. All were negative. Group III consisted of 17 cases, with old 
treated maternal lues, or latent maternal sypliilis with positive Wassermann reac- 
tions j also a few cases with apparently nonspecific positive reactions. No 
spirochetes were found. Group IV was made up of 15 macerated fetuses, but 
only three of tlie mothers had positive reactions. No spirochetes were found. Six 
babies were autopsied, and in none of them were luetic lesions found. Group V 
comprised 5 cases of mothers infected late in pregnancy, with fresh luetic lesions 
and the primary lesions still in evidence. The cords were negative. In Group VI 
there were 7 cases with spirochetes in the cords. Five mothers showed positive 
Wassermann reactions, one reacted positively once and was negative once, and in 
one case there was no report; five mothers had no luetic lesions. The diagnosis 
was confirmed clinically three times, and twice by autopsy. Two of the children 
were apparently perfectly well up to the time of the report. 

The absence of spirochetes in the cords of the macerated fetuses was naturally 
puzzling. Positive findings in living children are of practical importance; liow- 
ever, the non-development of signs of lues in two of the children in Group VI is not 
compatible with the diagnosis of congenital lues. Negative findings (careful search 
being taken for granted) can be considered as eliminating lues. E. L. Kjng. 

Vignes: Syrphilis During Gestation and Confinement. Paris mddical, 1924, xiv, 

194. 

Chancre of the vulva during pregnancy is not only larger, but more prolonged 
than at other times. Its color is bluish, resembling a pansy, or may be multi- 
colored. It is not affected by mercury but usually yields to arsenicals. Secondary 
lesions also have a tendency to hypertrophy, at times forming tumors of con- 
siderable size, which often excrete a considerable amount of serous exudate. 
Livid ulcers occur. Their duration also is prolonged, but usually they yield to 
salvarsan. 

During delivery, syphilitic lesions of the vulvoperineal region render the tissues 
more friable, causing extensive lacerations. Chancre of the cervix may be dis- 
covered during delivery as a cause of dystocia. The cervix may be so firm as to 
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make delivery impossible. The fetus, already of low vitality, may succumb during 
a prolonged labor. Even incision of the cervix may render delivery impossible 
due to induration of the surrounding tissue so that cesarean section with hyster- 
ectomy may be necessary, even though there usually is little hope of saving the 
child. 

In a woman recently infected who becomes pregnant, the general course of the 
disease, as Avell as of extragenital lesions, is not affected. However, a woman - 
whose general health has been affected by syphilis usually becomes worse when 
pregnant. Also such symptoms as neuralgia, headaches, etc., are usually augmented. 
Vignos concedes the claims of Moore that in a woman infected coincident \vith 
impregnation, or during pregnancy, the disease may run a very mild course. He 
agrees with Williams, that a pregnant woman -with lues may react more readily to 
treatment, but feels that these cases are the exceptions rather than the inle. 

Vignes has not observed that pregnant women with latent syphilis are more 
prone to albuminuria or eclampsia, nor has he noticed any difference in the healing 
of abdominal wounds after cesarean section. He does not believe that puerpural 
infection is more common in leutic women, whether the disease be active or latent. 
Hydramnios and premature expulsion of a dead fetus should always suggest 
syphilis. 

Vignes is quite emphatic in stating that the Wassermann reaction made with 
blood of pregnant women as well as from the cord of newborn infants, is un- 
reliable. Not only may it be positive in the nonsjqrhilitic, but negative in the 
spyhilitic. R. E. Wobus. 

Monckeberg, C., and Avilas, M.; The Histopathology of Sjnphilitic Placentas and 

Its Clinical Importance. 6yn6cologie ct Obst6trique, 1924, ix, 419. 

This article is based on a study of 50 syphilitic placentas. In all of the cases 
the placenta was friable, tliis being one of the causes of retention, a complication 
occurring in 50 per cent of these cases. Edema was almost constant, being mani- 
fested by an increase in the weight of the placenta. There was a difference in 
this respect between old and recent cases of syphilis, the weight ratio of the placenta 
to that of the fetus being almost normal in the first group. Infarcts were found 
in 16 per cent of the cases on microscopic examination, and the authors noted other 
microscopic characters as follows: Considerable diminution of blood lakes due to 
hypertrophy of the villi; irregular hj’pertrophy of the sjucytial layer; proliferation 
of Langhans’ cells; marked endarteritis and cndophlebitis (SO per cent of cases), 
with a thickening of the tunica media and of the adventitia; dilatation and con- 
siderable increase in the number of vessels. These alterations of the blood vessels 
produce a defective irrigation; the cells which line the villi cons«;uontly degenerate 
easily, with the result that fibrin is deposited on them and several villi berome 
glued together by the fibrin. 

Decidua vera . — The lesions mentioned above are also present in this membrane. 
They explain its considerable thickening and particular friability. Chorion - — The 
connective tissue was infiltrated by embryonal cells. Amnion . — A more or less 
intense leucocv’tic infiltration of the connective tissue layer under the endothelium 
was observed. When this infiltration was not very marked there was an enormous 
multiplication of the endothelial colls, which assumed the appearance of the 
syncytium of the villi; Umbilical card . — This was edematous in cases of macera- 
tion. An intense process of panarteritis and phlebitis was also much in cridcnce. 

In no per cent of the cases Wharton '.s jelly was infiltr.ated by leucocrie.s. The 
disturbances which these lesions cause in the nutrition and hematosis of the fetus 
are sufTieicnt to account for the death of the embryo, which i.s so common in 
sj'phili?. 
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In cases of sj'pliilitic abortions the lesions of the villi described above may not. 
be found, or are so attenuated that they do not suffice to explain the death of the 
fetus; but in such cases there are always intense lesions of syphilitic endometritis 
in the decidua. 'Wlien the fetus dies near term the placental lesions arc not very 
grave, but there are always alterations in the vessels of the cord. 

Syphilitic liydramnios may be conceived to be produced by several factors; 
placental lesions, increased tension in the fetal circulation due to enlargement of the 
fetal liver which compresses the portal vein and ductus venosus, lesions of the 
vessels of the cord and inflammation of the amniotic serous membrane. 

Although the presence of spirochetes in the organs of syphilitic fetuses would 
lead one to suppose that they are also present in the placenta, they have rarely been 
foimd in this organ, owing to technical difficulties and to the fact that phagocytosis 
is more intense in the placenta than in any other organ. The authors themselves 
were unable to find spirochetes in any of the placentas which they examined. 

Fred L. Adair. 


Tvedegaard, G.: Fetal Syphilis. Acta Gynccologica Scandinaffica, 1924, ii, Sup- 
plement, pp. 1 to 362. 

Sj’philitic endometritis was found by the author to be very common among 
women suffering from sj^philis. No localizing symptom of this condition could 
be detected but it occurred with great regularity in patients who gave birth to 
children with congenital sj-philis. The disease manifests itself as an intense and 
diffuse infiltration of the decidua basalis and parietalis with leucocytes which 
usually invade the chorion as well as the placenta. 

The intensity of the endometritis corresponds to the number of spirochetes in 
the uterine blood and to the intensity of the disease in the fetus. The author main- 
tains that once the disease has been established in the fetus it remains uninfluenced’ 
by treatment of the mother. This is due to the entire or almost entire lack of 
resistance of the fetal powers against infection. The power of resistance depends 
on the ability of the organism to produce reactive tissue, as for example wandering 
cells, granulation tissue or other proliferations. This reactive tissue is not found 
in young fetuses, hence, these fetuses die early and are stillborn. In the older 
fetuses there is reactive tissue, hence, these children are bom alive. However, 
since the formation of the reactive tissue in the latter is vei-y weak, these children 
die soon after birth. Due to the verj- weak power of resistance, fetuses show an 
extreme intensity of the disease as compared with their mothers and they show' 
large numbers of, and very vimlent, spirochetes. 

All the fetuses w'hich are infected early with syphilis die either at birth or 
shortly afterward because the disease has had a sufficient time before birth for com- 
plete development. Fetuses infected later are born alive in the incubation stage and 
in them the disease is much less serious than in the fetuses infected early in 
pregnancy. Symptoms, however, appear in the former before the end of the second 
month. 


Pregnant women ivith sj-philis should be treated throughout the entire pregnancy 
even though no symptoms are present, be-ause women mthout symptoms infect 
their children just as often as those with symptoms. The treatment of the mother 
has no effect on the fetus and maternal antibodies do not pass over into the fetus 
The disease in the fetus is acquired from the mother but is otherwise independent 

of the maternal disease. t tv /-■ 

J. F. Greenhill. 


Roberts, C. S. Lane; The Relation of Syphilis to Obstetrics. British Medical 
Journal, November 24, 1923, p. 971. ^ ueclical 

The author states that 10 ner cent of nil -mo....;..™ • i 
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and that 30 per cent of pregnancies in such families end in death of the fetus at 
or before term. Forty per cent of stillborn premature infants are syphilitic. 
Twenty-five per cent of all fetal dea-ths are caused by syphilis. Sixteen per cent 
of stillbirths are directly due to syphilis. Seventy-eight per cent of syphilitic 
infants born alive die in the first year, and the remaining 22 per cent die in early 
childhood. 

The more unusual modes of infection may be classified as follows: prenatal 
infection of mother and child, intranatal infection of the child, postnatal infection 
of the child. 

The author considers the relationship of syphilis to antenatal supeiwision. He 
also considers the prognosis as regards modification of the disease and the clTcct 
on the fetus. This is considered from the standpoint of the time during pregnancy 
at which infection took place, and the source of infection, the ago of the disease 
in the transmitter, the parity of the mother, and the treatment used. The author 
also considers the effect of pregnancy on syphilis in the alteration of the Wasser- 
mann reaction and the protection from manifestations of the disease, the disturbance 
in time relations of the three stages of syphilis, the alteration from a typical 
response to infection, the production of a symptomatic neurosyphilis. 

He also considers the effect of syphilis on pregnancy, the effect of syphilis on 
labor, the effect of syphilis on the puerperium. The author also considers the 
antenatal management, considering the difficulties of diagnosis and methods of 
treatment. He also considers the care of the sjT)hilitic infant. 

P. L. Adair. 

Eflaften and Kalman: Studies on Syphilis and Pregnancy. Zeitschrift fiir Go- 

burtshiilfe und Gynhkologie, 1923, Ixxxvi, 123. 

From a study of 96 luetic cases occun'ing in 5,738 births, the authors come to 
the following conclusions: Obstetrical clinics are given the opportunity to pick 
up unrecognized cases of latent hies. The Wassormann reaction is a valuable 
aid in recognizing these cases, and should be performed in every instance. 

There does occur nonspecific positive reaction dependent upon pregnancy, yet 
among 912 carefully studied house eases, complete inhibition occurred in only one 
case. A swing to a negative reaction during the puerperium occurs not infre- 
quently; in all such cases the Wassermann .should bo repeated. 

Antiluetic therapy for both mother and child should be begun as early as po.s- 
siblc. Maroaket Schulze. 

Levy-Solal: Syphilis of the Ovum and Fetus. Paris ^Medical, 1923, xiii, 537. 

That the omm may be infected by the spermatozoa is possible, though not 
definitely proved. That the mother of such an infected fetus may remain free 
from syphilis, TAivj'-Solal believes, is also possible as the mother may acquire an 
immunity by absorbing toxic products from the ovum. On the other hand, he 
thinks that most, if not all of these cases, aro merely latent cases of matenial 
lue.';. That the fetus may bo infected by the mother is beyond a doubt, yet the 
placenta seems a barrier to the passage of the spirochctc.s as they are not often 
found in large numbers in the placenta itself. At any rate, the fetus may be 
permeated with .spirochetes and the motlicr free from active lesions and, while 
the placenta may be infected, it may on the other hand bo entirely free from 
spirochete.s. 

leSvy-Folal believes that the virulence of the fetal infection depends somewhat 
on the time of gestation when infection actually takes place. If the ovum is 
infei-ted very early, it .simply dies and is expelled. Tlie nearer to term the fetus 
Ls infected, lie thinks, the more jmimme it has Ixicomc to syphilis and may therefore 
fve born apparently healthy. 
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He made a careful examination of a syphilitic fetus and found the most active 
lesions in the lungs and liver which he describes minutely. He shows that a fetus 
may present pathologic lesions of such severity as to be incompatible with life, 
points out on the other hand that these lesions may be so mild that, under treatment, 
perfect restitution is possible. In addition, to the well-lcnown lesions of the placenta, 
attention is called to the lesions of the membranes and of the cord. 

Hdvy-Solal finds that the more recent the infection of the parents, the more 
baneful the effect upon the offspring. Having observed the effect of treatment 
in connection with Pinard and Tzanck, he agrees with the former that treatment of 
the parents before conception is the ideal but that much can bo accomplished by 
treating the mother after conception, provided the beginning of treatment is not 
too long delaj'ed. Arsenical medication proves more beneficial than mercurial and 
as a rule two or three series of from seven to nine large doses of arsenobenzol are 
administered. ^VOBUS. 


Nathanson: Syphilis in Relation to Pregnancy. Surgery, Gynecology and Ob- 
stetrics, 1925, xli, 320. 

Sj^hilis was diagnosed in 2.90 per cent of 413 pregnant women, which fairly 
agrees with the incidence of 3 to 4 per cent reported by other investigators. The 
performance of routine Wassennann test in pregnancy constitutes a most valuable 
diagnostic procedure. Colles’ law has neither been conclusively proved nor dis- 
proved. The finding of a positive Wassermann in the mother during pregnancy 
does not necessarily mean that the child will develop syphilis. Routine microscopic 
study of the placenta for evidences of Praenkel’s disease affords more conclusive 
evidence as to the presence or absence of sjT)hilis than does serologic investigation. 
Syphilis is not an important factor in the production of abortions in the first 
trimester of pregnancy, and it has little influence on the incidence of miscarriages 
during the second trimester but it is the commonest single cause of premature 
births and stillbirths in the last trimester. If a diagnosis of maternal sj’pliilis is 
made, the patient should be intensively treated along appropriate lines irrespective 
of the duration of pregnancy. Every infant showing signs of congenital lues 
should receive antiluetic treatment, and should be kept under surveillance for a 
long period of time. Extreme caution should be exercised in choosing a wet-nurse 
for an apparently nonsyphilitic infant, and similarly no syphilitic child should be 
nursed by a nonsyphilitic woman. The author closes his paper with the plea that 
all departments of medicine should cooperate in an effort to combat the incidence 
of syphilis in pregnancy with its resultant economic burden upon the state, and 
its great waste of Iiuman life. Wir. C. Henske. 


Fischl: Profeta’s Immunity. Monatsschrift fiir Kinderheilkunde, 1923, xxv, 110. 

It is now quite generally accepted that the seeming “immunity” of the mothers 
of hereditary syphilitic children (Colies’ law) in reality depends not on immunity 
but on the presence of a latent syphDis in the mother. It might be inferred that 
Profeta’s law (“a nonsyphilitic child bom of syphilitic parents is immune”) could 
be similarly explained. A review of numerous studies reveals a wide divergence 
of opinion on the subject and this is the reason for the present contribution. Thirty- 
three mothers with frank syphilitic symptoms, and nursing their children at the 
breast, were observed for periods ranging from one and one-half to fourteen 
months. The Wassermann reaction in the mothers was positive in nine cases, nega- 
tive in six, and “variable” (at times positive and at others, negative) in sixteen. 
In the children, the Wassermann was constantly negative in twenty-five cases, and 
variable in eight. The reaction was repeated in mothers and children, up to ten 
or twelve times. Fifteen of the women had never been treated and the rest in- 
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Sufficiently. The children looked healthy and appeared to thrive, and it ■would seem 
that immunization had occurred, probably through the breast milk. In one case, 
a syphilis-like rash appeared for one day only, and the Wassermaun was positive 
on this day, but negative before and after — ^possibly this was an abortive sj-philis. 

T. 0. Hempelmann. 

Thompson, Warren: Syphilitic Backache. American Journal of the Medical 

Sciences, 1922, cbdv, 1. 

The author cites two cases in which the diagnosis was certain and benefit from 
specific treatment e-vident. He states that syphilis of the spinal column while 
rare is no doubt frequently overlooked and should be thought of in the etiology of 
backache when no other cause can be discovered. The lesion is usually in the cervical 
or lumbar regions. The clinical picture is indefinite, although backache worse at 
night gives a clue. The pathology is the same as in bone syphilis elsewhere in the 
body. AntlspeciSo treatment is curative. Wm. Knnwm. 

Portis, Bernard: S3^1illis of the Uterus and Adnexa. Surgery, Gynecology and 

Obstetrics, 1923, xxxvii, 37. 

After calling attention to the infrequency with which any syphilitic lesions of the 
female generative tract are observed and the lack of uniformity of the histologic 
descriptions in the literature, this author reports specific changes in the cervix, 
body of the uterus and ovary of a patient upon whom a panhysterectomy was done. 
The diagnosis was corroborated in each site by the demonstration of treponema 
stained by the Levaditi method. The author states that this ■ams the first con- 
clusive diagnostic proof of syphilis in a series of 1366 uteri subjected to pathologic 
study. 

Because the arteritis and sclerosis were less well marked than the lymphatic in- 
vasion, and because the secondary eruption appeared after operation, the opinion 
is expressed that the invasion in this instance was recent and ascending by way 
of the Ij'mph channels from a chancre on tho cervix. Specific processes of a more 
chronic nature and the changes following repeated involution can less readily be 
differentiated. Crbadick. 
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Original Communications 


SHOCK IN THE PREGNANT AND PUERPERAL WOMAN- 

By Harold Bailey, j\r.D., and William P. Driscoll, M.D., 

New York, N. Y. 


N O special study has been made of shock in obstetric conditions, prin- 
cipally because of its low incidence and apparently evident cause, 
— ^liemorrhage. Considerable effort, some of it successful, has been ex- 
pended in the prevention and control of blood loss, but if we are to 
reduce further the maternal mortality at childbirth our study must be 
directed toward the correct interpretation of acute collapse, the eluci- 
dation of circumstances attending its origin and the treatment of the 
condition per se. 

The work on traumatic shock of the National Research Council of 
Great Britain and of Walter B. Cannon^ and his associates was of 
inestimable value in war surgery and noAV bids fair to be of continued 
value in the sui’gery of civil life. The obstetrician must correlate his 
management of cases of collapse ivith the suggestions offered by these 
physiologists and demonstrated innumerable times as practical and 
life-saving. 

It is not difficult to show that shock comprises a considerable per- 
centage of the complications that lead to death in labor. The protec- 
tion of the mother is the chief aim of prenatal care and everj’- effort 
is made to bring the woman to the conclusion of her iireguancy with 
her body free from specific toxemia and to provide an environment 
where asepsis at delivery is assured. These conditions may be fulfilled 
and have been, in certain groups of cases, but careful review of the 
death rate shows that with the reduction of deaths from toxemia and 
sepsis, there still remains about 50 per cent due to accidents of labor, 
and this figure has been considered an appax’entlj^ irreducible minimum. 


*Reafl at a inceting of tlie Buffalo Academy of Medicine, October, 1925. 


Note: The Editor accepts no responsibility for the vicAvs and statements of 
authors as published in their Original Comnuinieations. ” 
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In tlie last 2323 cases of the Maternity Center Association there were 
five maternal deaths or one in 464 eases. Two of the patients died of pri- 
mary shock following blood loss; a third patient died within three 
hours of delivery and although death was attributed to pulmonary 
embolism it was probablj’- due to injury and shock. Three-fifths of 
the deaths, then, may be ascribed to the development of shock. 

In the 1477 deliveries on the Bellevue Ilospital service during the 
past two years (six months service in each year) which form the basis 
of this paper, we can attribute 37 per cent of the deaths to conditions 
that ended in shock. 

In opening our discussion we wish to have it thoroughly understood 
that we are not considering the mild anemias following the loss of 
1000 c.c. of blood neither are we .speaking of the iiatient who exhibits a 
rapid pulse and blanching of the skin after operative delivery. Both 
of these conditions may be a mild foimi of collapse, but our problem 
deals with the cases in which complete shock occurs. IVlien shock de- 
velops, the patient either suddenly, or gradually in the course of an 
hour or two, acquires a rapid, tliready or imperceptible pulse; there 
is a lowering of the systolic blood pressure to a point somewhere be- 
tween 80 and 40 mm. of mercury, and, coincident with the lowering of 
the arterial pressure, there is a diminution in the COj combining power 
of the blood. There is a blanching and sweating of the skin, with pale 
mucous membranes and a lapse into a partially conscious state, pro- 
gressing to unconsciousness. During the development of the shock 
there may be deep respirations or so-called air-liunger. Occasionally 
there is present an element of nervous excitement and fear. Without 
treatment, death invariably ensues. 

These symptoms are usually classed as signs of hemorrhage, but avc 
wish to point out that they are signs of shock and may occur in cases in 
which there is no loss of blood from the vessels. Cannon,- in investigat- 
ing shock in injured soldiers found that many of them had lost no blood 
or only small amounts; yet gradually after an hour or so, dui’ing their 
transfer to the rear lines, they lapsed into a state similar to that shown 
by the men who had bled freely and developed immediate syncope. In 
traumatic shock, he termed the collapse that occurs in patients ex- 
hibiting excessive hemorrhage ijrimar]/ shod:, and he classified as 
scconckin/ shod: the gradual collapse that developed in patients suffer- 
ing trauma with but little hemorrliagc. lie found that in the latter 
group the blood count taken fi’om the skin surface was higher than a 
.simultaneous count of blood from a vein and that both were above the 
nofmal, and he concluded that a concentration of the blood occurs in 
the supciTicial capillaries. In abdominal operations where shock en- 
sue.s there is no evident dilatation of the venous .system of tlie .s])lanch- 
nie area and, therefore, there can luirdly be vasomotor paralysis as an 
etiologic factor. In traumatic and surgical shock it may be conceded 
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that there is no central vasomotor origin, hut in obstetrics we have 
complicating conditions that, by acidosis and perhaps even specific 
toxins, produce a deleterious effect on the centers. 

We present an outline, giving the varieties of primary and second- 
ary shock seen by us. 

I. Surgical Shock 

a. Hemorrhage 

b. Intraperitoneal Irritation and Hemorrhage 

c. Traumatism to an Organ 

d. Distention of an Organ 

II. Acidosis and Exhaustion Shock 

a. Acido.sis 

* 

b. Heart Depre.ssion 

III. Vasomotor Shock 

a. Drugs 

b. Eclampsia 

c. Chronic Nephritis 

I. SURGICAL SHOCK 

a. Remorrhage . — In hemorrhage during labor or immediately post- 
partum and especially in cases of placenta previa, there may be such a 
rapid and free loss of blood that the patient is at once exsanguinated 
and dies within a few minutes. However, in the majority of the bleed- 
ing cases in which shock occurs, the patient loses from 1500 to 2500 e.c. 
of blood and there is an immediate anemia followed by a gradual lapse 
into shock which if untreated results in death within a few hours. 

Cannon^ has shown in animals that a first hemorrhage of 20 
per cent depresses the blood pressure but that it rises again at once. 
A second loss of 10 per cent causes depression and there is still a ten- 
dency to return to normal. Following a third loss of 10 per cent or a 
total of 40 per cent, the animal drops into shock and dies. These 
results are applicable in obstetrics. Patients may bleed before their 
admission to the hospital, and in such cases the history is of the ut- 
most importance for it is essential that the operator keep in mind 
that even a small further loss of blood may be fatal. 

Prima/ry Shoch, Secmilary EemoTrlmge 

Case 1.— Bellevue Hospital. A. N., age tweuty-four, para ix. April 11, 1925. 
Complete placenta previa. Tliis patient was admitted with a history of bleeding 
at home. Her blood pressure was 120/70. An extraovular bag was inserted at 
5 p.M. and expelled at 9:50 p.m. Version and breech extraction were done im- 
mediately, and a living child, 3100 grams, was delivered. 

There was considerable bleeding during the , delivery. The placenta was ex- 
pressed at once; pituitrin was given, and the uterus and vagina were packed with 
gauze. The patient was in deep shock, progressing to unconsciousness. 

Two thousand c.c. of saline were given by hypodermoclysis and thirty minutes after 



THE AaiERlCAN JOVIiKAL OF OBSTETRICS AND GY^■'ECOLOG'^ 


the delivery, 2o0 c.c. of gum glucose was injected i 7 i a vein. The patient imiwoved, 
came out of the coma, and was able to talk rationally. In the interval a donor 
had been procured and transfusion was about to bo started when she had a second- 
ary hemorrhage behind the packing which resulted in its expulsion. She died within 
a few minutes. 

Note. — ^I n this particular ease wc were not able to obtain blood pressure read- 
ings because the patient was pulseless after the delivery. 

Primary Shod:, Excessive Hemorrhage 

Case 2. — Bellevue School for Midwives. M. K., para ii. July 9, 1925. Inversion 
of the uterus. With her fir-st labor, this patient had an adherent placenta and 
postpartum hemorrhage and was transfused on the Bellevue service. The present 
delivery was normal and without an anesthetic. 



Chart I. — Case 2. Prlniai-\' .shock. Excessive IiomoiTlitiKe. Invor.sion of the iitcnis. 

Tlie delivery took place at 3:3.5 A.sr. At 2:10 A.ar. heniorrhngc occurred, and 
attempts wore made to expel the placenta by tiie Credd method. Thi.s was followed 
by a complete inversion of tiic uterus with the placenta still attached. Tlierc 
was immediately cxce.^'sivc hemorrhage and the patient wont into collap.sc. She was 
pul.‘Jelc.=.s. and the sy.stolic blood pressure could not be determined. Her respiration 
became very slow, and it appeared as though she were in a dying condition. 

Stimubints were given and .also -1 mni. of Mageudie’.s solution. At 2;r!0 a.M. she 
was given liypodcrmocly.d.s of 3.000 c.c. of snlinc .and ijiti a venous injection of 
500 c.c. of .=aline. The uteru.c was partly 7'ediicod .‘uid replaced within the vagina 
.and ten y.anK’ of gauro piveked about it. At -1 a.m. 2.50 c.c. of gum glucose solution 
was injected intravenously, and at .5 a.m. the .systolic blood pressure was 50 mm.; 
t-o gr. morphine was given, and two hours later Tt, gr. At 0 AAt. the blood pre.spure 
was (Ei mm. The pati'ejif lauitimiod to inijirove, and at 3 I’.M. her blood pres‘-ure 
w:!.: '.*0 iiiid the blood count wa*. It. 15. C.. I,flf)0,0h0; Jig., 30 p(‘r cent; a tTarisfiislon 
AS .550 c.r. blood was given by the Uiiger method. 

Two day." Inter the bl'«=d l•(l;tllt was II. 15. C. 2,'.n'ii,00n ; Ilg., 5u jier cent. During 
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the puerperium the blood pressure averaged above 100. One month later she was 
transferred to the Gjniecologic side and a Spinelli operation was done on a well 
involuted, inverted uterus. Following this operation it was again necessary to 
transfuse her. The patient ultimately recovered. 

Secondary Shod:, Postpartmn Hemorrhage with JRetained Placenta 

Case 3. — ^Bellevue Hospital. L. B. Para iii. May 19, 1925. This patient 
was delivered by a midwife at 10:30 p.m. on May 18. The placenta was retained 
and the patient gradually became exsanguinated from loss of blood. A doctor was 
called who attempted to remove the placenta but was unsuccessful. 

The patient was admitted to the hospital at 2:10 A.M. with a systolic blood pres- 
sure of 40; the diastolic could not be determined. Her pulse was thready and the 
skin cold and clammy. There was no active bleeding. She was given 1,000 c.c. of 
saline solution by hypodermoclysis and at 3 a.m. an injection of 275 c.c. of gum 



glucose was started. This brought the blood pressure to 100/50 and her general 
condition improved. At 11 A.AI. seven hours after the beginning of the intravenous 
medication, the systolic blood pressure was 90. 

The placenta wns then manually removed with some difficulty. The uterus 
and vagina were packed with iodoform gauze, and the patient was given a 550 c.c. 
transfusion by the Unger method. Two days after the transfusion, the blood count 
was E.B. C., 3,240,000; Hg., 50 per cent. 

There was a low grade temperature with foul lochia for ten days. Otherwise the 
puerperium was uneventful and patient was discharged on the 18th day. 

b. Intraperitoneal Irritation and Bleeding .—This condition is seen 
most frequently in ectopic pregnancies. The abdomen may become filled 
with blood, and primary shock, due to actual blood loss, results. There 
may be, however, little intraperitoneal bleeding, and yet the patient 
will exhibit typical symptoms of shock. ‘ ^ 


292 THE AMERICAN JOURNAL. OF OBSTETRICS AND GYNECOLOGY 


Sccond<t/rij Shod:, Ectopic Pregnancy 

Case 4. — ^Private case of a member of our teaching group. Nursery and Cliilds' 
Hospital. May 20, 1925. Tliis patient had a mass in the pchds which appeared 
to be an incarcerated pregnant uterus. At 10 a.m. she Avas examined under anesthesia, 
and a mass tlie size of a three months' pregnancy pushed above the promontory of 
the sacrum. 

At 11 A.ii. the patient’s pulse became rapid and at 3:15 t.ai. Avhen she was seen 
by us in consultation, .slie Avas in profound collapse. She A\-as removed to the 
operating room but her blood pressure Avas so Ioav tliat it was considered inad- 
A’isablc to open the abdomen until her condition improved. Morphine was given 
and instillations of tap Avater by rectum. At 3:30 p.ai. 1,000 c.c. of saline Avas 
given by hj-podermoclysis, under the breasts. At 5:30 p.ir. gum glucose injection 
was started, and after tAventy minutes the patient aaus anesthetized, and the 
abdomen opened. 

There was very little blood AA’ithin the abdominal cavity, but the mass below 
proA'cd to be a three months’ ectopic pregnancy, in the sac of which there Avas about 
a cupful of blood. The fetus and tlic placenta AA-erc removed and packing inserted 
to check the oozing and to insure drainage through the A-agina. At the end of the 
operation the gum glucose Avas still going through the veins and the patient was 
in fair condition Avith a rapid, feeble pulse. There Avas some difficulty in procuring 
a donor and at 7 PAr. 700 c.c. of saline aats given by hj-podermoclysis. At S:30 
p.jr. 750 c.c. of blood Avas given b}’ transfusion. 

The recovery aa’Us uneventful. The blood pressure on the day following the 
operation was 106/70. 

c. Traumatism to an Organ . — Under this heading Ave refer chiefly to 
rupture of the uterus. In rupture of the lower uterine segment that 
does not extend more than one or tAA'o centimeters beyond the vaginal 
vault there may be little or no external bleeding, although there is 
often as much as 100 to 200 c.c. of blood in the broad ligament. These 
tears are usually the result of liigh forceps application to a head that 
has not passed through the cervix, and the injury is apt to cause sec- 
ondary shock. Complete rupture with the tears through the peritoneal 
coat are likelj' to be accompanied by excessive intrap eritoneal hemor- 
rhage and primary shock. Many injuries of this type are accompanied 
by hemorrhage, and it is a que.stion which factor, traumatism or hemor- 
rhage, is the more important. 

Secondary Shod:, No Hemorrhage. Tlnpture of the Lower Uterine Segment 

Case 5. — BellcATie Hospital. M. C. Age forty. Para x. March 27, 1925. This 
patient Avas delivered by version at 2 p.m., on the outdoor service of the BelleA’ue 
School for Midwives. There was only the ordinarj' bleeding folloAving tlie deliverj', 
and the placenta remained within the uterus. The visiting doctor left the patient 
in charge of an interne Avho called him back an hour and a half later. 

He found that there had been no bleeding, but the placenta Avas still Avithin the 
uterus and the patient in shock. He had her brought to the ‘hospital in an 
ambulance; she arrived there three and a half hours after tlie deliverj'- of the child. 
Her pulse was so thready in character that it could not be determined. Her blood 
pressure Avas 40. The blood count .shoAA-cd B. B. C., 3,680,000; Hg., 78 per cent. 

At 6 PAI. morphine was given, and at 6:50, 250 c.c. of gum glucose Avas in- 
jected in a vein. About an hour afterward her blood pressure Avas 108/80, her pulse 
160 but of better volume. At 7:15 p.xr. the placenta was manually removed, and 
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it was then found that there was a mpture extending into the broad ligament. 
Vaginal packing was inserted. At 8:15 p.m. 660 c.c. of blood was given bj^ trans- 
fusion. Following this the blood pressure rose to 110/80. At 9:45 p.m. or seven 
and a half hours after the delivery of the chOd, hysterectomy was done. Tliere 
was less than an ounce of blood within the abdomen, but there was a blood clot of 
about 200 c.c. within the folds of the left broad ligament. There was marked 
torsion of the uterus to the right. Followmg the hysterectomy, 1,000 c.c. of saline 
was given by hypodermoclysis. The patient was returned to the ward in fair 
condition. 

At 1 A.sr. she again went into spicope of short duration. Her systolic blood 
pressure was 68. Moi-phine was given and at 4:30 a.si. the blood pressure was 
94/64. At 7 A.M. or seventeen hours after the delivery the blood pressure was 
130/78. The blood count was E. B. C., 3,410,000,- Hg., 60 per cent. We believe 
that when the patient went into syncope at 1 A.Ar. the probable cause was a pul- 



Chart III. — Case 5. Secondarj- shock. No hemon-liage. Rupture of the lower 

uterine segment. 

monary embolism as she had marked congestion of the lungs with cyanosis on the 
following day. She died on the night of the second day. 

Secondary SJioclc, Complete Tiupture of the Uterus with Intraperitoneal Hemorrhage 

Case 6.— Bellevue Hospital. T. M. Age forty. Fara iv. April 10, 1925. This 
patient was five months ’ pregnant and was admitted to the hospital with a diagnosis 
of threatened aboifion. She remained in the ward fourteen days with no hemorrhage 
and few symptoms. On her way to the examining room to be examined for dis- 
charge she had a sudden sharp pain in her lower abdomen. Tlie pain persisted for 
three to four hours and at 4 p.m. it was evident that the patient was in mild 
shock. At 4:30 her blood pressure was 80/44. A provisional diagnosis of ruptured 
ectopic pregnancy was made. 

One thousand c.c. of saline was given by hypodermoclysis. At 5:30 pm she was 
given 250 c.c. of gum glucose. At 6:30 p.m. her blood pressure was 106/40 and 
her general condition such that the abdomen could be opened. 
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She began to have slight -vaginal bleeding and lapsed gradually into shock. On 
examination the uterus was found to be ligneous in its consistency. The blood 
count was R. B. C., 3,520,000; Hg., 60 per cent. 

Morphine was given, and 1,000 c.c. of saline by liypodermoclysis. The membranes 
were ruptured artificially and a No. 5 bag inserted at 11 aj,i. At 1:25 p.JvE. a 
stillboin baby was delivered spontaneously. The placenta was expressed and found 
to have blood clots adherent to its entire surface. Although there was no further 
bleeding, as a precautionary measure, the uterus was packed -vvdth iodoform gauze. 
Two hours later, as soon as a donor could be procured, 520 c.c. of blood was given 
by transfusion. Before the transfusion the blood pressure was 112/90. Two 
hours later it was 132/92. The following day the E. B. C. were 4,400,000; Hg., 
7S per cent. 

The recovery was uneventful. 

Primary Shock, Mild. Acute Distention of the Stomach 

Case 8. — ^Private case of one of the authors. November 2, 1924. Para i. The 
patient had had a Simpson operation for retroflexion. The membranes ruptured 
spontaneously two weeks before term. The labor lasted twelve hours and ended 
with a forceps delivery. A perineal tear had to be repaired. Ether was used for 
the anesthetic. 

Immediate!}' following the delivery of the placenta the upper part of the abdomen 
’ became greatly distended and the patient began to drool coffee ground vomitus. 
There was a very largo quantity of this, — at least a quart. The pulse became 
rapid and of low tension. The foot of the table was raised and vigorous pressure 
made on the upper part of the abdomen by means of a binder. Tap -water was 
given by rectum and morphine as soon as she was out of the ether. No further 
treatment was nocessar}*. 

Note. — This case is inserted here merely as a matter of record as not more than 
twelve or fifteen such cases, immediately following vaginal delivery, are to be 
found in the literature. 

II. ACIDOSIS AND EXHAUSTION SHOCK 

a. Acidosis . — ^We have indicated in the first part of the paper that 
patients in labor are particularly susceptible to shock because of the 
fact that they have an acidosis Avhich is represented by a loivered car- 
bon dioxide content of the blood. This low content is attributed to 
several factors. In the first place the pain produces deep respiration 
with increased elimination of the COg. Instead of the CO, combining 
power of 55 to 70 which is normal in nonpregnant women, 44 or even a 
lower figure has been shoivn by a number of observers to be the aver- 
age in pregnant women. A. C. AVilliamson^ has showui that in labor the 
alkali reserve as represented by the CO, content of the blood may be 
as low as 32 and we give a chart of Williamson’s which illustrates 
this point. 

Secondly, an increase in the acidosis is caused by tlie starvation that 
obtains during a long labor or one that extends over twenty-four hours. 
The stai’vation occurs at a time when the muscular energy expended is 
extreme. There are, also, waste pi’oducts from muscular contractions, 
i.e., lactic acid, etc., that require alkali for their neutralization In 
cases developing secondary inertia during the course of the labor it is 
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well to remember that acidosis is undoubtedly present and sliould be 
considered before operative procedure is contemplated. It is generally 
conceded that etlier and chloroform and nitrous oxide without the cor- 
rect proportion of oxygen decrease the CO, content of the blood. 

Cannon" has shown that there is a coincident lowering of the blood 
pressure and tlie CO,. Jilany of the obstetric cases liave a systolic blood 
pressure between 90 and 100 during the last month of pregnancy. 

The summation of these factors renders the patient a poor operative 
risk. 

Acidosis Sltoclc 

Case 9. — Bellevue Hospital. S. T. Age twenty-two. Para i. March 15, 1925. 
This patient was in labor thirty hours, twenty-four in the hands of a midwife who 
noticed that the woman was becoming prostrated and advised hospitalization. On 



Chart V. — Shows variation ot plasma CO 2 during- labor. 

(From paper by A. C. AVilliamson) 

her arrival at the hospital, her pulse was 132. The membranes had been artificially 
ruptured twenty-four hours previously. The position was L. O. A. with the head 
high in the pelvis. The cervix was not more than four fingers dilated. 

The labor was allowed to continue for six hours longer at the end of wliich 
time the patient was in a state of secondary inertia with the cen’ix completely 
dilated. A living child was easily delivered by axis-traction forceps. Ether anesthesia 
was used. At the end of the operation, although the procedure was short, the 
patient was in shock. Her pulse was over 170. There was only the ordinary bleed- 
ing. 

One thousand c.c. -of saline was given by hypodermoclysis under the breasts. Tap 
water was given by rectum. The head of the table was lowered. At the end of 
two hours the improvement was decided and nothing further was done. The 
patient continued to have a rapid pulse for the next six hours and it was above 
normal for four days. 

The remainder of the puerperium was normal and the patient was discharged 
with her baby on the tenth day. 
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b. Heart Depression . — ^Yandell Henderson,® in 1909, indicated that 
pain may lead to fatal apnea owing to the fact that with the pains there 
is excessive pulmonary ventilation and a loss of what he terms the pro- 
tective COo. With the loss of the CO„ which stimulates the respiratory 
center, death may occur suddenly from respiratory failure. Conversely, 
pain may stimulate the centers, and sudden relief from pain may leave 
them without the stimulating factor and death result. He refers to 
Crile’s paper of 1896 which describes shock in animals and quotes him, 
stating that in 103 experiments in which exact determinations were 
recorded, respiration alone failed in 90, the heart in four and both 
simultaneously in nine. 

In his description of the loss of tlie CO, content of the blood, A. C. 
Williamson^ suggests that, in ob.stetrics, a number of the so-called sud- 
den anesthetic deaths may be in reality deaths of an aeidotic nature, 
preventable if due regard is given the factor of the lowered CO, tension. 

Primary Shoclc, Peart Depression. Anesthetic Death 

Case 10. — Bellevue Hospital. M. R. Age forty. Para i. May 21, 1925. Toxemia 
of pregnancy and chronic nephritis. On admission this patient had a blood pressure 
of 160/110 and 4-plus albumin in the urine. 

On May 25, a No. 4 Voorhees bag was inserted and expelled twenty-six hours 
later. Tlie membranes were ruptured artificially, and tlie cervix was found to be 
four fingers dilated and soft. Instead of delivering the patient, she was allowed 
to await tlie development of forcible contractions. Another twenty-eight hours 
passed and then it was decided to apply the forceps for an R. 0. P. position. Tho 
patient was in an exhausted state and throughout the labor had been filled ivith 
fear, repeatedly saying that she was going to die. 

Ether was started by the drop method in an open cone. The patient was pre- 
pared in about ten minutes, but before the operator could insert the forceps 
she ceased to breathe, and her heart stopped at the same time. A total of two 
ounces of ether was used. A living baby Avas delivered by higli forceps immediately 
after the patient’s death. 

The autopsy showed chronic interstitial nephritis and a chronic cardiac condi- 
tion which Avas not recognized during life, as the patient’s heart was compensated. 

Primary Shoclc, Peart Depression. Anesthetic Death 

Case 11. — Manhattan Maternity Hospital. January 31, 1924. This case ivas on 
the outdoor sendee of the Berwind Maternity Clinic. The patient had a simple 
flat pelvis of moderate degree and after thirty-six hours of labor she went into 
secondary inertia ivith the head moulded into the inlet. 

She was given morphine, but the pains continued udth mild force. After thirty- 
eight hours of labor she was referred to the Manhattan Hospital for operation 
by a member of our teaching group. Ether Avas used as the anesthetic. As soon 
as the abdomen was opened the patient’s respiration ceased. The heart pulsated 
for a moment or tAvo. She was treated by artificial respiration, massage of the 
heart, through the diaphragm, and injections of adrenalin into the heart muscle 
all of which proved to be of no aid. The autopsy findings Avere negative. 

The child was delivered at once but although the heart was beating, it could 
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III. VASOJIOTOR SHOCK 

a. Drugs . — ^In traumatic shock it is quite evident that vasomotor 
paralysis is not an etiologic factor. Cannon's evidence would lead to 
the conclusion that the vasomotor center is not paralyzed but stimulated, 
leading to constriction of the vessels, and that in the late stages of ab- 
dominal shock in animals where 'the pressure is as low as 50 mm. of 
mercury, there is .some tone to the blood venselH indicating tiiat the vaso- 
motor centers are still active. However, no one would deny that the 
vasomotor tone could he so reduced by toxic drugs that the patient 
would lapse into shock and die through embarrassment of tlie right 
heart. In 1910 we had a case representing this type of shock. 
(Bailey, Shock in h'chnnjisia.’^) 



Chart VI. — Case 12. Ya.soniotor shock, preeclampsia. 

Vasomotor SItoolc, Aclwi of Veratrum VirUle on Vasomotor Center 

Case 12. — ^ilanhattan Maternity Hospital. M. H. Age twenty-one. Para 5. 
February 20, 1910. On a(]mi.ssion there were albumin and casts in the urine and 
the blood pressure was 240. As the patient was entering labor it was felt that it 
would be advisable to give her Veratrum to lower the blood pressure. She received 
by hypodermic iujection 15 nim. of U. S. P. tincture of Veratrum viride and this 
dose was repeated at 9 p.m. At the time of the administration of tlie second dose 
she complained of nausea but her pulse was not slow. 

Porty-hve minutes later she became semiconscious; her extremities Avere cold 
and perspiring, and there was constant drooling of frothy saliva. Her pulse was 
60, her respiration 45 and the pupils of her eyes were widely dilated. At 9:45 Pju. 
the blood pressure was 95 — a drop of 145 mm. of mercury in the course of tliree 
hours. 

The collapse was treated by irn'crfing the patient, an assistant standing on the 
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table and holding her legs against his shoulders. While the patient was thus 
inverted her legs Avere tightly bandaged. One-eighth of a grain of morphine was 
given and the dose repeated in half an hour. Ten mm. of adi'enalin was injected 
every ten minutes for a number of doses, and one-thirtieth of a grain of stryclmine 
was given. The patient gradually returned to a bettor condition. One hour later 
the blood pressure Avas 120 and at the end of the next hour 105 Avith the pulse 
80. The patient was able to respond rationally. The bandages Avere removed 
from the lower extremeties and the blood pressure at once dropped 10 mm. A 
reapplication of the bandages rai.scd the blood pressure to 112. At midniglit the 
patient dropped into a normal sleep. 

Delivery occurred at 8:50 A.Ji. the folloAving morning. Directly after the delivery 
the blood pressure Avas 150. 

b. Eclampsia . — ^We feel that in toxemia of pregnancy and e.speeially 
in eclampsia wdiere there is a high blood pressure, tlie medullary cen- 
ters are OA'crstimulated by the circulating toxins. A similar condition 
exists in chronic nephritis, and there is no question in onr minds that 
a rapid emptying of the uterus is dangerous if the patient has a blood 
pressure of 200 or over. The shock is of the primary type, that is, it 
appears at once and death folloAvs, usually Avithin the hour. 

A study of the mortality rates for eclampsia Avith operative pro- 
cedure and early delivery, — ^the treatment formerly in favor, — re- 
sulted in very high mortality rates, 50 per cent for accouchement 
force and 23.8 per cent for cesarean section. (Eden’s figures.”) With 
the adoption of the Stroganoff technic and nonopera tiA’c interference, 
there aa^s one maternal death in the last sixteen cases at Bellevue 
Hospital. 

We believe that the differences in the mortality rates are explained 
by the fact that these cases liaAm .seA'-ere acidosis, as Ioav as 12, 16, 20, 
or 21 p)er cent CO, combining poAver (selected cases from Killian and 
Shei’AAdn^”), and OAmrstimulated A’asomotor centers. 

There haA’^e been no cases of .shock in eclampsia in the past tAA^o years 
on the BelleAuie service, so Ave must refer to our former iiaper on this 
subject. 

Frimai-y Shod', Eclainp’-ia 

Case 13. — ^BelleA-ue Hospital. A. E. Age twenty-five. Para i. April 25, 1910. 
Tills patient had a history of haA’ing had one convulsion. At 3:25 p,m. shortly 
after admission, another coin-ulsiou occurred and the blood pressure taken at this 
time Avas 210. She Avas placed on the table and prepared for delivery. The cervix 
Avas fully dilated and a bieech was presenting, Avith the membranes ruptured. At 
3:45 P.M. a child Avas delivered by breech extraction and another head engaged 
at once. A half hour later a second child Avas delivered after an easy forceps 
operation. The placenta was expressed by the Ciede method after tiventy minutes. 
There Avas only the ordinary amount of blood lost and the cervix Avas not lacerated. 
There was a medium tear of the perineum Avhich Avas sutured at once. Tlie anesthetic 
was ether and only a small amount Avas giA-en. Both children lived. 

At 4:35 P.M. the blood pressure Avas 108, pulse 128. Hot saline irrigation Avas 
given by rectum, and the patient returned to bed. At 5:30 p.m. the blood pressure 
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was 120, and at 10 p.m. it had reached 185, pulse 112. At 4 a.ii. the hlood pressure 
was 200 and four convulsions occurred in rapid succession. 

The patient made a good recovery. 

We liaYe a rmniber of case!? of eclampsia, in -svliicli tlie delivery was 
either spontaneous or operative, which showed a drop in the systolic 
hlood pressure of 90 to 100 nim. of mercuiy following the deliver}^, hut 
to control our findings of so long ago Ave present a similar case from the 
paper of 0. H. ScliAA'arz.^^ This patient Avas an eclamptic. On May 13, 
1923, labor Avas induced by a Voorhees bag. Delivery Avas by a loAV 
forceps procedure. At 10:30 a.m. the patient’s blood pressure Avas 195. 
She Avas deliAmred at 12 noon, and at 1 :30 p.m. the blood pressure Avas 
93. At 1 :30 it fell to 80, a drop of 115 mm. in six hours, and then there 



was a gradual rise until tlie reading the next morning, Avhicii Avas 120. 
RecoA^ery folloAved. 

c. Chronic XcpJirUis. — It seems best to us to induce labor in 
patients having a high blood pressure and chronic nephritis in order to 
prcA’ent further damage to tlieir kidneys. When premature separation 
of tlie placenta is a.ssociated Avith chronic nephritis it becomes nece.ssary 
to end the pregnancy. We Avill report one case wiiere delh'ery Avas 
folloAved by slioek and present a eliart Avith description of a similar case 
from Dr. ScliAA'ar/.’s report. 

Primary Shock, Chronic Kephrilis 

Case I-I. — ^Bellcnic Hospital. T). A. Age tJiirty-two. Para vi. May 11, IDC.l. 
Premature separation of the placenta. On admission the patient’s blood pressure 
was 220/140 and there was thrco-plus albumin in the urine. About 500 c.c. of 
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blood was lost before labor was induced. Induction was started by the insertion 
of a bougie and later a bag. 

The duration of the labor was forty-eight hours. The blood pressure at the end 
of this time was 260/140. Three hours after tlie bag was expelled, the patient 
was placed on the table and the child delivered by version. The version was 
easily performed but the extraction was difficult because of the raised arms. The 
placenta came away spontaneously and the normal amount of blood (500 c.c.), was 
lost. 

After the delivery the pulse was very weak and there was marked pallor as 
well as sweating. Almost at once the patient became pulseless. She was given 



an adrenalin series, hypodermoclysis of saline, external heat and intravenous saline 
infusion. There was no improvement and death followed promptly. 

Dr. 0. H. Scliwarz^= records in Case 3 of liis paper, the history of a 
patient with chronic nephritis. On March 18, 1918, after a twenty-six- 
honr labor she delivered spontaneously. Ether anesthesia was used. 
The day before the delivery her blood pressure was 230 and during 
labor it went as high as 220. At 3 :30 p.m. it was 220. Delivery oc- 
curred nine hours later and it was found that the blood pressure was 
108, a drop of 100 uini. In the course of the next two hours it dropped 
to 70 and death followed at 4:30 a.m, four hours after the delivery. 

In the eclamptic and nephritic types of shock, we believe that sudden 
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death is due to splanchnic dilatation following the lowering of the intra- 
ahdoininal pressure that occurs with the delivery of the child. The 
large mass of the uterus sinks into the jielvis and there must be a 
vacuum drag toward the abdomen. It is probable that the vasomotor 
center, already interfered with, is not able to accept the further load 
and loses control, although even then it is not entirely paralyzed as 
we can show recovery in many of these eases. 

TBEAT]MENT 

Formei'ly in the treatment of .shock eases Ave employed only the ordi- 
naiT measures of position, heat, morphine, Avater by rectum, saline 
under the breasts and intraA^enous infusion of saline. In 1924 AA^e 
added blood transfusion, but even AA'ith special effort it AA'as impossible 
to transfuse the emergency cases because of the difficulty of procur- 
ing donors Avithin several hours. AVe then established our OAvn group 
of donors, but Ave Avere still unable to gh'e a transfusion Avithin three or 
four hours; therefore, AA^e adopted gum glucose injections as a .substi- 
tute for immediate transfusion or actually, in our procedure, as a sub- 
stitute for intraAmnous saline infusion. 

In 1921, Dr. Lilian K. P. ParraF’’ I'cported the successful use of 
gum glucose as a prophlyactic measure against acidosis and her report 
Avas later supplemented hy a summary by AinsAvorth Smith,^'* of the 
shock cases so treated at the Woman’s no.spital. There AA’ere eighteen 
patients AA*ith postojierative shock aa'Iio recovered folloAA'ing gum glu- 
cose injections, and there aa'ci’c nine others AAdio died; hoAvever, their 
condition Avas so serious that entirely aside from the shock their recoA'- 
ery AAms hardly to be expected. 

In 1918, AVilliam AL Bayliss^*' discoA'ered that gum glucose solution 
and saline AA’ere of great A'ahie in the treatment of sliock, especially 
AA’hcn transfusion AA'as impossible. Gasser, Herbert and Erlanger^® used 
hypertonic solution of 25 per cent gum acacia and 18 per cent glu- 
cose and in 1919 reported their re.sults in tAA'eh'e cases. Their theory 
AA'as to make the solution hypertonic so that it AA'Ould draAA' a great deal 
of AA'ater to the blood stream. lIoAA’eA'er, this solution AA'as so concen- 
trated and the fluid AA'as so sloAA'ly atti'acled to the blood .stream that its 
use AA'as discontinued. 

Dr. Farrar used the 6 per cent gum but cojnbined it Avitli 20 per cent 
glucose. Tlie ery.stalloid glucose attracted the AA’ater from the tissues 
and the gum maintained tlie pressure in the ve.ssels through its osmotic 
and colloidal action. Bhc lias seen no deleterious effects from the injec- 
tion AA'hich she has used since 1920. Our first injection of the solution 
Avas AA'ith material borroAAcd from her, and Ave have adopted the appa- 
ratus in use at the Woman’s ITo-sjutal. 

We belicA'e that, in all eases of shock AA'ith hemoi-rhage, the injection 
of gum glucose should be folIoAA'cd AA'ithin an hour or tAA’o by the trans- 
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fusion of blood for the effect of the gum glucose is lost after four or 
five hours. It so happens that our admissions of shock cases in 1925 
were numerous, and the satisfaetoiT experience that we had with the 
administration of gum glucose in nine shock cases leads us to consider 

it of great value. 



Fig. 1. — Gum glucose infusion apparatus. 
(Devised by Dr. Fai-rar of the Woman's Hospital.) 


No one can deny the effectiveness of accessory treatment, such as 
morphine and heat and lowering the head of the patient. In obstetric 
conditions further venous hemorrhage from the uterus is nearly impos- 
sible Avhen the foot of the table is raised. We also consider of real 
value in exsanguinated patients the injection of warm tap water into 
the rectum. The water should be given in six ounce injections, if the 
patient is in an elevated position or, if she is, in bed, the Murphy or 
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Harris drip should be used. Hypodermoclysis of saline, 500 c.c. under 
either breast, is also of value, as is intravenous infusion of saline, hut 
Ave do not give the latter unless forced to do so by lack of other material. 
We are sure that in the past, saline infusion has saved many of our 
patients, but the resulting rise in blood pressure is very temporary. 
The infusion of gum glucose, as we liaA’^e stated, holds the blood pres- 
sure rise for several hours. Apiiarently 300 c.c. is a sufficiently large 
injection, but there is no reason why it should not be repeated. The 
solution should be 104° and it must not be injected more rapidly than 
4 c.c. per minute. If the blood pressure is 80 or above, the patient is 
probably not in extreme shock and rather than inject gum glucose she 
should be treated by the other methods described above. 

In order to determine the condition of the patient as regards acidosis 
at the time of operation the COg combining power should, if possible, 
be obtained and the blood pre.ssui‘e taken before operative procedure is 
started. 


CONCLUSIONS 

In our opinion shock should be treated in the following manner : In 
patients exhibiting preliminary symptoms of shock and exhaustion, no 
operative procedure should be considered until the blood pressure is 
100 or above, and the operation .should be conducted under gas and 
oxygen anesthesia, three parts to one as suggested by Cannon. One 
should be prepared to encounter shock in the delivery of cases of acci- 
dental hemorrhage, placenta preAua, long and difficult labor, eclamp.sia 
and chronic nephritis. Frequently more than one of the etiologic 
factors may be present. After acute hemorrhage a mechanical 
packer should be immediately inserted into the uterus and the 
uterine caAdty packed ivitli iodoform gauze. Usually it is ivell to pack 
the A^agina also as it then acts AAuth some resistance in the event of 
contractions. This is a prophylactic measure to prevent the further 
loss of blood. 

In the presence of actual shock the patient should be placed Avitli the 
head and .shoulders loAver than the re,st of the body and given Avarm tap 
Avater by rectum, six ounces at a time. One thousand c.c. of normal 
saline solution .should be injected by hj’^podermoelysis beneath the 
breasts. If the shock is complete and the blood pressure is 80 or belGAA"^, 
300 c.c. of gum-glucose should be injected sloAA'Iy, at the rate of 3 or 
4 c.c. per minute. A uniA'crsal donor should be brought to the hospital 
and if the blood loss has been cxeessiA'c the patient .should be transfused. 

In nine cases in Avhicli Ave found it nece.ssary to give gum glucose for 
shock there Avas a response in cA'ery case. One patient died Avithin an 
hour from secondary hemorrhage and one died on the second day hut 
in the in(er\-ai her s 3 '.stolie blood pre.ssurc ranged from 98 to 112. 

119 East SnvENTA'-Focr.TU Stp.eet. 
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LIPOMA OF THE BROAD LIGAMENT, WITH THE REPORT 

OP A CASE* 


By Reginald M. Raivls, M.D., F.A.C.S., New York, N. Y. 
{Attending Surgeon, Woman’s Eospital.) 

R etroperitoneal lipoma is an unusual pathologic finding, but 
lipoma of the broad ligament is even more unusual. In 1923, 
Greensfelder and Bettman^ reported a case of retroperitoneal lipoma 
and reviewed the literature and found recorded 181 or more cases. 
They quote Wahlendorf- who collected 165 cases and found it oc- 
curred more often in the female, 72 per cent as compared to 28 per 
cent in the male, and was situated in the abdominal cavity in 79 per 
cent and in the pelvic cavity in 21 per cent; of 132 proved cases 6 
per cent were in the lesser pelvic cavity. In 1921, Masson and Hor- 
gan® reported but twelve cases of the retroperitoneal lipoma from 
the Mayo clinic and none of these were of the lesser pelvic cavity. In 
1919, Lockyer^ reported a case of lipoma of the broad ligament and 
was able to find but seven true cases in the literature. He states that 
examples of true lipoma of the broad ligament are rare. The scanty 
supply of fat in this retroperitoneal situation affords an easy explana- 
tion of this fact. 

I have been able to add, from the literature, but two cases as fol- 
lows: Klein,® in 1909, reported the removal by operation of a lipoma, 
size of a small fist, from the left broad ligament of a nullipara forty 
years of age. Pollock,® in 1852, reported 256 pathologic conditions of 
the uterus found in 583 autopsies and among these was one case with 
a simple fatty tumor in the tissues of the broad ligament. 

Lock yer has no opinion to express as to the etiology of these broad 

•Read at a meeting of the New York Obstetrical Society. October 13, 1925. 
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ligament tnmors and feels tliat tlie speculations of pther ■writers are 
not very helpful. Borrmann’^ suggests that local developmental anom- 
alies may have a causal relationship. Doran® hints at ‘'some terato- 
logieal element” being concerned. Adami® notes that retroperitoneal 
lipoma are more common in -women than in men and that the right 
side is a commoner site than the left. According to this author the 
most frequent situations for retroperitoneal lipomata are the region 
of the kidney and the iliac fossa. Quoting Greensfelder and Bett- 
mannd “The tumor usuallj’’ arises from the paranephritic fat, but 
it may arise from the renal capsule, the mesentery, the pararectal and 
retrorectal fat, as well as from other retroperitoneal sites. It occurs 
about equally on either side of the abdomen.” 

The ten true lipomata of the broad ligament, reported in the liter- 
ature, varied in size from a few centimeters to a veiy large tumor 
reported by Middelschulte^® which -weighed thirty-three pounds and 
measured 88 cm. bj^ 90 cm. The age of the women when these tumors 
were removed was from thirty-one to sixt 3 ’--four years. The clinical 
diagnosis was difficult as is characteristic of all retropei’itoneal 
lipomata because of the lack of discomfort even with large tumors 
until pressure symptoms are present and then the usual diagnosis is 
a cyst. 

Doran,^^ quoted by Lockyer, “draws a sharp distinction, from a 
surgical point of view, between prevertebral lipomas and those of the 
broad ligament and the omentum. The former are often very adher- 
ent and many of them are sarcomatous, they yield a verj’’ heavy mor- 
tality where operation is attempted ; whereas lipomata of the broad 
ligament and the omentum are benign, nonadlierent, therefore easily 
removed, and the progno,sis is good.” 

The report of ray case, which follows, conforms in practicallj’^ all 
re.spects with the ten cases reported in the literature : 

E. G., a negrcss, thirty-seven years of age, married nine years but never preg- 
nant, -was admitted to tJie Woman ’» Hospital, November 14, 1922. For tlic past 
three months she had noted a gradual enlargement of the abdomen associated with 
pain and swelling of the left foot and leg. Othenviso her history was negative 
except for frequent ui-ination during the day' and three times during night at which 
time the amounts were markedly increased. Her maximum and present weight 
■«-as 117 pounds and she had suffered no loss of strength. 

Physical examination was negative except for an abdominal tumor wliich ex- 
tended from the left pelvic cavity to four linger breadths alx)ve the umbilicus 
with its lateral border slightly to the right of the midline. The cervix was on a 
level with the symphysis and the fundus of the uterus was enlarged, irregular, 
and pushed upward and to the right and there -was a hard mass in the right cornua. 
All laboratory tests were negative except a trace of albumin and pus cells m 
the urine. The patient was .seen in con.sultation with four other members of the 
.Ktaff and the eonsensus of opinion -was multiple libromyoma and ovarian cy.st. 

During the first four days in the hospital, there was an afternoon elevation 
of temperature, and oeeasional bloody expeefnraf ion and at times marked inles- 
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tiiial distention whicli on one occasion had to be relieved by a milk and molasses 
enejna. Therefore it was thought that the condition might be a tubercular peri- 
tonitis. 

Under ether anesthesia the abdomen was opened by a loft rectus incision ex- 
tending from just above the symphysis to four finger breadths above the umbilicus. 
(Fig. 1.) There was no free fluid nor adhesions in the pelvic or abdominal 
cavities. A large tumor arose from the left pelvis which in its growth had carried 
the left round ligament and the bladder reflection up into the abdomen. The tumor 



ma.ss was anterior to the omentum, the sigmoid, and rectum, and its anterior and pos- 
terior surfaces were covered by peritoneum with a number of medium branching blood 
vessels on its lateral surfaces. The peritoneum on the posterior part of the tumor ex- 
tended for only a short distance as compared to the anterior surface but when an at- 
tempt was made to separate it the mesentery was entered and I realized for the first 
time I was dealing with an intraligamentous tumor rather than an adherent ovarian 
cyst. (Pig. 2.) As a hysterectomy was indicated, the easiest way to approach the 
tumor was by freeing the bladder reflection from its position on the lower third of the 
mass and by cutting the left round ligament at its uterine end. When this was 
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done the lipomatous tissue was exposed and the tumor easily shelled out from the 
folds of the broad ligament except at its lower pole, where it was intimately as- 
sociated ndth the deep pelvic and femoral vessels from which the tumor received 
its blood supply. Wliile the lipoma was in close contact with the femoral ring, 
no part of the tumor extended through this ring to the thigh. The left ureter 
was dilated to twice its normal size and was displaced by the tumor forward and 
to the right of the median line. 

The patient made an uneventful recovery. We have not recently had the op 
portunity of examining her but I am in receipt of a letter in which she says “I 
am fine. Never had better health.” 



Fir: 2. — Lipoma of broad ligament. Poster ior \iew of tumor in situ after partial 

enucleation. 

The pathologic report by Di*. Larriinore, in part, was as follows: 

DUiffno’iis . — Lipoma of broad bgament, myoma uteri, chronic pscudocy.stic snl- 
piiigitis, and fibrocjstic otarj. 

2i! an oscopxc J’lndinpf. — The tumor was a ^cry large, more or less lobulatod 
lipoma about 20 cm. in diamctei, partially cotered by reflected peritoneum. The 
■-tructure nas tliaf of a tiniform den ‘'0 faltj lis'-tic throughout, interspaced hy small 
strands of conrieetite tis’-uc carrting few blood vessels. The round bgament vas 
strctelusi underneath the tumor. 
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]Jft-crosco 2 )io FindinffS . — Frozen scetion sliowed tlve tumor to be a lipoma, •with 
large fat cells surrounded by thin interlobular connective tissue septa. This be- 
comes a thick fibrous capsule in places. 

I "wish to express my appreciation to Dr. Morris Dreyfuss, Assistant Pathologist 
to the Woman’s Hospital, for his interest in this case report and his help in searching 
the literature for other cases of lipoma of the broad ligament. 
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THE USE OF THE VAGINAL STETHOSCOPE IN THE EARLY 
DIAGNOSIS OP PREGNANCY-^ 

By F. H. Falls, M.D., Iowa .City, Iowa 
(Frcm the Department of Obstetrics, State University of Iowa) 


T he early diagnosis of pregnancy has received considerable atten- 
tion from obstetricians and associated scientists in recent years. 
About a decade ago Abderhalden’s^ serodiagnosis was considered specific 
for a time but soon fell into disrepute even among its enthusiastic early 
sponsors. 

Reuben Peterson- has advanced the roentgen ray in 'conjunction with 
pneumoperitoneum as the best evidence in early pregnancy. He de- 
pends on a characteristic change in the uterine shadow seen as early 
as the second and third month. Stein® has shown that with pneumo- 
peritoneum the fetal skeleton can be seen on the x-ray photograph as 
eai’ly as the fourtli month. The sugar tolerance test has been brought 
forward by Milnor and Fennel,-* who have shown that the sugar toler- 
ance is markedly decreased in the early months of pregnancy. 

There are inherent weaknesses in all of these methods. The Abder- 
halden test was found to react positivelj’^ in conditions others than preg- 
nancy. Palls® and others have shoAvn that the blood ferments were 
increased during pregnancy as Alberhalden claimed, but were non- 
specific. The advisibility of subjecting the pregnant woman to the dis- 
comfoit if not the dangei of the transabdominal pneumoperitoneum 
andjhe expense incident to the operation and Roentgen ray pictures. 


•Demonstrated before the Johnson County Medical Society 
Received for publication, November 9, 1925. 


on December 12, 1923. 



310 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 

limit its general use. The changes in the sugar tolerance are too fre- 
quently seen in other conditions than pregnancy to make its sig- 
nificance more than a presiimiitive sign of pregnancy. 

It is therefore necessary to wait the positive signs of pregnancy as 
the criterion in a doubtful ease. These positive signs, however, do not 
become available ordinarily until the eighteenth or twentieth week. 
Probably the best of the positive signs of pregnancy are the fetal heart 
tones. Sarwey® has reported hearing these as early as the fourteenth 
week after prolonged auscultation through the abdominal wall in a 
veiy quiet room, although they are rarely heard before the twentieth 
week under ordinary circumstances, and oftentimes not until several 
weeks later in the presence of an unusually fat abdominal waU, hy- 
dramnios, or ascites. 

It would seem desirable if some method could be devised to promote 
the hearing of the fetal heart tones before the eighteenth iveek, and at 



Fiff. 1. — ^X’aginal stethoscope with ordinary stethoscope earpieces attached. 


the same time to obviate tiie difficulties encountered when the above- 
mentioned conditions were present. 

With this idea in mind we devised a stetJioscope that could be ap- 
plied over tlie lower uterine segment through tlie vagina. This was 
accomplished by making a long-handled stethoscope, the bell of which 
could be introduced into the vagina and the earpieces attached to 
the rubber tubes of an ordinary Shepherd stethoscope. 

By using this instrument we have been able to diagnose pregnancy 
about the fourteenth to sixteenth week in twenty patients. At first, 
we found that the heart tones could not be heard except by accident 
Avhen the stethoscope was first ajjplied to the lower uterine segment. 
The instrument had to be adjusted to the various parts of the wall 
and often the auscultation had to be continued from ten to fifteen 
minutes. The probable reason for this is that tlie fetus at this stage 
of pregnancy is relatively .small compared with the size of the amniotic 
cavity, and so freekv movable that one had to Avait until it float ed over 
the lower uterine segment in such a way that the back approximated 
the uterine wall before the heart tones could be appreciated. There- 
fore, in oi’der to facilitate this position of the fetus in nirro, Ave placed 
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the patient in the Fowler position when the tones became audible in 
practically all cases. 

When these conditions are fulfilled the heart tones come through 
strong and true and there is absolutely no question as to their identity 
in the mind of the observer. In addition one can often hear the dull 
thud of the fetal movements, which are characteristic of preg- 
nancy even when the fetal heart tones cannot be heard. 

Another use to whicli the vaginal stethoscope may be put is the 
auscultation of the lower uterine segment in patients with placenta 
previa. At or near term there is audible a uterine souffle on both 
sides of the midline in the lateral forniees in normal cases. However, 
this normal uterine souffle was decidedly increased in two patients 
with loAv implanted placenta in whom Ave could observe it even in the 
early months. Further study of this point is in progress. 



Pig. 2. — Counting fetal heart tones by means of vaginal stethoscope. The patient is 

in the senii-FowIer position. 

The vaginal stethoscope is of practically no value for hearing heart 
tones after the ttventieth week. The reason for this is that the uterus 
has risen so high into the abdomen at this stage of development and 
the fetus is so large that the distance of the heart from the lower 
uterine segment is too great Avhether a head or a breech presentation 
is present. Theoretically this in.strument Avould be of value in confirm- 
ing the diagnosis of a transverse presentation especially in a very 
stout abdomen if the tones were Avell heard vaginally at or near term 
We have not as yet had an opportunity to study such a case. 

Some idea of the physical difficulties involved in this study can be 
obtained from a consideration of the accompanying photograph of four 
fetal hearts removed from fetuses of varying maturity. The measure- 
ments of the hearts and the description of the size of the fetus is slimvn 
in Table I. Heart tones created and transmitted from- Specimen I 
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(Fig. 3) are easily audible tlirougli the abdominal wall by using the 
ordinary stethoscope or even by the naked ear applied over the abdo- 
men. This is a heart removed from a seven months’ fetus. The next, 
Specimen II, is the heart of a four and one-half months’ .fetus and 
it is about this stage of the development of the fetus that we begin to 
expect to hear heart tones on auscultation in the usual way through 
the abdomen. Specimen III is from a fetus about sixteen weeks’ de- 
velopment and tones from such a heart are usually not audible ab- 
dominally but can be heard Avell vaginally with this instrument. Speci- 



I IT HI IS V 


Fig'. 3. — Fetal hearts rrom fetuses varying from 7 cm. to 17 cm. in length. The scale 

shows centimeters. 

mens IV and V are fetal hearts too small to create sounds capable of 
being appreciated outside the uterus through any known device. 


Table I 


PERIOD 

LENGTH 

SIZE OF HEART 

WT. OF HEART 

9 weeks 

7 

cm. 

5 min. X 6 mm. 


14 weeks 

12.0 

cm. 

8 mm. X 9 mm. 

0.550 grams 

4 months 

15 

cm. 

11 mm. X 17 mm. 

0.600 grams 

4 A months 

17 

cm. 

13 mm. X IS mm. 

0.600 grams 

7 months 

.34 

cm. 

2 cm. X 34 cm. 

5.100 grams 

8 months 

40 

cm. 

2 cm. X 4 cm. 

12.000 grams 


From a consideration of these factors it may be stated as a physical 
law that the audibility of the tones of a heart of a certain size pro- 
ducing a tone of a certain pitch and intensity will vary inversely as 
the distance between that heart and the stethoscope and as tiie density 
and thickness of the interposed .structures. 

The desirability of a positive diagnosis of pregnancy in tlie early 
months in certain patients is unquestioned. Among the important con- 
ditions to be differentiated are, fibroid uterus with or without preg- 
nancy, liydatid mole, earneous mole, carcinoma of tlie body of the 
uterus, sarcoma of the uterine body, ovarian cy.sts, and ectopic preg- 
nancy with hematocele. IManj' of tliese conditions present themselves 
for diagnosis at the time the pelvic tumor is about the size of a four 
monlbs’ pregnancy. The value of an absolute. diagnosis by hearing and 
counting of tlic fetal heart tones by the vaginal stethoscope ajiplied over 
the lower uterine .segment is obvious. It will also be of use in affirming 
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or denying intrauterine fetal death in earlj’- pregnancy -when the clinical 
symptoms and signs are equivocal. 

CONCLUSIONS 

1. The vaginal stethoscope advances the time of hearing and counting 
the fetal heart tones about four weeks making this sign, therefore, 
precede quickening. 

2. It is of some value in the diagnosis of placenta previa. 

3. The instrument is of especial value in patients with a A'ery thick 
abdominal wall offering difficulties in abdominal auscultation. 

4. It is of value in the diagnosis of the death of the fetus in early 
pregnancy. 

5. It is of aid in the diagnosis of mole pregnancy. 

6. It is of aid in determining the presence or absence of pregnancy 
complicating uterine fibroids. 

7. Petal movements as well as the fetal heart tones can be heard 
vaginally in the early months and are a valuable aid in the confirma- 
tion of the diagnosis of earl}’- pregnancy. 
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DILATATION OF THE CERVIX UTERI BY MEANS OF THE 

HYDROSTATIC BALLOON 
A Statistical Review 


By Bmekson L. Stone, M.D., Baltimore, j\Id. 

(From the Ohstetrioal Department Johns Doplcins Hospital and University) 

T he best means of artificially dilating the cervix of the pregnant 
uterus has never been established on a perfectly satisfactory basis. 
As a consequence, the oiieration is performed in many different ways, 
and the various alternatives have aroused exhaustive discussions. It 
has been inevitable that such variations of procedure should exist, be- 
cause (1) the operation is indicated in a variety of pathologic condi- 
tions, each one demanding individual study ; and (2) interference 
may be imperative at any period of gestation, when there are com- 
monly great variations in the recognized principles of treatment. 

In the induction of abortion, the Champetier de Ribes balloon or 
the Voorhees bag must compete primarily with curettage, digital or 
instrumental, preceded or not by a preliminary mechanical dilatation 
or softening of the cervix by tamponade. Although instrumental 
curettage of the early pregnant uteiuis can be vigorously deprecated 
from the outset because of (a) liability to trauma, (b) destruction of 
any accumulated cellular resistance against infection, and (c) the 
uncertainty of completely removing all the tissue ; yet digital curet- 
tage is satisfactory and safe, and it is often indicated, whatevei 
method of cervical dilatation has been emploj^ed. At the same time, 
it should ahvays be remembered that forcible dilatation of the cei- 
vical canal, instrumentally or by the fingers, carries the same lisks 
and disadvantages that it does later in pregnancjL 

The pack may spare the cervix from trauma, but it is uncertain in 
action, particularly in the time element. jMoreover, since it promptl> 
becomes saturated with secretions from the surrounding tissues, it 
acts exactly as a lamp wick in caiTying infectious material upwaid 
into tlic uterine cavity. Although the removal of the cervical pack 
will frequently be followed hy the product of conception, yet, so often 
is secondary interference nece.ssary for the complete emptying of the 
uterus, that this method of dilating the cervical canal cannot be 
looked upon as a procedure of choice. 

In the occasional instance, Avhen in the jirosence of a rigid, unj ic f- 
ing cervix, a rapid evacuation of the uterus is indicated, vaginal h}.s- 
terotomy is clearly indicated: but the disadvantages of a prolonged 
convalescence and of a jiennanent .sear in the lower uterine segment 
are not to be regarded lightly. 

:il-l 
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Simple rupture of the membranes or the application of a bougie 
must be mentioned, but their status is best considered later, in view 
of their more frequent employment at or near term. 

In the induction of abortion, we have employed the hydrostatic 
bag with relatively gratifying results, particularly when the preg- 
nancy has progressed beyond the third month. The operative aspect 
of the case is confined in most instances to one sitting, and often the 
introduction of the bag can be effected Avithout anesthesia. Once 
properly ]placed, dilatation of the canal almost ahvays follows, and 
usually Avith reasonable promptness; and, in view of the complete ef- 
facement of the cerAux, spontaneous comiiletion of the abortion is 
the rule. 

After the period of Adability of the fetus has been reached, the 
indications for artificial dilatation of the cervix broaden perceptibly, 
and the bag finds faAmr in scA^eral groups of cases: 

(a) Induction of labor may be necessary for beginning dispropor- 
tion, Avhether referable to pelvic contraction or postmaturity of the 
child. 

(b) Constitutional diseases often Avarrant the induction of labor, 
particularly toxemias of the nephritic type, intractable urinarj’’ infec- 
tions, and occasionally eclamp.sia. 

These tAvo groups may be classified in a neutral zone AA^here urgency 
is not usually essential, and in Avhich it is preferable to make a trial 
AAuth castor oil and quinine, the Watson method, or the application of 
a bougie. Whereas these latter methods frequently fail to accomplish 
the desired result, the bag used as a terminal procedure rarelj’’ fails 
to bring about sufficient dilatation of the cervix to permit prompt 
termination of the pregnancy. 

In contrast to these types of cases, there is the more tragic variety, 
Avhicli urgently demands a relattye acceleration of the first stage: 

(a) The occasional instance of cervical dystocia or uterine inertia, 
AAdiere the dilatation is excessively, and often unexplainedly, retarded. 

(b) The “hemorrhage” group, including all the placenta previa 
cases, as Avell as certain degrees of premature separation of the pla- 
centa. In these instances the hydrostatic bag finds its greatest use- 
fulness, and in our judgment, is often the only rational procedure. 

In regard to the other alternatives : 

I. Simple rupture of the membranes is useful in cases of hydram- 
nios, but carries the folloAving objections : 

(a) Loss of the physiologic hydrostatic dilator, 

(b) The opening of an avenue of infection by the transamniotic 
route, and 

(c) An uncertainty of action. 

II. While the bougie, Avhen successful, should be regarded as tlie 
most conservative and ideal means of inducing normal labor, it acts 
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witli a striking lack of specificity, and is useful only when the oper- 
ator can afford to wait or is prepared for failure. 

III. The cervical pack and laminaria tent carry the same objec- 
tions, in addition to their insidious potentialities as regards infection. 

IV. Manual dilatation of the cervix — accouchement force — ^has 
practically fallen into disrepute, except in the rare instances in which 
a soft and almost fully dilated cervix requires only a few turns of the 
hand to effect its complete effacement. In such circumstances, the 
rewards of the moment more than compensate for the inevitable 
trauma and exposure to infection, or when a more temporizing pro- 
gram seems unfair to an exhausted patient. 

V. Similarly, Duhrssen’s multiple incisions, or even vaginal hys- 
terotomy, are doubtless justified in rare instances ; while the Braxton- 
Hicks version may likewise be preferred or even necessitated by the 
pressure of circumstances. 

In brief, we find that the hydrostatic bag is applicable to the great- 
est number of ease types ; that it seiwes well in complications of preg- 
nancy after the fourth month; that it most accurately simulates the 
physiologic mechanics, and that the maternal and fetal welfare are 
best insured through its employment. 

The bag, however, in common with most of its competitors, possesses 
the following inherent disadvantages: 

(a) Its introduction often forces the presenting part out of the 
pelvis, and thus converts a potentially spontaneous into an operative 
labor, frequently necessitating version after the expulsion of the bag. 

(b) It tends to cause premature rupture of the membranes, with 
its associated liabilities. 

(c) The patient requires reasonably close supervision, since, when 
the membranes are already ruptured, the cord is liable to prolapse 
following the expulsion of the bag. 

(d) The risk of leakage from or of a collapse of the bag is a definite 
handicap. 

In order to appraise the true value of the hydrostatic bag, the 
clinical material of this department has been reviewed from its open- 
ing in 1899 up to May 1, 1925. During this period, 14,822 cases have 
been discharged from the house service, and the bag has been em- 
ployed 178 times — the incidence being 1.2 per cent, or once in every 
83.3 patients. 

To obtain ideal statistics it would be necessary to divide the cases 
into groups, and compai*e the results in each with those of similar 
cases treated under the same conditions by other means. This, how- 
ever, would render the case groups so small tliat conclusions would 
hardly be justified. 

Employing the arbitrary limits of 2500 grams and above for ma- 
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turit}'-, 1500 to 2500 grams for prematurity, and beloiv 1500 grams for 
abortion, the cases may be grouped as follows: 

Tenn 92 
Premature 50 
Abortion 36 

This confirms, in brief, our generalization that the bag is applicable to 
problems arising in all periods of pregnancy, except in the first three 
months. 

The indications for the opei'ation fall into four distinct’ groups : 
(a) Pathologic aspects of the mechanics of labor; (b) Hemorrhage; 
(e) Toxemias, and (d) Simple inductions. Whereas several cases 
present multiple problems, the outstanding one is selected for com- 
parative figures, and secondary considerations are included separately, 
as follows : 


(a) 

Cervical dystocia 

21 



Uterine inertia 

16 



Transverse presentation 

4 



Missed labor 

2 



Ruptured uterus 

1 

44 

(b) 

Premature separation of placenta 

15 



Placenta previa centralis 

8 



Placenta previa partialis 

21 



Placenta previa marginalis 

31 

75 

(c) 

Preeclamptic toxemia 

9 


Eclampsia 

9 



Nephritic toxemia 

19 


(d) 

Induction of labor 

15 

O 1 

Induction of abortion 

7 

22 



178 


Added factors affecting the decision to treat patients in this manner 
are as follows: 


Premature rupture of the membranes 34 
Failure of bougie 26 

Intrapartum infection 25 

Prolonged labor 19 

Prolapsed cord S 

Failure of oil and quinine 6 

Failure of "pituitarj'” induction 5 

Cardiac disease 4 

Shock 2 

Chorea, contraction ring, diabetes, hy- 
dramnios, pyelitis — each 1 


In this series, considerations of the bony pelvis are of relatively 
slight importance in indicating the use of the bag; for we reject on 
principle the induction of premature labor on account of contracted 
pelvis. It might be added that, in this series, the incidence of pelvic 
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contraction, contrasted with corresponding!}’- low incidence of pelvic 
dystocia, serves to show that it should be regarded merely as an acci- 
dental complication. 


Table I 


TYPE OP PELVIS 

OCCUnUENCE 

DYSTOCIA 

Generally contracted tj^iical 

9 

0 

Generally contracted rachitic 

12 

7 

Generally contracted funnel 

2 

0 

Generally contracted rach. funnel 

1 

0 

Plat, simple 

8 

3 

. Plat, rachitic 

1 

0 

Punnel, simple 

IG 

1 


49 

11 


Table I shows that, while 27.5 per cent’ of the 178 patients presented 
contracted pelves, yet onl.y in 6.2 per cent Avere signs of pelvic dys- 
tocia apparent. 

Analyses of the clinical course in each instance of dilatation with 
the bag are here appended. For greater clarity of interpretation the 
cases are divided into (a) Term, (b) Premature, and (c) Abortion. 



TEBJI 

(92) 

PREMATEBE ABORTION 

(50) (SG) 

I. 1. AA’crage time of expulsion 

7 h. 38 m. 

6 h. 18 m. 

8 h. 49 m. 

2. Spontaneous delivery 

32 

25 

22 

3. Version 

29 

15 

9 

4. Braxton-Hicks version 

n 
• > 

0 

•J 

1 

II. 0 . Bag failures 

13 

5 

8 

G. Manual dilatation (following failure of hag) 9 

3 

G 

III. 7. Porceps 

10 

2 

0 

8. Breech extraction 

14 

• 4 

1 

9. Craniotomy 

9 

2 

0 

10. Cervical repair 

5 

1 

0 

11. Manual removal of placenta 

5 

1 

7 

12. Tamponade of uterus 

8 

0 

0 

XV. 13. Prolapsed cord 

11 

0 

0 

14. Contraction ring 

0 

1 

0 

1.5. Third degree laceration 

3 

0 

0 

16. Vaginal liysterotomy 

0 

0 

1 

17. Subsequent liysterectomy 

0 

1 

1 


The accompanying chart sIioavs the percentage frecpiency of the 
more important features, and the figures Avarrant the folloAving com- 
ments : 

(a) The likelihood of spontaneous delivery folIoAA’ing the expulsion 
of the bag, varies im’ersel}^ AA'ith the size and dcA’elopment of the fetus. 

(b) Version is the operation most frequently employed to effect 
final deliA'ciy, and its incidence is practically the same at all periods 
of pregnancy. 

(c) Manual dilatation of the cerA'ix, as an adjunct, is most fre- 
quently necessitated in early pregnancy, doubtless due to the rclatiA’C 
insufilciency of the uterine muscnlature in expelling tlic hag. 
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(d) The incidence of minor operative interference is not appreci- 
ably increased. 

(e) The small number of primarj’’ cervical repairs suggests that 
the maternal soft tissues are not unduly traumatized by the procedure. 

(f) The average time of expulsion is within limits of reasonable 
promptness on the one hand, and of conservative expectancy on the 
other, as compared with the results of accouchement force. 

A consideration of the effect upon the cervix is next presented, and 
although the factor of multiparity and previous local trauma confuses 
the picture, it appears, at least, that the conditions compare favorably 
with those found subsequent to spontaneous delivery. 



Chart I. 


No tear 28 

Slight bilateral 29 

Slight stellate 31 

Moderate bilateral 18 

Moderate stellate 21 

Deep bilateral 17 

Deep stellate 4 

Not recorded 30 


178 

The puerperium in our patients shows the following morbidity figures : 



PDERPERAIi INFECTION 


Culture not taken 

17 

Phlebitis 

T 

Saprophytes 

11 

Septicemia 

u. 

2 

Mixed culture 

7 

Pyelitis 

Q 

Streptococcus 

4 

Mastitis 

O 

T 

Culture negative 

4 

Pneumonia 

J. 

B. coli 

3 

Bronchitis 

A 

Gonococcus 

2 

Measles 

J. 

Peritonitis 

3 

Operative reaction 

1 

2 

62 
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In other words, a 


Gross morbidity of 34.8% 

Maternal deaths attributable to infection 3 

Maternal mortality (infection) 1.7% 


The total maternal mortality for the series is 10, or 5.62 per cent, 
with the causes of death distributed as follows: 


1. Heraorrliage 3 

2. Infection 3 

3. Shock 2 

4. Toxemia 2 


10 


Of these eases, five were admitted in extremis from outside sources, 
so that the corrected mortality, Avhich we consider fairly attributable 
to the treatment, rather than to the underlying pathology, is 5, or 
2.81 per cent. When it is recalled that the gross maternal mortalit}'^ 
for all types of eases runs about 0.8 per cent per annum, and that the 
cases under discussion often represent the most serious surgical risks, 
we are inclined to look upon this figure as reasonably small. Brief 
summaries of the fatal cases are appended : 

Note: Cases eliminated in corrected mortality are Nos. IV, VI, VII, 
VIII, and X. 

l. Para vi. Nephritic toxemia without convulsions. Premature rupture of mem- 
branes. Eight cm. bag. Bag ruptured after three hours. Transverse presentation. 
Manual dilatation of cervix. Version. Postpartum hemorrhage 1200 c.c. Uterine 
atony. Cliild alive, normal. Weight 2030 grams. Patient died of shock. (12058) 

II. Para v. Nephrific toxemia without convulsions. Attempted induction of 
labor by 8 cm. bag. Ineffectual. Secondary development of premature separation 
of the placenta, with concealed and external hemorrhage. Cesarean section with 
hysterectomy. Died first day (hemorrhage). Child, stillborn. Weight 1470 grams. 
(11G2G) 

m. Para iii. Intrapartum infection. Premature rupture of membranes, 
twenty hours standing. Ten cm. bag, expelled in seven hours. Spontaneous delivery. 
Child stillborn, cord pressure ( ?). Weight 3400 grams. Puerperium febrile. Uterine 
culture, saprophytes. Placenta, inflammation amnion and chorion. Died; puerperal 
infection with thrombophlebitis. (11543) 

rV. Para iii. Placenta previa marginalis. Excessive hemorrhage prior to ad- 
mission. Ten cm. bag, expelled in two hours. Immediate version. Child stillboni, 
excessive size. Weight 4500 grams. Died, hemorrhage. (11302) 

V. Para i. Premature rupture of membranes. Prolonged labor. Intrapartum 
infection. Ten cm. bag, removed at 7 cm. cervical dilatation (fetal asphj’Xia). 
Manual dilatation of cervix. Version. Craniotomy on after-coming head. Weight 
3940 grams. Pelvis normal. Puerperium febrile. Peritonitis. Septicemia. (B. 
coli). Died. (11199) 

VI. Para i. Eclampsia. Died undelivered. Bag in situ two hours. Child died 
in ulero. Development, eight months. (8797) 

VII. Para iii. Referred from midwife. Tentative diagnosis, placenta previa. 
Ten cm. bag applied, and removed in four hours. (Impending shock). Reexamina- 
tion showed ruptured uterus. Version and extraction through rent in uterus. Tarnp- 
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onade. Child stillborn, macerated. Weight 4610 grams. Patient died ninth day, 
peritonitis. (2810) 

VIII. Para i. Referred from outside physician. Intractable vomiting. Possible 
intestinal obstruction. Induction by bag. Bag collapsed in ten hours. Manual 
dilatation of cervix. Version. Child stillborn. Weight 3330 grams. Patient died 
first day. Shock, intestinal obstruction, phlebitis. Patient, a morphine habitude. 
(1499) 

IX. Para i. Eclampsia. Bag collapsed in six hours. Manual dilatation of 
cc'rrux. Version. Manual removal of placenta. Stillborn abortion. Patient died 
on the e’eventh day. Septicemia and pyemia. (576) 

X. Para iii. Placenta previa centralis. Patient in extremis on admission. Three 
hemorrhages at home. Bag expelled in three hours. Immediate version. Cliild still- 
born. Weight 3025 grams. Patient died (hemorrhage). (13838) 

* 

Table II gives the data eoueerning the fetal mortality : 


Table II 



TERM (92) 

premature(50) 


I. 1. Placenta previa centralis 

4 

2 

1 

2. Placenta previa partialis 

4 

8 

3 

3. Placenta previa marginalis 

9 

4 

5 

4. Premature separation placenta 

2 

3 

8 

IL 5. Eclampsia 

5 

2 

2 

6. Nephritic toxemia 

3 

5 

7 

III. 7. Prolapsed cord 

7 

0 

0 

8. Compressed cord 

2 

0 

0 

9. Birth injuiy 

6 

0 

0 

10. Hydrocephalus 

2 

0 

0 

IV. 11. Inevitable •abortion 

0 

0 

8 

12. Missed labor 

2 

2 

0 

13. Syphilis 

V. 14. Petal death during labor (cause 

3 

1 

0 

unknown) 

4 

2 

0 

15. Maternal death in labor 

0 

1 

0 

Total fetal deaths in each group 

53 

30 

34 

Percentage deaths in each group 

57.6% 

60% 

94.4% 

Macerated 

9 

10 

11 

Corrected group mortality 

44 

20 

23 

Corrected percentage 

47.8% 

40% 

63.9% 


Total of all deaths 117 - 65.8% 

Total term and premature deaths, omitting ‘‘macerated” = 64 - 45% 


It is conceivable that such a net mortality could be further reduced 
by the elimination of fetal deaths quite obviously unrelated to the 
treatment under discussion, but solely eliminating the instances of 
macerated infants where death clearly occurred prior to the onset of 
labor, the figures justify the following observations: 

(a) The physiologic inverse proportion between fetal mortality risk 
and the degree of maturity is everywhere e^ddent. This is here 
demonstrable in lesions peculiar to all periods of pregnancy, such as 
chronic nephritis. 

(b) However, the increased number of lesions characteristic of a 
mature pregnancy (placenta previa, syphilitic deaths, birth injuries) 
increases the relative mortality for the term cases. 
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(c) The survival of two “abortions” merely indicates that the 
weights were at or about 1500 grams, falling virtually in the prema- 
ture group. 


Table III 



NUMBER CASES 

DEATHS 

PER CENT 

1. Placenta previa centralis 

7 

6 

85.7 

2. Placenta previa partialis 

18 

12 1 

66.6 

3. Placenta previa marginalis 

26 

13 

50. 

4. Premature separation of placenta 

7 

5 

71.4 

5. Nephritic toxemia (incl. preeclamptic) 

21 

S 

38.1 

6. Eclampsia 

7 

7 

100. 

7. Total remaining cases — ^inductions and 
accidents of labor 

56 

32 

57.2 


It then follows that : 

(a) The extremes of success from the fetal standpoint fall within 
the toxemic group, with the best results in the nephritic class, and 
the poorest among the eelampties. 

(b) The hemorrhagic lesions shoiv an average fetal mortality of 
about 75 per cent, varjdng, in the cases of placenta previa, with the 
extent of the lesion. 

(c) The fetal mortality figures for the other complications of labor 
are comparable to the degrees of surgical risk which these cases or- 
dinarily involve. 

In 1906, Dr. Williams reported to 'the American Gynecological Soci- 
ety the results of accouchement force among the first 5000 cases ad- 
mitted to this clinic. Because that period probably represents the 
era in which that operation attained its highest degree of technical 
perfection, and since that time the clinical problems have been attacked 
under the same general supervision, a few comparative statistics might 
rightly be presented. 

Whereas the 1906 series included only 15 instances of balloon dila- 
tation, accouchement force was employed 83 times. It Avas then found 
quite conclusively that manual dilatation by the Harris method could be 
unreservedly'’ advised only under the following special conditions: (a) 
AA^hen the cervical canal Avas obliterated and the external os partially 
dilated and easily dilatable; (b) Avhen it Avas executed Avith great care 
by an experienced operator ; and (c) Avhen placenta previa could be 
definitely ruled out. These limitations still hold after tAventy added 
years of expeidence. 

A detailed analogy betAveen these tu'o series of cases is impossible, 
because of the frequent employment of accouchement force in eclamp- 
sia in past years — a procedure long since abandoned in this clinic. 

At the same time, it can be stated that eighty-three cases of ac- 
couchement force terminated in thirteen deaths (15.7 per cent), of 
Avhich four Averc attributable to the operation (4.82 per cent), prac- 
tically each group of indications offering at least one instance of 
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uterine rupture, complete or otherwise. Graphic comparison Avith the 
more conserAmtive treatment under discussion is as folloAVs: 


Accoucliement force 
Balloon 


UNCORRECTED 

MORTALITY 

15.70% 

5.C2% 


CORRECTED 

MORTALITY 


4.82% 

2.81% 


The effect upon the cervix in tlie cases dilated manually is compared 
Avith the results of hydrostatic dilatation in Table IV : 


Table IV 



NO TEAR 

SLIGHT 

MODERATE 

DEEP 

PRIMARY 


REPAIR 

Accouchement 

force 

Balloon 

38 (45.8%) 

28 (17.2%) 

12 (14.5%) 

60 (38.9%) 

39 (25.5%) 

19 (22.9%) 

21 (13.8%) 

14 (16.8%) 

6 ( 4.6%) 


Interpretations of corrected mortality, as Avell as the extent of cer- 
Aucal lesions, are variable Avith the individual, and in a series of cases 
extending over so long a period, the opinions of many observers are 
included. For this reason, the figures may be misleading in certain 
instances; hut the present statistical study Avould seem to indicate 
that, although the ideal mechanism for artificial cervical dilatation 
has not been found, the conservative policy of later years has materi- 
ally improved the results obtained. 



OBSTETRICAL HERESIES AT THE BROOKLYN HOSPITAL* 

By ‘WiiiLiAM Sidney Smith, M.D., P.A.C.S., Brooklyn, N. Y. 
(From the Department of Gynecology and Ohstotrics of the BrooMyn Eospital) 

F or some years, it has been the custom in the obstetrical division of 
tlie Brooklyn Hospital, to manage certain conditions during labor 
by technic quite different from that laid down in the standard text- 
books. This technic is not unknown to members of this Society and it 
has occasionally been critized. The question, “What are your results?” 
has been asked more tlian once. With this question in mind, it may be 
interesting to hear the story of our cases over a two year period. 

The obstetrical division of the gynecological and obstetrical depart- 
ment of the Brooklyn Hospital averages nine hundred admissions a 
year ; ward and private patients in nearly equal numbers. There is no 
ambulance service connected with the hospital, yet each j’^ear there is a 
number of referred obstetrical emergencies. Patients are delivered by 
internes and clinical assistants, under supervision; by the head of the 
department, his associates and assistants ; and a few patients are cared 
for by the courtesy staff. All patients, except those of the courtesy 
staff, are carefully supervised during labor, and delivered, as nearly 
as possible, by the technic which is used by the head of the department. 
Roughly, two-thirds of the patients are primiparae, and one-third mul- 
tiparae. Nearly all the ward patients are primiparae. 

With the preceding paragraph as a short analytical description of the 
division, let us briefly review two thousand consecutive ward and pri- 
vate case histories, covering a period from January 1, 1923, to April 
8, 1925. We will discuss certain conditions during labor, wherein our 
management differs from that ordinarily practiced in the majority of 
the hospitals, and give a few statistics relative to this management. ,We 
will consider posterior positions of the occiput, forceps delivery, and 
perineal damage in primiparae. We will discuss the management o 
the third stage of labor in all cases; cesarean sections, maternal and 
fetal mortality, and puerperal morbidity relative to manual rotations 

and perineal incisions. . 

When a patient is admitted to the hospital, her prenatal recor is 
studied and, if it is satisfactory, she is allowed to go into and to con- 
tinue in labor, under supervision and ^dth frequent visits fiom^ the 
doctor in charge. We try to relieve distressing pain in every patient. 
Several methods are used. Morphine, morphine and scopolamine, 
bromide and chloral per rectum, rectal analgesia (ether-oil), and gas- 
oxygen analgesia are all used in various types of cases. 

•Road at a inootinfr of the New York Obstetrical Society. October I-?. 1325. 


^24 



SMITH: OBSTETRICAL HERESIES AT THE BROOKLYN HOSPITAL 325 

If, after a patient has been in labor twelve hours, she does not then 
show signs of termination, a careful vaginal examination is made, prob- 
ably the first one she has had since her admission, to determine if her 
labor is progressing satisfactorily, and to obtain all possible information 
relative to it, and its probable termination. If we find we are dealing 
with a posterior position of the occiput, we carefully consider "whether 
this particular patient "will or will not go on to a spontaneous delivery. 

Table I 

PosTEBiOE Positions of the Occiput in Pbimiparae 
Recognized posterior positions of the occiput in 


1256 primiparae 194 


Spontaneous rotations 96 

Manual 180 degree rotations 82 

Some degree of forceps rotation at outlet 16 


If we decide that the baby probably will not rotate spontaneously, and 
that the patient probably will come to a forceps delivery, we feel that 
the patient and the baby will be better off if we change the posterior 
position of the occiput to an anterior position. As soon as the cervix 
is dilated sufficiently to admit the operator’s hand, we deeply anes- 
thetize the patient with ether and, vith the gloved hand and arm 
within the uterus, the vertex is raised above the brim, and the head 
manually rotated through an arc of 180 degrees to the opposite occipito- 
anterior position. This procedure is carried out either by a member of 
the attending staff, or by a clinical assistant, or an interne under super- 
vision. If, some hours later, the patient goes on to a spontaneous de- 

Table II 

Manual Rotations 


Spontanous deliveries 14 

Rorceps control 16 

Low forceps extraction 27 

Mid forceps extraction 24 

High forceps extraction 1 

Total manual rotations 82 


Temporary prolapse of the cord during manual rotations 2 
Hemorrhage due to interference with the placenta 0 

Death or injury to tlie child during rotation 0 

Retraction rings palpated 24 


livery, well and good ; if she goes to an instrumental delivery, we have 
an easy application of forceps. I have never observed that the mother 
has been harmed by this procedure. Injury to the child from pressure 
or pull on the umbilical cord is rare. We thinlc of the danger to the 
umbilical cord in every case, and if the cord comes -within touch, it is 
placed out of harm’s way or let alone, according to the indieation. 
Injury to the placenta is very rare. I feel sure that this method short- 
ens many a long labor, and that less damage is done, to the baby’s head 
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and to the maternal soft parts than is done bj'’ forceps rotation. By 
the figures in Tables I, II, and III, I have attempted to show the in- 
cidence of this method of rotation at our clinic and to indicate our 
results. We have done some slight degree of rotation at the pelvic 
outlet bj'’ means of forceps in sixteen eases. These cases were patients 
Avho gave promise of a spontaneous rotation and partly failed. Occa- 
sionally we use De Lee’s method of a tenaculum on the scalp to help 
a slowly rotating occiput on the pelvic floor, or we carry out a 90 
degree manual rotation of the vertex in the pelvic cavity, followed by 
an immediate forceps extraction. Occasionallj’’, we deliver a posterior 
position of the occiput as such, if the vertex has descended to the 
perineum and distended the vulva in that position. 

You will notice that we frequently find retraction rings. We find 
them because we often place our gloved liand witliin the uterus during 
labor. I feel sure that those who seldom do this have but little idea 
how often these rings occur. They are generally found in posterior 
positions of the occiput with scant liquor amnii. Lack of simultaneous 
descent of the fetus, and retraction of the uterus seem to predispose 
to the formation of these rings. W. A. klichael,^ in his article on re- 
traction rings, notes that in most of his cases the rings occurred around 
the child’s neck. In our group of twenty-four cases, aU the rings 
were in that location. I will not attemiit to compare klichael’s statis- 
tics with ours because man}’’ of his cases were “neglected cases,” while 
in our series they were all “managed cases.” Among other things, 
Michael concludes that “success in management, in the words of 
Harper, 2 depends on ‘earl}^ recognition, early disappearance, and early 
application of conservative methods of deliveiy.’ ” “Early recogni- 
tion,” says Michael, “presupposes early exidoration of the lower uterine 
segment. ’ ’ 

We are convinced that when these rings occur with the vertex in an 
occipitoposterior position, an early 180 degree rotation of the fetus is 
by far the easiest and most satisfactory method of management. 


Table III 

FoncEPS IN Primiparae 


Total number of vertex presentations 
Delivered spontaneously 
Delivered by forceps control 
Delivered by low forceps extraction 
Delivered by mid forceps extraction 
Delivered by bigh forceps extraction 


1250 

413 

530 

243 

64 

6 


Table III gives our forceps figures, and little else need be said except 
to define Forceps Conirol, which is the application of forceps to the 
vertex after it has appeared at the vulva, and the patient has given 
every indication that she will deliver herself spontaneous!}" in a short 
time, but with lacei’ation. We use forceps for purposes of control after 
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incisions of tlie perineum, and we find that, by this means, we can 
control the vertex more surely and with less damage than by the manual 
method. Our definitions of low, mild, and high forceps extraction are 
the same as those given in the standard textbooks. 

Table IV 

Perineal Bajiage in Primiparae 


Total primiparae 1328 

Delivered r^dthont incision, ^dth moderate or no laceration 456 
Delivered -vvithont incision, rvitli third degree laceration 5 

Median perineotomies , 672 

Median perineotomies, ■ndtli third degree extension 18 

Lateral episiotomies 171 

Lateral episiotomies, Avith some degree of sphincter damage 6 


Third degree damage requiring a second operation 1 

Guard suture used 613 

Sphincter ani dilated 696 

Moderate perineal infection — ultimate good union 7 


A guard suture maj’^ be described as a double chronic suture whicli 
runs subeuticularly or a little deeper from a point two and one-half 
inches to one side of, and just anterior to the anus, to the middle of 
the perineum and just anterior to the anal sphincter where it emerges. 
It again runs beneath the skin and emerges two and one-half inches to 
the opposite side of the anus. It is then inserted half an inch above 
the point of last exit, meets itself at the middle of the perineum and 
comes out at a point half an inch above the place of original enti*ance. 
The ends of the suture are firmly tied leaving half an inch of slack. 

The object of this suture is to support the perineum by taking some 
strain off the perineal sldn and muscles. It will not always save the 
sphincter from laceration, but it prevents damage to the rectal wall. 
A large number of our primiparae have their anal sphincters thor- 
oughly dilated under gas and oxj’-gen anesthesia a short time before 
delivery. "We believe this maneuver dilates some of the levator fibers 
and if the anal sphincter muscle is lacerated or incised it may easily 
be repaired at once and excellent union may be expected. 

In Tables I, II, III, and IV, I have indicated our incidence of median 
perineotomy and lateral episiotomy in primiparae. The mediolateral 
incision.s have been included udth the medians. We incise the perineum 
very often. Our usual indication is when the perineum first begins to 
lacerate, as is shown by a small trickle of blood, or immediately pre- 
ceding a forceps extraction. We use the median incision when the 
patient has a deep perineal body, and the lateral inei.sion is the method 
of choice if the perineal body is short or if the delivenj must he rapidly 
executed. A preliminary dilatation of the sphincter is done and a 
guard suture inserted before nearly all median incisions of the peri- 
neum. As you loiow, the median incisions are far easier to repair, they 
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lieal more rapidly and cause less pain than lateral incisions. There 
was only one ease of sphincter damage which did not heal by primary 
union and give a good functional result. This patient had a very 
edematous vulva. She probably should not have had a median peri- 
neotomy ; neither should she have had an immediate repair. We con- 
sider that an incised and properly repaired perineum gives a better 
end-result than one which has been lacerated by distension. This state- 
ment is based on observation in the follow-up clinics and in private 
work. We hesitate, however, to cut a perineum which is stretching 
well, and which gives no evidence of lacerating. Therefore, as our 
figures indicate, we incise only two-thirds of the primiparous perineums. 
We are not greatly concerned if a thoroughly stretched sphincter muscle 
is lacerated or cut, because, as the ends of the dilated muscle do not 
retract, the repair is easy and the functional result is uniformly good. 
We are concerned, however, if we have sphincter damage without 
previous dilatation. All of our third degree lacerations have been 
repaired at once. 

Table V 

Third Stage of Labor in Both Prisiiparae and Multiparae 

Cases delivered by vaginal route 
Postpartum hemorrhage 
Manual extraction of placenta 
Vaginal packs 
Intrauterine packs 
Complete inversion of tlie uterus 

In speaking of postpartum hemorrhage, it is necessary to define what 
we mean by that term. We do not attempt to measure the amount of 
blood loss at the time of delivery. We consider a patient to have a 
postpartum hemorrhage, either immediate or delayed, if she shows the 
general clinical signs of hemorrhage which require treatment other than 
a second ampule of pituitrin or an injection of ergotole. In considering 
the method by which the- third stage of labor is controlled in our clinic, 
we win divide the cases into two classes. First, patients who axe not 
under anesthesia, and who have been delivered spontaneously ‘with anal- 
gesia only. Second, patients who are under deep anesthesia. In the 
first class of cases we are in no great hurry to express the placenta, 
provided there are no signs of active bleeding ; we do not give pituitrin 
to these patients until the placenta has been expressed from the uterus. 
When we see evidence that the placenta is detached, we express it an 
give one ampule of pituitrin hypodermically. 

In the second class of cases, when the patient is under deep anesthesia, 
wc give one ampule of pituitrin as soon as the baby is delivered. T e 
placenta is then expressed as soon as the uterus has its first contrac 
tion ; this occurs on an average of three to five minutes after t le 
pituitrin has been given. As soon as the uterus is empty, we raise i 
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high in the abdominal cavity bj’’ extraabdoininal manipulation. The 
uterus is held there for a few moments, while placing the broad liga- 
ments on the stretch, and cutting off some of the blood supply to the 
organ. If it shows no signs of misbehaving, it is then let alone. If, 
however, active bleeding begins, the blood clots are expressed, the 
uterus is again raised high in the abdominal cavity and held there by 
one hand placed on the abdomen between the lower pole of the uterus 
and the symphysis pubis, and the other hand placed above the fundus. 
The uterus is thus held in the hollow of the operator’s two hands, the 
broad ligaments are stretched, and the fundus is compressed at the 
same time. By this technic most postpartum hemorrhages can be 
avoided. Please note that two doctors are always scrubbed up for 
every delivery. This is done so that there may always be a doctor 
ready to care Tor the placenta or the baby at the proper moment as, 
occasionally, they both need attention at the same time. In both classes 
of cases, if the placenta does not come away spontaneously or cannot be 
easily expressed we let it alone (provided there is no active bleeding), 
for a period of from a few hours to twenty-four to thirty-six hours, 
when spontaneous expulsion usually has taken place. If there is active 
hemorrhage, however, we believe the uterus should be emptied at once. 
We anesthetize the patient and proceed to empty the uterus by manual 
extraction. Contact with and trauma to the placental site is avoided 
as far as possible. Occasionally, we place a lifting pack of zinc oxide 
gauze in the vagina. We firmly believe that it is 'u/imBccssary and 
dangerous to pack the uterine cavity. In cases of placenta previa, we 
express or remove the placenta at once, pack the vagina full of zinc 
oxide gauze, and put on a tight abdominal binder. 

The ease of complete inversion of the uterus, the only one which 
has occurred in my recollection over a period of many years, was inci- 
dent to expression of the placenta by an inexpert interne. He used 
too much force on the fundus after the placenta had begun to separate. 
The uterus was easily reduced at once, and the patient came to no 
harm, not even having an elevation of temperature. 


Table VI 

Abdominai. Cesarean Section 


31 cesarean sections 

in 2000 

cases = 1.55% 


Multiparae 

16 

Classical operation 

26 

Primiparae 

15 

Low operation 

0 


31 


31 

Maternal mortality 


0 


Petal mortality 


4 = 12.9% 


Maternal morbidity 


8 = 25.8% 


Sections were done 

because 

of 


Previous sections 

8 

First stage dystocia 

2 

Contracted pelves 

7 

Eclampsia 

5 

Fibroids 

5 

Nephritic toxemia 

3 


Placenta previa 1 
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Table VI tells most of our cesarean storjL These operations were 
performed by eight different operators. Three babies were stillborn, 
tivo being from eclamptic mothers and one being from a mother in 
wdiom the placenta Avas partially separated. The fourth baby died a 
feiv days after the operation. This baby Avas someAvhat premature 
(birth Aveight fiA'^e pounds, thirteen ounces) , and the cause of death Avas 
not definitely determined. 

The ojoeration on the patient Avith nephritic toxemia Avas done be- 
cause she AA'as elderly; she had no living children, and this baby Avas 
valuable. Of the tAvo patients Aidio had first stage dystocia, one was a 
multipara on AAdiom a Gilliam operation had been performed in another 
hospital after the birth of her last child. The second patient Avas an 
elderly multipara Avho liad lost her first babj'- during a proti’acted 
labor. This labor bid fair to be similar to the first; the cervix Avas 
very sIoav in dilating and as the baby Avas especially valuable, the 
patient Avas sectioned. 

Eight patients had a temperature of 100.4° F. or a little over for 
the first fcAv days after the operation. They were never considered to 
be very ill. This morbidity is reckoned on the arbitrary basis of a 
temperature of 100.4° at any time duidng the postpartum stay in the 
hospital, including the day of the operation. 

In reviewing any group of cases Avhere the cesarean percentage is 
loAV, the question arises as to hoAV many mothers and babies have been 
lost on account of difficult vaginal deliA'cries ? Should Ave have done 
more sections and lost feAver babies? 

These questions lead us directly to the subject of maternal and fetal 
mortality. 

Table A''II 

JIateunal Moetality 

13 deaths in 2000 consecutive cases - 0.03% 

Causes of Deatli 

Pulmonary embolus 

Nephritic toxemia (acute) 3 

Eclampsia (fulminating) (undelivered) 1 

Puerperal septicemia (streptococcus) 1 

Long labor (64 hours) shock — retraction ring 1 

Concealed hemorrhage 1 

Peritonitis following vaginal hysterotomy for nephritic 

toxemia 1 

13 


Tavo of the cases of embolus occurred during the course of broncho- 
j)neumonia, one during a pyelitis and one in a multipara during labor, 
Avho had multiple .small fibroids on her uterus. She died during labor. 
The fifth case of embolus came on tlie eigbtli day of an apparently 
smooth puerperium. 

One of the nephritic toxemia.s had an almost complete anuria Avhen 
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admitted, but no convulsions. She aborted a six months’ fetus in a 
few hours, and died twelve hours later. The other two nephritic pa- 
tients had been carried along with the hope that the fetus might reach 
the stage of viability. However, it -was necessary to induce labor at the 
sixth month. Tn one case, marked anemia was a comiilication, and a 
small blood loss proA’ed fatal eight hours after delivery. The other pa- 
tient died two days postpartum. The eclampsia patient was about 
eight months pregnant. When admitted she was having convulsions in 
rapid succession, and the fetal heart soon ceased. Slie had a phlebotomy 
and a heavy morphine dosage but rapidly grew worse, and died a few 
hours later. The long labor case may have been one upon whom a 
cesarean section should have been performed. She had a sixty-four 
hour labor, and first stage dystocia due to a posterior position and a 
retraction ring. She was subjected to a manual rotation of the fetus 
through an are of 180 degrees, and later a difficult mid-forceps extrac- 
tion was performed. After delivery the maternal pulse rose to 180, 
even though the blood loss Avas slight. She became rapidly Avorse. 
Mother and baby died about six hours after delwery. The concealed 
hemorrhage case occurred in an extremely stout Italian multipara at 
about the seventh month. There AA^as some apparent hemorrhage, and 
after a diagnosis Avas made of partial premature separation of the pla- 
centa the membranes Avere ruptured. She promptly Avent into labor 
but, OAA'ing to the excessive abdominal fat, the- steady increase in size 
of the fundus uteri Avas not noted until just before delwery. The 
patient died a fcAv moments after the birth of a stillborn child which 
AA^as folloAA^ed by an enormous amount of liquid and clotted blood. The 
death from puerperal septicemia (Streptococcus hemolyticus) occurred 
in a multijpara admitted in the second stage of labor. She had a spon- 
taneous breech deliA'^ery fifteen minutes later. On the second day post- 
partum she developed a septic temperature of 105 degrees with chills 
and foul lochia. Death occurred on the ninth day postpartum. 

FETAL MORTALITY 

Out of the tAA'o thousand consecutive cases of labor there were 134 
babies stillborn or who died in the hospital before the mother Avas dis- 
charged. Fifty-eight of these babies Avere premature, Aveighing be- 
tween one pound and five pounds, and I Avill not give them further 
consideration. 

There remains a group of 76 fetal deaths in babies AA'^eighing oA^er 
fiA'e pounds or a chargeable fetal mortality of 3.8 per cent. 

In this group there Avere 42 stillbirths and 34 babies who died before 
the mother left the hospital. 

In these tAvo thousand cases the maneuA'^er of manually rotating the 
child through an are of 180 degrees has been executed 82 times. Ten 
babies have died from labors in Avhich this procedure was practiced. 
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Table VIII 


76 babies weighing 5 pounds or over 3.8% 

42 stillbirths ^ 2.i% 

34 fetal deaths after- delivery 1.7% 


Table IX 

Oatjses op Fetal Death in Relation to Pathology or in Relation to Method 

OF Delivery 

Long labors — ^posterior positions in primiparae with manual 
rotations of 180 degrees, retraction rings, and forceps extrac- 


tions 10 

Long labors with forceps extractions in primiparae 8 

Breech deliveries — multiparae . 2 

Breech deliveries — ^primiparae 7 

Maternal toxemias and eclampsias 9 

Cord pressure, including 2 cases of prolapsed .cord (not 
rotation cases) 7 

Premature separation of placenta 8 

Placenta previa 7 

Cerebral hemorrhage or undetermined ' 18 


76 


Fetal death was not due in any one of these eases to prolapsed cord or 
to interference vdth the placenta. Death was due, in five cases to intra- 
cranial hemorrhage, as proved by autopsy; in four eases death was 
prohahty due to tlie long, hard labor, and very probably to brain 
trauma, and .the tenth baby died because the cord was tight around 
the neck at delivery. I think, therefore, that it is fair to say that the 
procedure of 180 degree manual rotation, per se, has not been responsi- 
ble for the death of any baby in this group. We would have undoubt- 
edly saved many of these eighteen babies who died from long, hard 
labors, if we had done more cesarean operations, but there was no 
serious bony dystocia in any of these young primiparous patients, and 
the probability is that their second labor will go fairly smoothly while, 
if they had been sectioned with the first labor, this major operation 
would be in order for the second. 

PUERPERAL MORBIDITY IN RELATION TO INCISIONS OP THE PERINEUM AND 

MANUAL ROTATIONS 

Puerperal morbidity as a whole is a subject so large that I will not 
attempt to discuss it except in relation to incisions of the perineum and 
manual 180 degree rotations. 

The definition of puerperal morbidity used is the same as that used 
by R. S. SiddalP and later by H. W. Mayes,^ namely, any postpartum 
case in which the patient’s temperature remained at or above 100.4° F. 
on two successive days during the first ten days of the puerperium not 
including the day of delivery. 

In these 2000 consecutive cases of labor, 82 had manual 180 degree 
rotations. Fifteen of these had morbidity. In these 15 eases a possible 
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cause of morbidity was as follows : plilebitis of tlie femoral vein, 2 ; low 
grade perineal infection, 3 ; metritis, 2 ; incisions of tbe cervix, 1 ; 
fibroids, 1 ; manual extraction of tbe placenta, 1, and long bard labors, 
5. I cannot say that tbe intrauterine manipulations had nothing to do 
with causing the above 15 cases of morbidity, but I can say that we have 
records of 67 other eases of manual rotation in which there was no 
fever or other untoward reaction. 

My observations on morbidity after ineisions of the perineum are 
that out of 672 median and mediolateral perineotomies and 171 lateral 
episiotomies in this series of eases, only 75 median and 37 lateral inci- 
sions had morbidity. Furthermore, this morbidity is by no means 
entirely chargeable to the perineal incisions. As far as figures are 
concerned, we have records of 597 median perineotomies, and of 134 
lateral episiotomies in which there was no fever. 

SUMMARY 

1. ]\Ianual intrauterine rotation of the fetus in selected cases, whereby 
the position is changed from an oecipitoposterior to an occipitoanterior 
through an arc of 180 degrees, does no harm to the mother and but 
rarely jeopardizes the ehild. It is of great benefit to mother and child 
because of the shortening of labor and because of the diminution of 
trauma when the labor is terminated. 

2. Conservative vaginal delivery, rather than a too frequent resort 
to cesarean section, justifies the occasional loss of a baby in young 
primiparae. 

3. If a patient is delivered under deep anesthesia, the principle of 
expressing the placenta at the first uterine contraction and keeping the 
uterus empty thereafter is essential in the prevention of postpartum 
hemorrhage. 

4. It is not in evidence that incisions of the perineum or manual 
rotations of the fetus in utero are a major causative factor in produc- 
ing puerperal morbidity. 
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THE INCOMPATIBILITY OP PREGNANCY AND FIBROIDS 

OP THE UTERUS«= 

By George Clark Mosher, M.D., Kansas City, Mo. 

T hat difference of opinion .sliould exist among writers regard- 
ing patients witli uterine mj’-omas in connection -with pregnancy 
and also as to the probable outcome of the combination of these con- 
ditions, would be surprising, unless one went thoroughly into the litera- 
ture. Yet on careful examination of the subject, one is at once struck 
by the varied interpretations that authors have given to these mani- 
festations during the last thirty-five years. 

In a review of the literature it is interesting to note that both Goetze 
and Troell, in their articles in the Zeitschrift fur GehurtsMilfe und 
Gyndleologie, used the identical title I have today chosen. There is to 
this extent, already unity of vieA\iioint. 

There w^as formerly a question as to Avhether fibroids degenerate 
into malignant tumors. Noav it is determined that sarcoma may co- 
exist with a myoma, but carcinoma, being epithelial, is not considered 
by most gynecologists, as even a possible complication, save as a rare 
coincident lesion. 

Our idea as to “fibroid heart,” which years ago, was the one symp- 
tom universally accepted and especially dreaded during pregnancy, has 
changed. We do know that many patients suffering from fibroids, have 
died of heart lesion, but these have been incidental, and not qwd pro 
quo. 

Spiegelberg, in 1890, considered abortion as the final resort, in case 
of a tumor encroaching on the brim of the pelvis, since cesarean sec- 
tion, the only alternative, was fraught Avith such a high maternal mor- 
tality, that the prognosis AAms very graAm in case the abortion irere not 
done. Hysterectomy Avas subsequently done, as a routine, in pregnancy 
with myoma. As late as 1909, tlie case Avas generally considered as one 
of the fibroid alone, ignoring the concomitant risk of the unborn pa- 
tient. 

The experience of observers is so varied and the conclusions in many 
instances are so A\dde apart, that like all these elder topics which have 
a perennial youth, it would seem that each of us should add his OAAm 
cases to the general laioAvledge in the hope that finally, we may arrive 
at a more harmonious acceptance of the truth concerning the subject 
of AAdiich so much has been AA’ritten. 

•Read at the Thirty-eighth Annual Meeting of the American Association of Obste- 
tricians, Gynecologists and Abdominal Surgeons held at Hot Springs, Va„ September 
IC, 17, 18, 1825. 
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Tlie striking fact that there is an incompatibility is demonstrated 
by: (1) The frequency of sterility associated with fibroids; (2) the 
tendency to abortion and premature labor in these subjects, and (3) 
the stormy experience which these patients endure in pregnancy, owing 
to obstruction at the brim of the pelvis, to pain, to hemorrhage and 
to sepsis. To these must be added the possibility of degenerative 
change, owing to the extraordinary nutrition to which the uterus is 
subject, by increased blood supply in pregnancy. This increase may 
also be exaggerated by edema. 

There is no question that the vast majority of these cases is not rec- 
ognized, as no pronounced symptoms are presented. The diagnosis may 
be easy or difficult, owing to the situation, form, and size of the tumor. 
If smooth and molded to the uterus, it may be difficult of diagnosis ; 
while on the other hand, nodulated tumors may be easily identified. 
In the first four or five months of pregnanej’’, the recognition of the 
myomatous condition may be, as a rule, impossible. If at midterm, 
or later, one may usually be quite certain of the diagnosis, unless the 
fetus is deeply imbedded in tumor tissue. 

A phantom tumor, anterior, has been met by several observers (not- 
ably described by Bar) where by repeated examinations one could be 
sure the tumor was not a myoma, though the symptoms of swelling, 
pain and tenderness all indicated mj’-oma. This mistake, as between 
pregnancy and fibroid, is also to be borne in mind. A rapid growing 
myoma may simulate a pregnancy. 

The important symptoms of pregnancy — softening of the cervix, 
blueness of vaginal mucosa, suppression of menses — should always be 
kept in mind, in differentiating between pregnancy and myoma; of 
course the fetal movements and fetal heart, in later months, make the 
diagnosis absolute. 

Fibroids may increase greatly in size, due to their hypertrophic 
growth and also to edema. They will soften and flatten, becoming 
difficult to discern in the later weeks of pregnancy. In case the patient 
has not been under careful observation, the tumor may not be detected 
until after delivery. 

The fibroid, if low down in the uterus, will often rise above the brim 
in the first stage of labor, even if so low that it seems to cause obstruc- 
tion to labor. 

We are still at sea between the points, as to whether sterility causes 
fibroids, or whether it results from the myomatous condition. From 
the reports on pathologic laboratoi*y examinations of the female pa- 
tients, dying from aU causes, in the Boston City Hospital and the Johns 
Hopkins Hospital, it appears that 10.5 per cent of all women, show at 
postmortem, some degree of uterine fibroids. Olshausen’s figures are 
that 31 per cent of women with fibroids are sterile, while other statis- 
tics show 8 and 10 per cent of all women as sterile. 
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In the case of interstitial fibroids we expect sterility to follow. 
Subserous fibroids are not so prone to affect fertility. This is the teach- 
ing of most authorities. It is conservative to say that 25 per cent of 
all women, subject to myoma, are sterile. 

One child sterility drives the patient, after a period of five to ten 
years, to consult her physician for a cause. A careful examination 
will perhaps reveal, in that case, the diagnosis of intramural or sub- 
mucous fibroids. It ivas a French physician who said, in the case of a 
patient complaining of sterility, ''Cherchez la fibromyoma.” 

Pinard found 0.7 per cent of fibromyoma in thirty-one thousand 
deliveries, during a period' of ten years at the Clinique Baudeloque. 

In Glasgow' Maternity Hospital, in ten years, thirteen thousand de- 
liveries developed, 4 eases requiring abdominal section for fibroids. 

In Prance, of fourteen thousand deliveries, myomas were found in 
84 cases, of which 66 went to term. Thirteen w'ere premature labor.s 
and five aborted. 

One would naturally expect, from the pressure of myomas in the 
uterus, a predisposition to hemorrhage and abortion. Kerr is inclined, 
how'ever, to believe that these results are surprisingly infrequent, con- 
sidering his experience. The most important disturbance, and the one 
most generally furnishing indications, is pressure,* the uterus and the 
growing tumor increase to such size and extent that the surrounding 
organs (bladder, urethra, and bowel) are hampered in function; also 
the circulation in the larger veins is interfered wdth, and finally, by 
enormous growth, cardiac and re.spiratory embarrassment results. As 
to implantation of the placenta, Olshausen says its frequency over the 
tumor is more than a coincidence. He thinlvs it is a thickening of the 
mucous membrane, over the portion of the tumor, bulging into the 
cavity, which favors the implantation of the ovum in that locality. 

Spontaneous rupture of the uterus by fibroids is very much doubted. 
Interference with the progress of the labor may follow, by mechanical 
hindrance of the passage of the child through the parturient canal 
and bj' distention of the uterus, favoring malposition and malpresen- 
tation. 

As regards dystocia, the position of the tumor is more important 
than the size. Those of cervical origin and pedunculated myomas are 
most difficult. 

Dystocia may result from an unfavorable position assumed by the 
fetus. These result from the tumor being in the lower part of the 
body or cervix. Placenta previa is to be anticipated as a more fre- 
quent complication in myomas than in a physiologic uterus. 

Owfing to the change WTOught in the mucosa associated wfith sub- 
mucous fibroids, there is also a greater tendency to metrorrhagia. 
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Premature labor bas also been found to result from the undue pres- 
sure of a fibroid. 

It is doubtful wlietlier anj- ease of uncomplicated fibroid ever justi- 
fied induction of an abortion. While abortion, as stated, may follow 
fibroids, still many patients go tlirougbi pregnancy, carrying to term 
in spite of a large fibroid, or multiple fibroids. 

The question of treatment of a fibroid tumor in pregnancy resolves 
itself into determining whether the life of the patient is endangered 
by allowing the growth to remain, or whether the health of the patient is 
to be seriously disturbed. In the interest of the child, interference 
should be delayed as long as possible. Generally, if the tumor decidedly 
obstructs the parturient canal and cannot be displaced, it should be re- 
moved. AIL tumors injured during labor, or showing marked signs of 
degeneration, should be at once removed. 

The reasons for interference with fibroids complicating pregnancy 
are pain and hemorrhage ; also, there is a secondary source of disturb- 
ance, — ^irritation from peritoneal adhesions, which becomes so distress- 
ing as to -call for relief. The pain is over the site of the uterus. It 
is persistent and may become unbearable. Rest in bed, with attention 
to bowels and kidneys, holding in reserve the aid of sedatives which 
are to be used when indicated, are the steps to be followed before 
radical interference. Hemorrhage, which appears lilce a threatened 
abortion, may be encountered. Irregular metrorrhagia has been noted 
during the first three months. 

Farquar Marshall never encountered severe hemorrhage in this type 
of case, except in actual abortion. 

The case to be treated by myomectomy is one with torsion of sub- 
serous fibroid, with necrosis, or a prolapse of subserous fibroids in the 
pelvis, or an anterior fibroid forcing the uterus into anteflexion, and 
likely to cause abortion. Myomectomy, which Lynch calls “a surgical 
curiosity,” limited certainly to a narrow field, should only be con- 
sidered as a conservative measure in young patients. Winter, quoted 
by DeLee, gives the percentage as 17. 

No interstitial fibroid with pregnancy should be removed by myo- 
mectomy, nor one which involves an opening through to the membranes. 
Statistics vary as to abortion following myomectomy. No single sur- 
geon has sufficient experience to make his individual findings valuable. 
However, as Marshall says, myomectomy, even if it is followed by 

abortion, leaves the patient with her uterus for possible future preff- 
naney, ^ ^ 


Tlie patients requiring hysterectomy are women near the menopause • 
also, those with large fibroids, which if situated in the pelvis give rise 
to severe pressure symptoms, causing much pain. No expectant treat- 

only plan 
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With a single tumor and no symptoms, it should be left severely 
alone. In this way, many cases come to term. Pain is the outstanding 
symptom ; even in addition to the size of the tumor, it may prove 
intolerable, so that removal is necessary. 

If the patient passes through her labor without undue suffering, 
normal presentation may result, although we find a preponderance of 
abnormalitj^. The figures of Lynch as to presentation are: cephalic, 
59 per cent, breech, 22, and transverse 18 per cent. Olshausen gives 
his presentations, 53 vertex, 24 breech, and 19 transverse. These ob- 
servations show a remarkable conformity. 

Precaution must be observed in delivery to determine whether ob- 
struction is insurmountable. If a cesarean section is done under the 
circumstances, autiiors advise immediate hysterectomy, unless the tumor 
seems such that subsequent myomectomy may be done, and the uterus 
left for future pregnancy. No attempt to pull the head of the child 
through the pelvis, obstructed by a large fibroid, sliould be made, as 
the child may be killed and the mother later die from shock. The 
crushed bruised fibroid is also liable to necrosis. 

In the third stage of labor the conditions to be feared are: first, 
hemorrhage, and later, sepsis. Hemorrhage may be immediate, post- 
partum, or later in puerperium. This should always be guarded against 
in the management of this complication. 

Williams quotes Sehauta, as finding 54 cases spontaneous and 30 re- 
quiring help. The maternal moi’tality was 3. 

Sepsis is fortunately more rare than hemorrhage. Bruising by for- 
ceps delivery, version, or faulty curettage, is liable to cause sloughing. 

Usually, after the danger of postpartum hemorrhage is passed, the 
puerperium runs a favorable course. 

Fibroids usually diminish in size and harden during involution; fre- 
quently the tumor shrinks so that it is no longer palpable. 

The placenta may be retained, and is often difficult to remove, e.spe- 
cially if blocked by growths or displaced by hypertrophy of the mus- 
culature. 

Faulty contraction and retraction preventing normal thrombosis, may 
result in hemorrhage. 

Kelly and Cullen found in their series of studies that practically 50 
per cent of women, with fibroids associated with sterility, included co- 
existent tubal and ovarian disease; so that the question, as to which 
condition was antecedent, remains still sub jtidice. The sterility may 
cause a fibroid, or the fibroid may result in sterility. In these calcu- 
lations sterility due to the husband, and also venereal infection may 
have some responsibility, which must be calculated. 

The question of sterility is dependent, to some degree, on the posi- 
tion of the fibroid. In Schorler’s cases 48 per cent were subperitoneal, 
39 per cent submucous, 24 per cent interstitial, • 17 per cent cervical. 
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Young and Williams found that 27 per cent were interstitial, 31 per 
cent submucous and 42 per cent subserous; on the other hand, 91 per 
cent of cases of fibroid, which Goetze found submucous, were in women 
who had borne children. Sterile women seldom develop tumors of sub- 
mucous type. Kerr insists that fibroids usually cause sterility, and 
conversely a barren uterus is more prone to fibroids. This maj'- ex- 
plain the number of cases of coincidence. It is his opinion, that preg- 
nancy is more likely if there is no encroachment on the uterine cavity, 
so the growths of subserous and interstitial type are more frequently 
found coexistant with conception. If a submucous neoplasm is com- 
plicated b3>- pregnancy, the placenta may be found attached to the 
tumor. His observation is however at variance with that of Goetze. 

Lynch calls attention to the fact that fibroids are most numerous 
in the fifth decade while pregnancy is most common in the third. The 
twenty years between, may allow for many developments, which are 
not necessarily interdependent. 

Gusserow wrote that, prior to 1880, abortion occurred in 21 per cent 
of eases of pregnancy complicating fibroids. It was not clearly stated, 
as to whether this percentage was an abortion of artificial origin, or 
whether it was spontaneous. Pozzi, in 1909, said the percentage was 
6, while Chahbazian gave his findings, as spontaneous, 13 per cent. 

The abortion is far more likely to occur in submucous, than either 
the interstitial, or subserous varity. 

The conclusion of Sneed, of the Mayo foundation, reported in Surgery, 
Gynecology and Obstetrics, September, 1925, is that 13 per cent of 
fibromyomas undergo some form of degeneration and calcification. His 
studies show that little evidence exists that any benign degeneration 
of myofibromas produce toxic effect on the other organs. 

Prof. Franld, in his paper, on “The Coincidence of Tumors,” read 
before the Cleveland meeting of the Association, made some very strik- 
ing observations, drawn from his extensive material of 1878 cases of 
myoma. He finds that myoma diminishes the number of pregnancies, 
while sarcoma without myoma has no such influence, and claims that 
sarcoma may coexist with fibroids, or may develop in myoma, and that 
carcinoma and myoma may occur .simultaneously but independent, or 
the one may grow with local interrelationship, also in the combination. 
The average age and number of pregnancies of patients with myoma 
and carcinoma do not differ from the preferred age of those women 
with cancer but without fibroids. 

Dr. Ill said, in his discussion of Prof. PrankPs paper; “If only 
adenofibroids can develop carcinoma, and if the pathologist of the 
Buffalo Cancer Institute found only 18 eases of malignancy in two 
tliousand examinations, and if there are five hundred thousand women, 
over thirty-five years of age, in New York alone, who have fibroids, the 
fact of malignancy coexistent with myoma is certainly rare enough to 
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afford some protection to the women of this country, who may have 
symptomless fibroids, and many of whom may become pregnant; and, 
as shown, by competent reports, the majority may never be aware of 
the complication.” 

The figures which are available show that the incidence of pregnancy 
in women, subject of myoma and coincident malignancy, do not differ 
from the sterility of those w'ith fibroids, but free from cancer. 

DeLee, in four thousand deliveries, at the Chicago Lying-In Hos- 
pital, reports two eases of carcinoma of the cervix. 

Bland Sutton is quoted as authority for the statement, that 10 per 
cent of women who require hysterectomy for fibroids, have demon- 
strated malignant disease after fifty. 

Carsten’s five hundred and sixteen cases, with hysterectomy in 48 per 
cent before the child was viable, indicates how general hysterectomy 
was, prior to 1909. The case was considered simply one of fibroids. 
Lobenstine’s report of one hundred cases wdth eighty -five coming to 
term, with absolutely spontaneous labor in 75 per cent, shows a vivid 
contrast for the present-day management, Troelle’s cases resulted in 
spontaneous deliveries in 68 per cent; Pinard’s figures are almost 
equally as valuable as an object lesson, — 65 per cent presenting nor- 
mally, and being delivered with no untoward development. These are 
an unanswerable argument for conservative treatment, in cases which 
show no definite indication for interference. 

It is not the design to discuss here, all the cases of the coexistence 
of myoma with pregnancy, w'hich have come under our observation, but 
only those most striking examples which stand out preeminently as 
having required interference. 

Prom these it is demonstrated that sterility, abortion, hemorrhage, 
mechanical obstruction, degeneration and infection may be encountered 
in the experience of the obstetrician, who has this combination pre- 
sented as a clinical problem. 

The following cases are cited, as evidence of the contention. 

Case 1. — ^Mrs. G. H. D., aged thirty-two, para iv; seen in consultation with Dr. 
Chas. H. Lester, in the home, in prehospital days. Tlie patient was at term, and in 
severe labor. She had been bleeding profusely for several hours, and the cervix, 
on examination, was found to be blocked by a mass which proved to be a peduncu- 
lated, subserous myoma. Wo were able to push the tumor up, out of the canal. 
Exaggerated Walcher position was helpful, in keeping the fibroid above the brim, 
where it was held until the child was brought down; forceps were applied, and a 
live birth ensued. This case was delivered in 1898, and the mother has gone, with- 
out operation, through an uneventful life history, during a quarter of a century, 
she passed her menopause without difficulty, and recently told me that she had just 
returned from Pliiladelphia, where she attended the wedding of the boy, whoso 
arrival so nearly resulted in a tragedy. 

Case 2. — ^Dklrs. W. G. S. was a para ii; her first pregnancy and labor under our 
care in 1922 having been normal. In 1924 she presented herself for prenatal care 
and no untoward symptoms arose until the sixth month when the measurements 
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'of the uterus began to increase at an abnormal rate, but witliout sj^mptoms. Indica- 
tions of premature delivery arose. She was sent to the hospital and after four days 
attempt to carry on until viability she aborted. The cause of the enlargement 
then became at once apparent. It was a general multiple interstitial fibroid of the 
uterus. No nodular prominences were discernible but the mass persisted 10 cm. 
above the umbilicus. In the absence of symptoms, involution was allowed to proceed 
as best possible, and after eight weeks, abdominal hysterectomy was done, by Dr. 
Howard Hill, the patient having a short and satisfactory convalescence. 

Case 3. — ^Mrs. G. P., a primipara, aged forty-one, who found herself,, while 
abroad in May, 1925, passing the third period, consulted physicians in two cities 
in Spain, but was unable to obtain any satisfactory information as to her condi- 
tion. Having cabled her physician. Dr. B. L. Sulzbacher, of Kansas City, she was 
advised to visit Dr. Landau, in Berlin; Dr. Oskar Frankl in Vienna; or Dr. Henri 
Vignes, in Paris. Constant' vomiting and pain, a rise of temperature, with loss of 
fifteen pounds weight in two weeks, so alarmed her hnsband that he again cabled 
and was advised to bring her home at once, which was done. 

In consultation with Dr. Lindley Milne, the internist, and myself, it was decided 
that a pregnancy in conjunction with interstitial fibroids existed, and the question 
of myomectomy or hysterectomy was left for the final determination, after the 
abdomen was opened. The uterus was found in a state of general fibroid degenera- 
tion and was removed. The patient made an uneventful recovery. 

Case 4. — Mrs. G. G., age thirty-five years, of Topeka, Kansas, had a tempestuous 
history. At the age of nine years, a diagnosis of appendicitis was made, and opera- 
tion disclosed a right dermoid cyst. Persistent dysmenorrhea was suffered through- 
out her menstrual life. Slie married at the age of thirty-five, and four months later 
was found to be pregnant. Coincident nuth the pregnancy, multiple subserous 
fibroid tumors were diagnosed when she was seen at the fourth month. Eepeated 
symptoms of abortion at fifth and sixth month, wliich necessitated keeping the 
patient in bed for six weeks under morphine, demonstrated that she was jeopardized 
by longer attempt at carring the pregnancy nearer to term, so hysterectomy was 
regretfully done. The patient made a very satisfactory recovery, and has been 
apparently. in good health ever since 1923. She recently made a trip to New York 
where she adopted a child. 

Case 5. — patient Mrs. G. W. C., age thirty-six, from a near-by town, where 
her husband was a member of the faculty of a college, consulted Dr. J. F. Binnie 
and myself, as to her symptoms, which included an enlargement, which had per- 
sisted and increased for five months, with suppression of the menstrual flow. No 
evidence of fetal heart nor fetal movements could be elicited, although other 
symptoms of pregnancy, bluish vaginal mucosa, nausea and vomiting, and softened 
cervix were in evidence. 

It was decided that hysterectomy -should be done. On incision of the uterus, 
a small fetus evidently abont the tenth week of gestation was disclosed. No reason 
for the failure of the development, after that date, could be discovered, except 
that the uterus may have pressed upon and thereby cut off its nutrition. 

Case 6.— 'Mrs. A. P. T., a para iv, aged forty-two, was sent from Artesia, New 
Mexico, on account of a mysterious increase of an enlargement in the abdomen. 
She had noticed herself increasing in size for several years. She suffered great 
pain constantly and was -distressed by insomnia and dyspnea, which were increasing 
in severity. She had been examined, by local physicians, four months previously, 
but no positive diagnosis could be made, as between a tumor and pregnancy. She 
was increasing enormously in size, and had no subjective signs of pregnancy. After 
several conferences which followed clinical examinations held on successive days. 
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it was decided in view of her symptoms to open her abdomen. A iarge ovarian’ 
cyst was found, and a fetus of the iiftli month of gestation, in a uterus completely 
studded with multiple intramural ilbroids. The fluid of the cyst prevented a clear 
field of exploration by palpation. The fetus was living, but of course soon expired. 
A physician who saw the patient, after she had left her home, but before she came 
to the hospital, said she was diabetic. 'W'e found no symptoms of glycosuria. The 
hysterectomy was done for relief of pain. A letter from the husband recently, 
gives the patient’s health, after five years, as being excellent, since her operation. 

Case 7. — Mrs. W. L. B., aged thirty-one, was delivered by forceps, of a normal 
fetus March, 1919. The uterus being found abnormally increased in size post- 
partum, a diagnosis of submucous fibromas was made. Owing to this condition 
she bled freely, but involution was satisfactory. No other untoward symptoms 
occurred except profuse menstruation, until June, 1921, w’hen, with a sudden gush 
of blood at 2 A.ir., occurred the onset of an abortion at ten weehs. She was re- 
minded of her fibroid condition, and urged to have an operation for the tumor but 
demurred. In June, I92d, a hemorrhage occurred after two missed periods; a neigh- 
boring physician was called in, who advised rest in bed. ' On the next Friday, a 
recurrence in the bleeding caused an alarm, and the nearest doctor was summoned, 
who packed the vagina for the hemorrhage. Sunday morning, I was called, and I 
found the patient almost exsanguinated. Slie was at once sent to the hospital, the 
uterus packed, and ice bag and morphine ordered. Monday, the packing with debris 
of the pregnancy was removed. The remainder of her stay was uneventful, and 
the question of ultimate treatment is to be determined by the condition which is 
shown by development in the next few months. No unusual symptoms have occurred 
in July or August periods. She was last seen September 2, 3925. 

CONCLUSIONS 

Pathology of myoma and Sbromyoma in pregnancy will be iadicated 
by pain, hemorrhage or signs of degeneration. Rise of temperature, or 
a high leucoeytosis being an evidence of the latter. 

If the tumor he situated at the brim, so as to constitute absolute, or 
even relative dystocia, operation is to be considered, either by myo- 
mectomy or by liy.stereetomy according to condition encountered. 

Abortion is not to be considered as an expedient in case of a preg- 
nancy comiilicated by fibroids on account of increased risk of hemor- 
rhage, traumatic injury, and septic infection. 

No doubt cesarean section is done in many instances without proper 
indication. 

The great majority of eases of hbroids in conjunction with px'Cg- 
nancy run a favorable course, after the immediate danger of post- 
partum hemoiThage. The tumor i-apidly dimini.shes in size, and m 
some instances has seemed to disappear, or become so small as to be 
no longer palpable. 

Each case must in every instance be individualized, and the result 
is dependent on the judgment and skill of the operator. 
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TREATMENT OP FIBROIDS OP THE UTERUS«= 

Observations Based on a Comparate^ Study of Two 
Five-Year Periods 

By Edward A. Weiss, M.D., P.A.C.S., Pittsburgh, Pa. 

(From the Gynecological Department of Mercy Hospital, Pittsburgh, Pa.) 

T he treatment of fibroid tumors of tlie uterus constitutes sucli a 
large proportion of the work of every gynecologist of experience that 
it would seem to have become fairly uniform and definitely established. 
However, visits to various gynecologic clinics in this country and in 
Europe during the last five years have shown that there still exists a 
marked difference of opinion regarding the treatment of these tumors. 
Many gynecologists adhere to the well-established surgical treatment 
either by myomectomy or hj^sterectomy ; others are ardent advocates 
of radiation, while a third group are definitely conservative and em- 
ploy both methods. 

In order to satisfy ourselves as to the relative value of both methods, 
we have made a very careful analysis of our own records by means of 
a comparative study of our work, particularly the end-results of two 
five-year periods, from 1915 to , 1925. When radium was first used in 
these eases, we were very skeptical about its value but by foUowing 
the teaching and work of others we became gradually convinced of its 
efficacy and now, as in most other gynecologic clinics, we employ it 
with much confidence, but always with a keen appreciation of its 
limitations. 

We believe that a careful analysis of the end-results of a large num- 
ber of cases will reveal facts that escape ordinary observation of in- 
dividual cases. We have learned that no dogmatic rule can be safely 

. at the Thirty-eighth Annual Meeting of the American Association of Ob- 

stetricians, Gynecologists, and Abdominal Surgeons, held at Hot Springs, Va.. Sen- 
tember 10, 17, 18, 1925. & . « a . 
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applied to all cases, and that here as in every branch of medicine, each 
case is a rule unto itself. In our work we have closely followed the 
teaching of Dr. John G. Clark and his associates, who have given the 
closest study to every case before instituting treatment. We have en- 
deavored to formulate our conclusions by grouping cases and studying 
them from various standpoints such as age, social condition, contra- 
indications, type of operations, radium dosage, failures, and mortality. 


Table I 

Age Period op Operative Cases 


age 

1915 

1916 

1917 1 

1918 

1919 

Less than 20 | 

1 

1 

1 1 

1 


20 to 30 

4 i 

3 

8 ’ 

7 ' 

5 

30 to 40 

24 

27 

24 

25 

26 

40 to 50 

27 

21 

25 

30 

1 46 

50 to 60 

4 

8 

3 

4 

' 8 

Average 

42 

41.8 

40.3 

39.6 

41.5 


AGE INCniENCE 

In Table I the grouping is according to the age of the patient and 
we have found practically the same age incidence as observed by others. 
The average age of all patients requiring operation or treatment was 
about forty years, the youngest twenty and the oldest seventy. The 
average age of those not operated upon or treated and whom we term 
observation cases, was thirty-four. Nullipai’a constituted 78 per cent 
of the group while 12 per cent had one child and the remaining 10 per 
cent had had two or more pregnancies. 


Table II 

Type op Operation in Years 1915 to 1920 



1915 

1916 

1917 

1918 

1919 

TOTAL 

Hysterectomy (Supra- 
vaginal) 

Myomectomy 

48 

42 

46 

57 

70 

263 


11 

14 

72 

14 

34 

15 

0 

10 

74 

(Abdominal) 


15 

19 

Resection of Uterus 


3 



z 

Hysterectomy (Vaginal) 


3 


2 

2 

Myomectomy (Vaginal) 


2 


1 

4 

0 

Radium 

0 

0 

0 

0 

Deaths 

2 

1 

3 

U 

2 

Observation cases 

18 

12 

15 

17 

12 


The tabulation of fibroid cases (Table II) in the first five-year group 
shows that our observations and proportions of the various types o 
operation are very similar to those in other clinics, the only possi e 
difference being that our percentage of purely “observation cases was 
higher than the average. In explanation it may be said that the ma- 
jority of these patients were indmduals who were intelligent and who 
Avould cooperate by reporting at stated intervals for examination. We 
were careful to keep them free from anxiety, principally by as.suiing 
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them that although a tumor was present it was not of a cancerous 
nature, — a fear that most women share. 

The treatment of uterine fibroids and the adnexa depends upon sev- 
eral factors, and in many instances the patient should help decide the 
method to be employed. This is particularly true with reference not 
only to the preservation of the childbearing function and ovarian bal- 
ance, but also as to menstruation. When the tumor is large and when 
associated complications of the adnexa render conservative or palliative 
treatment unsafe, radical removal only is to be considered. Likewise 
the age, the general state of health, the social, and financial status of 
the patient often indicate radical removal rather than palliative treat- 
ment. 

Contrary to the view held by many, we are of the firm opinion that 
many fibroid tumors of the uterus do not require treatment. It has 
been our general rule that tumors that are small and not causing 
synvptoms may be safely let alone. However, we always insist that 
reexamination should be made at least every six months. The time for 
examination is not left to the discretion of the patient, but a definite 
appointment is made, and should the patient fail to appear, a reminder 
is sent to her, otherwise she may rely on false security. We have fol- 
lowed this “observation” plan most satisfactorily for several years and 
in addition to its being pleasing to the patient, it has taught us much. 

It is interesting to note that of these ninety-four observation cases, 
eighteen subsequently became pregnant with no untoward results. In 
one instance, the tumors grew rapidly during pregnancy and some 
concern was felt. The question as to cesarean section arose, but the 
patient was delivered safely with only a moderate postpartum hemor- 
rhage. Hysterectomy was performed eight months later. One patient 
aborted at the third month but within one year again became pregnant 
and went to term. Five of the eighteen patients were since operated 
upon and three have been treated with radium on account of the in- 
creased menstrual bleeding. 

MYOMECTOMY AND PREGNANCY 

In our series of 159 abdominal myomectomies and 65 vaginal or a 
total of 224 myomectomies during the past ten years, fourteen patients 
who had never been pregnant, after three to seven years of married 
life, later became pregnant and went to term without complications. 
In one of these patients, more than ten tumors varying in size from 
a small olive to a large orange were removed. In another, an intra- 
ligamentary tumor larger than a three months’ pregnancy, was enu- 
cleated and several smaller ones were removed from the fundus. One 
patient who became pregnant developed influenza after six months and 
died, while a tliird aborted at four months while desperately ill from 
pneumonia. Eight other patients who had children previous to oper- 
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ation became pregnant after myomectomy. In all, 232 patients Avere 
treated conservatively with generally satisfactory results. 

Of those who did not become pregnant after m3'’omectomy a follow- 
up examination and questioning revealed that most of them employed 
some method of contraception, being influenced in most cases by the 
ill advice of friends ■who frightened tliem by tales of danger to mother 
or child or both after such an operation. In this series of myomec- 
tomies, there was recurrence of symptoms, such as dysmenorrhea and 
menorrhagia, in fourteen cases, and three others in whom the bleeding 
■ 5 vas vei’y free. Ii3^stereetom3'- was performed in one and eight others 
were treated with radium in full dosage, wdiich caused a prompt cessa- 
tion of the S3’^mptoms. These cases demonstrated that although a con- 
servative plan was not alwa3'^s a success, 3’’et the patient had the satis- 
faction of kno-\^dng that she had not sacrificed her organs at the first 
operation, and she was reconciled to have radium treatment or a 
radical operation. 

RESECTION OF THE UTERUS 

In fourteen patients who were under thirty-tive years of age and in 
whom, notwithstanding the presence of multiple tumors the preserva- 
tion of not only the maternal function but the menstrual function was 
desirable, we followed the teaching of Dr. X. 0 . Werder, and per- 
formed what he termed a resection of the uterus. In these cases the 
tumors were so numerous and lai’ge that simple enucleation was not 
sufficient, and it became necessary to remove portions of the uterine 
body and even part of the endometrial surface, leaving only sufficient 
mucosa to carry on the menstrual function and at the same time not 
entirely destroying the possibility of childbearing. The results ob- 
tained in this group were generally satisfactoiy for several 3'^ears, only 
three of the patients requiring subsequent h3'sterectomy, "ndiile two 
were later given radium treatment. Four of the group became preg- 
nant but none of them "went to term ; tlie general health in all, how- 
ever, remained good. As had been frequently pointed out, an im- 
portant consideration in g3mecologic practice is the mental attitude of 
the patient. Most wmmen are desirous of bearing children or at least 
they want the satisfaction of knowing that the3'' possess that function, 
and the surgeon should at all times respect that "wish. The most miser- 
able ■^voman is the one who believes that she has been wrongfully de- 
prived of bearing children or at least has not been given the chance 
to bear them. This fact was demonstrated in eveiy instance Avhen a 
second operation or treatment was necessary after a former eonser- 
vati'i^e operation. 

MORTALITY 

There were ten deaths or a mortality of 2.7 per cent, among those 
operated upon during the fir.st five-3mar period. Four or five of these 
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deaths could possibly have been avoided had no operation been per- 
formed. The percentage pf deaths in this group is higher than in the 
second five-year series, when radium was largely used, and we believe 
that the first period mortality would have been much less had the 
treatment been nonoperative. In the second five-year group the mor- 
tality in 747 fibroid cases treated by operation or irradiation was ten 
deaths, or 1.6 per cent, but in the operative group the mortality was 
2.3 per cent. Only one death followed radium treatment, occurring in 
a patient who had myocarditis and nephritis of such a pronounced type 
that in all probability the radium treatment was not a factor in caus- 
ing death. 


Table III 

Type of Operation or Treatment 1920 to 1925 



1920 

1921 

1922 

1 1923 1 

1 1924 

I TOTAL 

Hysterectomy (Supravaginal) 

75 

96 

51 


79 

384 

Myomectomy (Abdominal) 

18 

25 

11 , 


16 

87 

Eesection of Uterus 

2 

2 

0 


0 

4 

Hysterectomy (Vaginal) 

1 

2 

0 i 

mM 

0 

4 

Myomectomy (Vaginal) 


7 , 

9 

12 

12 

50 

Myomectomy & Eadium 1 


7 1 

4 

5 

5 

21 

Eadium 

15 

33 

41 

53 

55 

197 

Mortality 

3 

1 

2 

2 

4 

12 

Observation cases 

12 

11 

7 

14 

1 9 

53 


In this second five-year period (Table III), it is shown that our ratio 
of myomectomies to hysterectomies is practically the same as in the 
first group ; namely, about one to five. In this second group 197, or 
26 per cent of all cases were treated with radium, and 21, or 2,8 per 
cent were treated by myomectomy and radium. 

Although a certain percentage of fibroid uteri treated with radium 
have later become pregnant, yet we are of the opinion that unless 
definitely contraindicated, myomectomy is preferable in a woman who 
desires to bear children. This is particularly true in tumors of the 
interstitial or subperitoneal variety. Unless radium is used in suffi- 
ciently large dosage to cause a shiankage of the tumor with the in- 
cidental blood vessel conti’action and atrophy of the ovaries, no definite 
result is obtained; and when it is used to produce these results, the 
childbearing function is lost. The patient should be told very definitely 
that radium as generally employed deprives her of future pregnancy 
and may likewise produce menopause. It is admitted that smaller 
doses of radium frequently produce excellent conservative results but 
in view of the fact that there is no known method of estimating the 
ladium resistance or susceptibility in different individuals, we must 
be most careful in our prognosis. In the myopathic hemorrhages in 
young women that do not respond to endocrine medication and hygiene, 
small doses of radium (150 to 250 mg. hours) have a most beneficial 
GUI ative effect ; sevei’al of this type, but not included in this study, 
have subsequently become pregnant. 
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RELATION OP. AGE TO FORM OP TREATMENT 

M^'-omectomy was performed more often in patients between the thir- 
tieth and fortieth year when childbearing and ovarian function are 
most desirable (Table IV). By contrast, radium was used more often 

TAMiE IV 

Relation of Age to Form op Treatment 1920 to 1925 


from the fortieth to tlie fiftieth year when pregnancy is less probable 
and when the sex function is less likety to be disturbed. It is quite 
clear, therefore, that the ideal time for radium usage is when the 
maternal and sexual life is on the wane. 

INDICATIONS AND CONTRAINDICATIONS TO RADIUM 

In this series we were most careful to make the proper selection of 
the type of tumor treated by radium and never to use the element in 
the presence of complications. The contraindications have repeatedly 
been pointed out by Clark, Norris, Polak, Schmitz, and others and their 
teaching has been followed in all imstances. The indisci’iminate use 
of radium may often give most unfavorable results, and it has been our 
rule that when there existed doubt of the adwsabiUty of using it in 
any instance, operation was the procedure adopted. 

In the group treated by radium we observed the following indica- 
tions : 

1. In small growths at any age if associated with menorrhagia or 
metrorrhagia, 

2. In intramural tumors not larger than a three months’ pregnancy 
and not complicated by inflammation of the adnexa or cellular tissue. 

3. In very obese patients in whom abdominal section would entail 
great risk of mortality or morbidity. 

4. In patients having severe physical handicap or constitutional 
disease. 

5. In growths having no suggestion of degenei*ation or rapid growth. 

6. Wlien the patient was acquainted with the possibilities of failuie 
or only temporary improvement and was walling to have repeated 
treatment or operation. 

Four patients in tliis series, operated on account of pelvic peritonitis 
complicating the tumor, had been previously treated by radium in othei 
clinics. It was quite evident that on account of the adnexal inflamma- 
tion, operation rather than irradiation should have been the method o 
choice in the first place. As a consequence of the radium effects on 


myomectomy . 


22 or 25 % 
51 or 58 % 
13 or 15 % 
1 or 1.2% 


HYSTERECTOMY 



AGE 

20 to 30 
30 to 40 
40 to 50 
over 50 
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tlie pelvic tissue, the operations were quite difficult. This demonstrates 
that a most careful differential diagnosis with exclusion of complica- 
tions is essential and that, unless the physician is thoroughly skilled 
in pelvic examination, he is not justified in using radium. Carcinoma 
of the fundus in association with fibroids was found in two patients 
previously treated elsewhere by radium. Curettement had probably 
not been performed in either ease, which again emphasizes the impor- 
tance of curettement as a diagnostic measure before introducing radium. 


Table V 

Eelation op Eabium Dosage to Age of Patient 


AGE 1 

[ 600 MG. HE. 1 

1200 MG. HE. 

1800 MG. HE. 

2400 MG. HK. 

20 to 30 j 


3 



30 to 40 i 


43 

5 

5 

40 to 50 i 

12 

85 

9 

10 

50 to 60 

2 

10 

4 

— 


Total number 218 


RADIUM DOSAGE IN RELATION TO AGE 

Table V shows that small or moderate doses of radium were used 
more often than larger doses, as compared with the amounts used in 
many other clinics ; hut since our follow-up demonstrated that the re- 
sults were generally satisfactory, we did not feel justified in increasing 
the dosage. In only fifteen instances was a second application neces- 
sary, and several of these were women under forty in whom an effort 
was made to control the bleeding without establishing the menopause. 
The average dosage to cause a complete cessation of menstruation with 
the smaller tumors was 1200 mg. hours, although in a few instances, 
complete amenorrhea resulted from smaller dosage. The most satis- 
factory results were obtained in patients of about the forty-fifth year, 
having an uncomplicated bleeding fibroid not larger than a three 
months’ pregnancy. Such a patient is near the menopause and even 
though we anticipate that period by a few years no real hardship is 
entailed. In younger patients, particularly under thirty-five, ' small 

Table Y1 

Radium Pailures, Patients Eequiring Operation Later 

Tumors too large 7 

Inflammatory adnexa 6 

Necrosis of tumor 2 

Recurrence of bleeding 9 

^°tal 24, or 11 per cent 

or repeated doses were recommended. In women nearly fifty years of 
age or over, degenerative changes in fibroids are frequently present, and 
we were careful to exclude such conditions before applying radium. 

Our percentage of what we classify as radium failures may be con- 
sidered unusually large. In explanation, however, it can be stated that 
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several of these failures were due, not to the improper action or failure 
of the radium, but rather to our own poor judgment or ultraconserva- 
tism. Particularl 3 '' was this true in the cases treated where the tumor 
was too large or the uterine canal too tortuous to admit of the full action 
of the radium in a uniform manner. In the inflammatory cases we 
erred in thinking that the inflammatory process had completely sub- 
sided and, as happened in two eases, %ve failed to recognize the patho- 
logic condition on bimanual examination. In the two patients in whom 
the fibroids became necrotic, it was impossible to determine at the 
time of treatment that such degenerative change was already tailing 
place. The recurrence of bleeding in nine instances was probably due 
to insufficient dosage, and in accordance "with the washes of the patients, 
hystereetom}’’ wms performed in preference to a second dose of radium. 
As all of twenty-four patients recovered from the operation, no serious 
harm was done by giving radium a trial and this we believe is a per- 
fectty justifiable procedure in verj’- doubtful cases. 


Table VII 

SuMMAiiy OF AiiL Cases Operated or Treated During the Past Ten Years (Not 
Including Those Who Refused Operation) 



FIRST five years 

SECOND FIVE YEARS 

Hysterectomy (abdominal) 

263 

384 

Hysterectomy (vaginal) 

14 

4 

Myomectomy (abdominal) 

72 

87 

Myomectomy (vaginal) 

15 

29 

Radium (1 treatment) 

none 

177 

Radium (2 treatments) 

none 

1 20 

Mortality (operative) 

10 or 2.75% 

13 or 2.3% 

Radium mortality 

— 

1 or 0.014% 

Observation cases 

74 

53 


Other interesting data found during this survey of our last ten years 
were as follows: 

Sterility existed in 60 per cent of the married women. Bleeding or 
marked menstrual irregularity was present in 65 per cent. The hemo- 
globin in more than twentj^ cases w'as 40 per cent or less. Blood trans- 
fusion was resorted to in only one instance, in all other patients pre- 
liminary rest and treatment sufficed to allow of quickly executed oper- 
ations with no mortalitj''. 

Gallstones that were not diagnosed before operation were found in 
65 or 8 per cent of the 806 abdominal sections for fibroids, of which 62 
were operated by drainage or removal at the same operation. The ap- 
pendix was removed in 795 or practicallj'^ all cases, the others having 
been removed at former operations. 

The association of carcinoma of the cervix was found in four cases 
but these are not included in this study. In only one patient was there 
a development after eight years of carcinoma of the cervix after supra- 
vaginal hysterectomy. Carcinoma of the fundus was discovered in 
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eleven cases, four of "wMcli were not revealed until after tlie tumor was 
seetioned, but the remaining seven were diagnosed by curettement. 
Chorioepithelioma was present in one case but fibrosarcoma in only 
seven instances. This percentage of sarcoma is small compared with 
the published statistics from other clinics, many of which report from 
3 to 10 per cent. As all of our tumors were carefully examined by 
highly skilled pathologists, we are inclined to believe that mistakes are 
frequently made by general pathologists and sarcoma diagnosed when 
the condition is really one of fibroma. 

It is not within the scope of this paper to discuss the relative value 
of total and subtotal hysterectomy ; but briefly it can be stated that 
when all factors are considered, we favor the subtotal method, and we 
liave performed tlie complete operation only when the cervix was 
markedly eroded or diseased. The subsequent develoi^raent of car- 
cinoma in the remaining cervix in onlj’^ one case in our series, sustains 
this contention. 

In the observation group, at least six patients developed a distinct 
cardiac or cardiorenal disease after some j'ears. This may be inter- 
preted as am argument in favor of the removal of all fibroids when 
diagnosed, as recommended by Dr. R. R. Huggins in liis studies in a 
long series of cases. However, we are not fully convinced that these 
same patients would not have developed such complications even with 
earlj’- removal of the tumor. In these six instances the tumors were 
small and caused no symptoms ; consequently we did not feel that they 
were producing any constitutional disturbances and could be treated 
expectantly. 

Hypertension of a marked type was observed in more than? twenty 
cases and operation was postponed or refused on account of the per- 
sistent high pressure. "We have noted, however, that several of these 
hypertension patients, while not responding to usual dietetic and hy- 
gienic measures, showed a very marked and usually permanent reduc- 
tion in the tension after the surgical removal of the tumors. This was 
not true, to the same extent, of those cases treated by radium. 

An attempt was made to comiiarc the severity of menopause symp- 
toms following irradiation with that of the normal menopause. So 
many factors enter into such a study and there is such a marked dif- 
ference in the nervous make-up of different individuals, that no posi- 
tive conclusion has been reached, but it is our general belief that the 
radium menopause is less severe. We again state, however, that in 
young women of a highly nervous temperament, myomectomy or even 
hysterectomy with preservation of at least a portion of an ovary is most 
desirable. No ti’ansplantation, operation, or administi*ation of any 
form of ovarian substance can be considered a substitute for the nor- 
mal ovarian hormone. 

The observation of Dr. J. G. Clark that fibroid tumors with an as- 
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sociatecl anemia bordering on caeliexia and out of proportion to the 
actual blood loss, should not be treated but removed bj’’ operation, Avas 
confirmed in four instances. The ages of these patients were less than 
forty and bleeding wms never profuse, but the blood picture Avould ordi- 
narily indicate a mai’ked loss of blood. The tumors Avere generallj^ 
small and globular and to bimanual palpation did not seem to be com- 
plicated. On section, hoAAmver, they shoAA'ed beginning necrotic changes, 
thus producing toxic absorption. 

CONCLUSIONS 

A conniaratiA^e study of our tAvo five-jmar periods in the treatment 
of fibroids shows that: (1) Our attitude is decidedly conserAmtiA'^e in 
the uncomplicated eases, ( 2 ) When an}’' complication exists, aat heart- 
il}’ faA’or operation. (3) When the preservation of the maternal and 
sex function is desirable, operation bj’ myomeetom}'- or resection is 
preferable. (4) The most faA’orable cases for irradiation are the bleed- 
ing variety. (5) The handicapped patients Avith diabetes, tuberculosis, 
cardiorenal disease, etc., are best treated Avith radium, at least as a 
trial. (6) Curettement sliould be performed as a diagnostic measure in 
every instance before radium is introduced. (7) In patients younger 
than forty, radium should be used only A\’ith extreme caution in order 
to avoid causing a premature menopause. (8) jMany fibroids may 
safely be kept under obserA’ation and operated only if definite indica- 
tions arise. 

Since using radium and A’ery carefully observing all the contraindi- 
cations to its use, our records shoAV that during the past five years a 
fair percentage has been so treated AA’ith very satisfactory results. 
HoAvever, Ave still adhere to the general princiiile that AA’lien in doubt, 
operation should be the procedure of choice. While no neAv line of 
thought has been presented by this study of more than 1200 cases, 
yet Ave have endeaA’ored to shoAV that fibroid tumors of the uterus are 
not to be necessarily relegated to operation, especially the radical form 
of treatment. At the same time Ave haA’e shoAvn that operatiA’e mortal- 
ity and morbidity can be very definitely reduced by the judicious 
employment of radium Avlien used alone or as an adjunct to surgery. 

(For disriission sec page 404.) 


714 Jenkins Building. 



THE SEDIMENTATION TEST IN PELVIC DISEASES OF THE 

FEiMALE'"' 

By Hekry Schmitz, AAL, M.D., and Herbert ScmiiTz, B.S., 

Chicago, Illinois 


T he observation that the suspension stability of the blood changes 
in various pathologic conditions has led to the investigation of the 
sedimentation speed of the erythrocytes in infections and tumor forma- 
tions of the female pelvic organs. It has been recommended as a 
specific test in the determination of the virulency of the invading bac- 
teria and the time of safe surgical intervention, and also as an aid 
in the differential diagnosis of inflammatory from noninflammatory 
tumors. Eighty patients "were subjected to the test and 245 determina- 
tions of the sedimentation time -were made. The results furnish the 
basis of this report. 

If freshly drawn blood diluted with a 5 per cent sterile sodium citrate solution 
in. the proportion of 4 to 1 is placed in a Linzenmeier test tube, then the sedi- 
mentation speed of the erythrocytes gives an indication of the suspension stability 
of the blood. The sedimentation test consists in measuring in minutes the speed 
for a given distance with which the erythrocytes separate from the blood plasma. 

The exact cause of the increase in sedimentation speed is not known. The 
present-day view is as follows: Cliangcs in the blood plasma are caused by an in- 
crease in the globulins wliich depends either on a parenterally increased ingestion 
of albumins or on an increase in waste products arising within the host during 
physiologic and pathologic processes. The increase in globulin causes chemical and 
physical changes in the blood which decrease the suspension stability- The chemical 
changes consist in the formation of protective ferments, while the physical changes 
are probably a derangement of the isoelectric points of the constituents of the 
blood. If the origin of these changes were known, then the cause of the accelera- 
tion of the sedimentation speed of the blood corpuscles could be correctly inter- 
preted. 

An acceleration of the sedimentation speed has been observed in physiologic and 
pathologic conditions. Rothci observed it in pregnancy, menstruation, puerperium, 
anemia, increased absorption of products of catabolic processes, such as inflamma- 
tions, wounds, operations, fractures and neoplastic growths. Mdkulicz-Eadeckiz and 
Risscs observed an increase in the sedimentation speed in patients with benign 
and malignant tumors following the administration of roentgen rays and radium, 
particularly the former. 

In the humoral era of medicine the physicians were familiar with the phenomenon 
of blood sedimentation. Thus, Hewson in 1772, Hunter in 1797, and Herm. 
Nassc in ISilC wrote extensively on the subject. A great deal of importance was 
paid to the suspension stability of the blood, for sedimentation was hardly ever 
obsor\-cd in healthy persons but regularly noted in inflammatory diseases, Such 
as pneumonia, pleurisy, pulmonary tuberculosis, smallpox, malaria, and gastric fever. 
It, also, was seen in nephritis, severe anemia, gout and diabetes mellitus. It was 
of special interest that pregnancy and puerperium were accompanied by changes 
in the suspension stability of the blood. 


‘Rcaa at Uic Thirty-eighth Annual Meeting of 
t^mbcr’''lff’ Abdominal Surgeons 


the American Association of Ob- 
, held at Hot Springs, Va.. Sep- 
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111 1917j E. Faliraeiis* published his invostigatious on the instability of the 
sedimentation time of the red blood corpuscles, especially in the pregnant woman. 
This observation naturally interested the gynecologists and obstetricians. Linzen- 
meiers must be given credit for devising a method which makes the test simple and 
accurate, and for studying the diagnostic and therapeutic values of the phenomenon, 
lie considers the test a valuable aid in the determination of the virulency of the 
infection and in diagnosis and treatment. He propounds tlie follondng postulates: 
1. A sedimentation time of less than thirty minutes is evidence of an acute inflam- 
matory process except in severe intraabdominal bleeding. 2. A sedimentation time 
of less than one hour indicates the presence of virulent organisms in subacute or 
chronic adnexitis. 3. A sedimentation time of two hours or more suggests the 
absence of latent infection. 4. Tlie reaction is of value in the differential diagnosis 
of inflammatoiy and noninflammatory tumors of the adnexa. 5. The safe opera- 
bility of inflammatory diseases of the pelvis c.specially pyosalpinx and adheient 
retroflexion of the uterus, and the advisability of intrauterine instrumentation, such 
as dilatation of the cervical canal, diagnostic and therapeutic curettage, intra- 
uterine insertion of I'adium, can be determined beforehand. C. The sedimentation 
test is of value in the differential diagnosis of extrauterine pregnancy and adnexitis 
if the svunptoms and blood examination are taken in consideration. Molnar,® 
Schuhmacher and '\''ogol," Cardauns,8 Clnuser,^ Geppert,io Gueissaz,ii Hildebrandt,!® 
Haller, 13 Silovic,i-i Falta,is Satta Flores, lo Garcia, n Baer and Eeis,i8 and Fried- 
laenderio corioboratc these findings and conclusions. 


Cardaunss and Gaifamiso obscivcd that carcinomata always have an acceleiated 
sedimentation time. Mikulicz-Kadcckis found that inoperable carcinomata have 
an accelerated sedimentation time in comparison to operable carcinomata. on 
ever, operability cannot bo determined with the test. Silovici^ observed that car 
cinomata have an accelerated sedimentation time, while noninflammatory meases, 
such as myomata and cysts do not show an accelerated sedimentation spee . 
claims that the sedimentation time is normal in benign growths and decrease in 
malignant growths. The degree of acceleration in carcinomata is proportiona 
to the extent of the tumor, Garclai^ also states that malignant growths siow . 
accelerated reaction in compaiison to "benign growths, Vorschiitzsi^ cone u cs 
a normal sedimentation time favors a diagnosis of myomata uteii, w n ° 
cclerated speed may be due to pregnancy or inflammation. Burkhardt- °8in s a 
that in the differential diagnosis of myomata and pregnancy a negative se im 


tion test is found iii myomata. 

We may, therefore, add a seventh diagnostic point; namely, the sedimentation 
test is of value in the differential diagnoses (a) of inflammatory tumors 
myomata and cystomata, and (b) of myomata from carcinomata. ^ ^ 

However, Buckhardt-Socinss states that many normal and abnormal conditions 
evince a marked decrease in the sedimentation time, such as menstruation, p^g 
after the fourth month, lactation, and active tuberculous processes. ^ 

amenorrhea, cardiac insufficiency, and severe cyanosis show a delaje sc ‘ 

time. Yoek23 sets forth that the blood count and the differential white co « 

more dependable than the sedimentation test in acute puiulciit in cc ion , 

lioltz=4 asserts that the sedimentation tost doos not possess a ' 

Neumaniiss expresses the opinion that the reaction is not of diagnos ic ’ P . 
in the diagnosis of infectious adnexal disease and the differenUal 
it is and extrauterine prcgn.aiicy on account of the unreliability of tie ’ 
served marked discrepancies especially in subacute adnexitis u lor < 

only 18.37 per cent positive reactions, and in chronic adnc.xitis u i 
52 per cent normal values. Grisi=o recommends the test solely for the 
tion of the proper time of safe operation in inflammatory adnexal diseases. 
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In the Cook County and Mercy Hospital Clinics a great nnm- 
ber of patients with inflammatory adnexal diseases are admitted, 
jdany have a history of recurrent attacks or acute exacerba- 
tions, seriously interfering wuth the working capacity and en- 
joyment of life. The majority of these patients are dependent on 

Table I 


Acute Infections 








— 

CHARACTER OF 



REMARKS 

NO, 

DURATION 

S. T. 

TEMP. 

L. C. 

POLY. 

OP. 

OPERATION 

RECOVERY 

2 

5 days 

220 


1G.2 

91 

No 


21 days 


4 

2 days 

19 


6.95 

67 

Yes 

Salpiligeetomy 

10 days 








Right 

Appendectomy 



Parametritis 


G 

10 days 

as 

99.6 

10.2 

69 

Yes 

Panhysteiee- 

Stormy 







tomy 

Appendectomy 


days 



7 

14 days 

IG 

99.0 

12.1 

67 


Panliysterec- 

tomy 

Myomectomy 

15 


9 

14 days 

12 

98.8 

8.4 

79 

Yes 

10 

days 

days 

f Myoma 

Replacement 

Appendectomy 


10 

8 days 

49 

99.2 

8.0 

72 

Yes 

Umbilical 

15 




99.8 




Herniotomy 


days 


11 

S days 

2 days 

13 

9.2 

■ 

Yes 

Replacement 

Appendectomy 

10 


102.4 

days 

21 

15 

8.5 

78 

No 

11 


2G 

2 days 

75 

99.0 

13.G 

82 

Yes 

Cautery of cer- 

13 

days 

Appendicitis 






i 


vix 

Appendectomy 


days 

Acuta 

29 

14 days 

24 

11.6 

1 75 

Yes 

Panliysterec- ■ 

10 

Drain Myo- 




98.6 


) 

j 


tomy 



mata + 

40 

2 days 

4 days 



1 84 

Yes 

Myomectomy 

Appendectomy 

10 

days 

f Myoma 


44 

10 

99.0 

8.2 

6.1 

1 82 

' 68 

Yes 

Salpingectomy 

Left 

Oophorectomy 

Left 

Appendectomy 

10 

days 

+ Ovarian 
Cystoma 

S days 

51 

52 

No 




52 

8 days 

34 


12.4 

86 

No 





53 

8 days 

14 

1^11 


1 

No 





54 

8 days 




i 

Yes 

Salpingectomy 

Left 

10 

days 

4 Pyelitis 

55 

8 days 



9.0 

i 

i 

Yes 

Appendectomy 

Salpingectomy 

Right 

Replacement 

10 

days 


oO 

8 days 

33 

99.0 

8.8 

■ 82 

lYes 

Appendectomy 

Uefnndation 

10 

days 


57 

8 days 

25 

99.8 

: 7.25 

82 

Sycs 

Appendectomy 
Resection right 
ovary 

Replacement of 

10 

days 









Uterus 





14 days 

oO 

9S.G 

5.4 

i 74 

No 

-Ippendectomy 






115 

9S.6 

7.65 

No 







12 

99.6 

lO.S 

1 70 

No 


9 

days 

days 



nil 

8 

11 

100.0 

103.0 

WjM 

wjul 

i 74 
! 72 

No 

No 


6 


7S 

5 days 

17 

101.2 

Wm 


No 





79 

14 days 

15 

99.2 

1 7.6 

1 84 

No 
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public and private cliaritj', and we deem it an imperative duty to rid 
these people of these recurrent infections permanently if possible, and 
to return them to their state in life as soon as possible. The indications 
for treatment are practically the same as given by Clark and Norris.-^ 
The primaiy infections are treated niedicalljE Tlie recurrent infections 


Table n 


Subacute Infection's 


NO. 

1 DURATION 

s. T. 

temp. 

L. C. 

POLY. 

OP. 

CHARACTER OF 

RECOVERY 

REJIARKS 








OPERATION 


8 

20 

60 

30 

days 

days 

240 

98.6 

8.2 

08 

Yes 

i 

Replacement of 
Uterus 

Appendectomy 

10 days 


22 


8.2 

60 

Yes 

Replacement 

Appendectomy 

15 days 

+ Myomata 




22 

30 

days 

53 

99.1 

8.1 

83 

Yes 

Panliysterec- 

9 days 









tomy 



45 

21 

days 

118 

98.8 

6.7 

79 

No 




47 

21 

days 

16 

100.0 

9.7 

80 

No 




49 

28 

days 

24 

100.0 

10.4 

74 

Yes 

Left Salpingo- 

10 days 

Drain 









ooplior. 



.50 

42 

days 

24 

i 

i 

14.1 

82 

i 1 

Yes 

Oophorectomy 

Left 

Salpingectomy 

Bight 

Appendectomy 

10 days 

! 

1 

-f-Mvonmta 

1 

60 

30 

days 

55 

98.2 

3.65 

74 j No 



67 

60 

days 

23 

100.0 

12.4 

86 1 

Yes 

Bilateral Sal- 

10 days 







! 


pingectomy 

Et. oophorec- 










• 1 


tomy 

Appendectomy 



70 

42 

days 

150 

98.8 

7.4 

70 j 

No 





Table III 


Chronic Infections 


NO. 

DURATION 

S. T. 

TEMP. 

L. C. 

POLY*. 

OP. 

CHARACTER OF 
OPERATION 

RECOVERY 

remarks 

1 

5 months 

240 

98.6 

5.0* 

63 

No 


2 weeks 

4- jr}-omatn 

18 

12 months 

120 

98.8 

8.6 

78 

Yes 

Panliysterec- 

10 days 








tomy 



19 

6 mouths 

105 

98.0 

7.2 

78 

Yes 

Appendectomy 

Panliysterec- 

10 days 

+ Myomata 








tomy 

Appendectomy 

21 days 


27 

12 months] 

166 

98.6 

9.0 

85 

No 



35 

7 months 

180 

98.0 

5.0 

81 

Yes 

Cautery of cer- 

10 days 



i 






vix j 










Replacement of 


1 







1 

uterus 



42 

i 

j 6 months 

21 

i 

98.0 

1 

7.7 

78 

Yes 

Appendectomy 

Exploratory 

10 day.= 

Peritonitis 
f Myomata 

58 

5 months 

196 


6.3 


Yes 

Defundation 

10 day.' 







L. oophorectomy 
Appendectomy 





62 

5 months 

159 

98.0 

4.9 


No 


11 days 


74 

3 years 

24 

99.0 

8.4 

50 

Yes 

Panhystorec- 






1 


tomy 

Appendectomy 
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are subjected, to radical surgical treatment if accompanied by continued 
invalidism and loss of working capacity. Tlie blood count and the dif- 
ferential leucocyte count must be normal, and the temperature must 
have remained normal for one week; during this time at least two bi- 
manual examinations must have been done. 

Should the sedimentation test corroborate the findings of Linzen- 
meier, then we could add a valuable and simple test to our diagnostic 
and prognostic means. It would enable us to determine the safe oper- 
ability of infections of the adnexa. We subjected 80 consecutive cases 
to the test. They, therefore, presented a variety of pathologic condi- 
tions. Blood examinations were performed on all, the temperature was 
carefully recorded every four liours, and the infected patients were 
treated according to the indications given above. 

Table I includes 26 cases of acute adnexitis; Table II, 11 cases of 
subacute adnexitis; and Table III, 9 cases of chronic adnexitis. There 
were 14 eases of myomata uteri; 8 of carcinomata, and 12 with mis- 
cellaneous pathologic conditions, viz., postoperative asthenia, 1; nor- 
mal cases, 4; arrested pulmonary tuberculosis, 2; active pulmonary 
tuberculosis, 1; malaria, 1; Streptococcus arthritis, 1; ovarian cj^st, 1; 
and follicle cysts, 1. The sedimentation time in the four normal pa- 
tients averaged 365 minutes. 

The sedimentation time (S.T,), the temperature on admission 
(Temp.), the leucocyte count (Tj.C.), the percentage of the polynuclear ' 
neutrophiles (Poly.), the method of treatment either operative or non- 
operative, the morbidity folloAving operation (Recoveiy ) , and any com- 
plications or errors in diagnosis (Kemarks) are entered in Tables T, 
II, and III. 

In the acute infections a S.T. of less than thirty minutes was found 
in 14 cases; 7 Avere subjected to abdominal operations; recovery in 
all AA-as uneventful and t4ie iiatients left the hospital on the tenth to 
fifteenth day folloAving operation. One patient had an uncomplicated 
solitary myoma. A S.T. of thirty to sixty minutes AA’as found in 7 
cases ; 4 aa’ci'c subjected to a laparotomy ; 3 had an uneventful recovery, 
and one developed a pelvic cellulitis AAdiich subsided AA'ithin tAVO Aveeks. 
One patient had uncomplicated myomata. A S.T. of more than sixt 3 ' 
minutes Avas found in 5 cases, 3 of which Avere subjected to abdominal 
section ; they all had uneA'entful reeoA'eries. One patient had an acute 
purulent appendicitis. 

In the subacute infections a S.T. of less than thirty minutes Avas 
obtained in 6 cases; 3 Avere operated, and recoveries Avere uneventful. 

A S.T. of thirty to sixty minutes was obtained in 2 eases; one AA-as 
operated on and recovery Avas uneA-entful. This case AA-as complicated 
with multiple myomata. A S.T. of more than sixty minutes was seen 

in 3 eases; one Avas subjected to operation and had an uneventful re- 
coveiw. 
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In the chronic cases the results were: A S.T. of less than thirty- 
minutes was seen in 2 cases with 2 operations and uneventful recoveries. 
A S.T. of thirty to sixty minutes was not observed. A S.T. of more 
than sixtj'- minutes was seen in 7 eases, 4 of which were subjected to 
operation ; 2 were complicated with myomata. Recovery was uneventful 
in each instance. 

The results according to the S.T. and the degree of infection are 
tabulated in Table IV. 


Table IV 


(A) Sedimentation Time op Less Than Thirty Minutes 


NO. 


OPERATED 


UNEVENTFUL STORMY 
RECOVERY RECOVERY 


1 Acute 14 7 7 

2 Subacute G 3 .3 

3 Chronic 2 2 2 


(B) Sedimentation Time from Thirty to Sixty Minutes 

1 Acute 7 4 .3 1 

2 Subacute 211 

3 Chronic 0 

(C) Sedimentation Time More Than Sixty I^Iinut es 

1 Acute 5 3 3 

2 Subacute 3 1 1 

3 Chronic 7 4 4 

S. T. 30 minutes or less — 22 cases; 12 operations; 12 uneventful recoveries. 

S. T. 30-60 minutes— 9 cases; 5 “ 4 uneventful recoveries and 

1 stormy recovery. 

S. T. more than GO minutes — 15 cases; 8 “ ■ 8 uneventful recoveries. 


There were also 14 cases of myomata and 8 cases of carcinomata. All 
the myomata were subjected to abdominal hysterectomy. The sedimen- 
tation times were: More than sixty minutes, 2 eases; from thirty to 
sixty minutes, 5 cases; less than thirty minutes, 7 cases. The patients 
made an uneventful recovery though 6 had extensive and firm ad- 
hesions necessitating repair of the sigmoid in 2 cases. The 6 patients 
with complicated myomata all had a S.T. of less than sixty minutes. 

The eases of carcinoma were all inoperable : 2 were in Group II with 
S.T. of forty-five and fifty-five minutes ; 3 were in Group III with S.T. 
of thirty-six, six and sixty minutes, and 3 were in Group IV with S.T. 
of fifty-four, twenty-three and fifty-seven minutes. 

DISCUSSION 

The determination of the sedimentation .speed by the sedimentation 
test shows that of 46 infections 37 were acute and subacute, and 29 
of these had a sedimentation time of .sixty minutes or less; while m 8 
cases the sedimentation time was well above sixty minutes. The aver- 
age sedimentation time in normal adult.s was about 360 minutes; in tlie 
infections cases about eighty minutes; in the patients with myomata 
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aliout sixty minutes ; and in the patients with carcinomata about forty 
minutes. 

The prognostic and diagnostic aspects of the sedimentation test were 
ascertained first, by determining the time of safe operability by the 
usual customary methods, i.e., blood analysis and temperature; and 
secondly, by taking the sedimentation speed on admission and before 
operation. A comparison of the results shows that 17 patients with 
infections and 12 patients with m^mmata were subjected to operation, 
though they had sedimentation speeds of sixty minutes or less. All 
had a normal recoverj’" except one patient who developed a pelvic 
cellulitis, postponing recovery for two weeks. 

According to Linzenmeier, Priedlaender, Baer and Eeis and others, 
patients suffering with adnexal infections and having a sedimentation 
speed of sixty minutes or less should not be subjected to operation, as 
the invading bacteria are still virulent. l\Iorbidity and even mortality 
should have resulted from untimely surgical interference. Morbidity, 
however, was seen in only one instance. Clinical observation and blood 
analy.sis are of primary importance in the determination of the time 
of safe operability in diseases of the female pelvic organs. The sedi- 
mentation test cannot supplant them. 

The differential diagnosis of inflammatory adnexal tumors and myo- 
mata, or of myomata and carcinomata cannot be facilitated by the sedi- 
mentation test. Twelve out of fourteen cases of myomata had a sedi- 
mentation time of less than sixty minutes and all the eight cases of 
carcinoma had a sedimentation time of less than sixty minutes. The 
number of benign and malignant growths subjected to the sedimen- 
tation test is small, yet the conclusion must be drawn that the test is 
probably not of diagnostic importance. Clinical training and clinical 
observation must remain the methods of correct diagnosis. The sedi- 
mentation test could not even corroborate such findings. 

The investigations will be continued and the tissues removed during 
operation submitted to careful bacteriologic tests. An attempt will 
then be made to correlate tlie virulency of the invading bacteria with 
the results of the sedimentation test and the clinical findings. 

CONCLUSIONS 

1. An acceleration of the sedimentation time of the red blood cor- 
puscles was observed in the majority of cases of inflammatory adnexitis, 
myomata uteri, and carcinomata. 

2. The sedimentation test is not an aid in the determination of the 
time of safe operability of adnexitides. 

3. The constancy and degree of the acceleration of sedimentation 
speed in mj omata and carcinomata is about the same in both conditions. 
Therefore, the sedimentation test should not be used in the differential 
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diagnosis of benign and malignant new growths or of inflammatory 
swellings and myomata. 

4. Blood analysis and temperature records give reliable information 
about the time of safe operability of inflammatory adnexal diseases. 
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THE DANGER OP MALFORMATION OF FETUS IN 
ROENTGEN-RAY TREAT^IENT DURING 
PREGNANCY- 


By E:^iil Ries, M.D., Chicago, Ileixois 


S INCE roentgen rays have been employed with increasing frequency 
in the diagnosis of pregnancy and in the treatment of pathologic 
conditions during pregnancy, the question of possible damage to the 
fetus caused by irradiation lias attained considerable interest. 

It is rational to group the cases reported according to whether irra- 
diation has been used on the maternal ovary before conception or on 
the uterus during various stages of pregnancy. Tiiis report is con- 
cerned ^Yith a case of the second group. 

Of twenty-one of the reported cases in this group (collected by 
ZappertU eleven .showed some sort of damage to the fetus, while ten 
fetuses were born normal. 

The case described here is of special value, since the fetus was born 
dead and a postmortem examination revealed interesting findings. 


The inoUier, Bertha W., -was twenty-four years of age. There is no history of 
aleoholisiu, cretinism, or malformations in the family. ‘When a child, at the. age of 
eleven months, she was hrought to Dr. B. W. Harden, to whom I am indebted for his 
notes on the patient. At that time the child was very poorly nouri.shed and suffered 
from obstinate constipation. The facial expression was idiotic. The hair covered 
the forehead to the eyebrows, the tongue protruded and was euormousl 3 ' enlarged 
and there was great distention of the abdomen. Dr. Harden began treatment with 
thj’roid extract at that time, later tinctura iodi internally. Ten da 3 ’S after the 
thyroid treatment was instituted the bab 3 ' had natural stools. Then the hair on 
the head all came out and for six weeks the child was entireB’^ bald. Gradually' the 
hair grew again and occupied the normal area. The tongue receded gradually'. At 
fifteen months she began to walk. At the age of six years she was sent to school. 
At that time she was of about normal height and weight. She went to grammar 
school until the age of fifteen and got along fairly well, though her speech was at 
no time perfect. 

It is not known when she began to menstruate, but the menses were normal. 

In 1920 she married a man with whom she lived six months. As she had neither 
libido nor voluptas and did not become pregnant, the man left her. On October 5, 
192-1, she claims to have had a single cohabitation with a man about whose per- 
son and ancestry we have no information. The menstruation, which until then had 
been regular, disappeared after this cohabitation. In November, 1921, she had a 
copious hemorrhage for which she consulted a dispensary and was treated with 
hydrnstis and ergot. However, the bleeding continued for two months and in 
January, 1925, she was sent to the x-ray department of the Postgraduate Hospital. 

I am indebted to Dr. B. C. Cushway for the record of her roentgen-ray treat- 
ments, g iven on January 29, February 2, o, 9, and 12. Three treatments were 


•Road at a Meeting of the St. Louis Gynecological Society 
^Quoted by Kraul : Zentralbl. f. Gynak.. 1925, Xo. 35. 


October, 


1925. 


3G1 
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given over one field, two over two fields. The fields were six by four inches. The 
treatments were given at sixteen inches skin distance with 0.25 mm. copper filter. 
After this treatment, the hemorrhage stopped. She again felt quite well. 

May 26, 1925, she was sent to the x-ray department again for diagnosis, and 
the picture showed a fetus in the uterus. This picture shows no malformation. 

July 21, 1925, the membranes ruptured. The woman came to the hospital soon 
afterward. Labor lasted twenty-four hours at the hospital and terminated spon- 
taneously. The fetus was bom dead in liead presentation. The placenta was said 
to have been intact. The woman made a good recovery. She menstruated regu- 
larly again and worked, addressing envelopes. Thyroid treatment has to he admin- 
istered constantly. If she is without it, she suffers from severe mental depression. 

The dead fetus was placed in 2 per cent formalin without being opened and was 
sent to mo in this condition in October last. It presented a hydrocephalus 44 cm. 
in greatest circumference. The right arm consisted of upper arm and part of the 
hand ■without any trace of forearm. The hand had three fingers, no thumb. The 
roentgen-ray examination of the arm showed bone in the three fingers, no trace of 
forearm and apparently normal humerus. No other bonj’ malformations except 
extremely thin bones of the calvarium were visible. 

The finger nails protruded beyond the finger tips. 

In order to decide ■whether the irradiation during pregnancy had anything to do 
■with the malformation of the fetus these external findings ■were decided to be 
insufficient. A more complete examination of the fetus was carried out and gave 
the following findings; 

On opening the skull external and internal hydrocephalus was seen, but the brain 
was so decomposed and pultaceous that it could not be sectioned. No tlijuroid 
gland was found. The thymus extended from the middle of the pericardium al- 
most to the chin. 

The cecum with a small appendix was in the left side of the abdomen, and the 
colon aseendens curved to the right. The entire colon up to the middle of the 
transverse colon was entirely movable, with a long mesentery attached to the left 
of the spinal column. The duodenum was enormously distended to the size of the 
stomach, and was adherent to the upper border of the colon transversum. It was 
27 mm. ■wide on its anterior aspect. The small intestine was normal except that its 
mesentery joined that of the colon ■without attachment to the right posterior abdom- 
inal wall. The colon was full of meconium up to the cecum. Meconium escaped on 
pressure from the anus. The duodenum communicated with the jejunum by an 
extremely fine opening through which only a very fine probe could be passed. Tlio 
pylorus was open. The gall bladder was located in a deep cleft of the undersurface 
of the liver, but its entire undersurface could be made visible by separation of the 
edges of this recessus in the liver. 

"When the movable colon aseendens ■was turned upward, the entire right posterior 
abdominal wall lay bare. The right ovary with its rudimentary tube lay exactly 
parallel to the spinal column. The entire length of the tube from its fimbriate 
end to the internal inguinal ring was 3.5 cm. The ovary itself was 20 mm. ong 
and 4 mm. 'wide. The tube at its upper extremity showed two apparent fimbriate 
ends; its lower end terminated in a fine thread at the internal inguinal ring from 
which a very fine whitish cord descended towards the pelvis, but disappeared on 
firely before reaching the pelids proper. The left adnexa were seen close to le 
internal inguinal ring and the ovary was placed at an angle of about 4S degrees^ o 
the body axis. It was also 4 mm. •nide, but only 8 mm. long and slightly 
with the concavity towards the spinal column. A left tube with a fimbriate en 
extended about 3 mm. above the upper pole of the ovary, then continued ° 

the internal ring as a fine thread and from here towards the pelvis as a "W n is i 
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filament about 2 mm. wide wliicli terminated under the peritoneum before attaining 
the pehds. 

There was iw uterus and no vagina. — ^Between the bladder and the rectum there 
was a slight whitish transverse elevation of the peritoneum of the culdesac, but no 
lumen could be found in this fold. Ecctuni and bladder were in contact low'cr down 
with only a little connective tissue between. The extcnial genital organs were those 
of a normal fetus. 

The left kidney and ureter were normal. The bladder, and urethra were normal. 
There was no trace of right ureter or lidneg or adrenal gland. 

Microscopic examination was attempted, but, owing to the poor preservation of 
the specimen, gave little help except to demonstrate primordial ova in the right 
ovary, but no lumen could be demonstrated in the right tube. 

CONCLUSIONS 

"While there might be some question whetlier or not the bony malfor- 
mations had been caused b}' the roentgen treatment during gestation, 
there is not likel.y to he au}' doubt about the malformations described 
in the abdomen. 

As the fetus was approximately mature and the last radiation treat- 
ment was given 159 days before the birtli of the fetus, it is evident that 
such conditions as absence of right adrenal, Icidney, and ureter and 
absence of uterus and vagina must be due to defects of formation ante- 
dating the treatment applied wlien the fetus was about 109 to 121 days 
old. 

I have found no other reports of postmortem examinations of fetus 
born malformed after roentgen-raj’’ treatment during gestation. For 
the determination of the connection between roentgen ray and malfor- 
mation of the fetus further anatomic investigations appear desirable. 

30 North Miciiioan Avenuk. 



ON CONTRACTION AND RETRACTION RINGS ' 

I Z^^ZZ": “'«* »» ometrlc, io !7.,'. 

Hospital, Late Obstctnc Surgeon, Queen Charlotte’s Hospital; 

T 3 1925, issue of the American J ournal op Obstetrics and 

-*- Gynecology, Dr. William Michael records four cases of labor where 

a localized spasm of a portion of the uterus impeded the birth of the 
child. 


In reviewing the literature on the subject of this interesting abnor- 
mality of labor. Dr. Michael refers to a paper that I published in 1913 
vide Proc. Ro3l Soc. Med., Jan., 1913, pp. 70-85), but criticizes the 
view that I put fomvard then. This was, briefly, that tlie ring that is 
the cause of delay in labor is of different origin and pathology to that 
esciibed bj’’ Bandl and which is found t.ypicallj’' in eases of labor 
obstructed by some disproportion (as seen, for example, in cases of 
contracted pelves or transverse presentations). I also pointed out that 
a. contraction ring that impedes the advance of the child is usuallj’’ 
found over a depression in the child’s outline, for example round the 
neck. Cases subsequentlj^ published have shown that this is a veiy 
common place for the ring to be found, possible’’ because if it were to 
occur elsewhere it would not cause so much obstruction to deliverj'' and 
Yould not be so noticeable clinically. But the jioint is not one of great 
importance, except that Bandl ’s ring resulting from obstructed labor 
is not necessarily f requentlj'’ found over a depression in the child ’s body. 

As I stated at the time the paper Avas read, it Avas not supposed to 
be a final summar.y of the subject, but Avas brought foiuvard in the hope 
of causing discussion and draAidng attention to a condition Avhieh, at 
that time, had not received much attention in current textbooks. But 
in vieAv of experience gained since 1913, I still feel that the condition 
AA^hieh I referred to as the “contraction” ring must be differentiated 
from that usuallj’ referred to as “ Bandl *s” ring. 

Bandl ’s ring is found in eases AA'here the uterus has undergone ex- 
treme retraction and therefore maj’’ be called Bandl ’s retraction ring 
if a fuller designation is required. In order that extreme retraction 
raaj’’ occur it is necessary that there should be some obstruction to the 
presenting part being expelled. This is typically seen in a neglected 
shoulder presentation, AAdiere the thinned, tense loAver uterine segment 
joins the thickened, retracted upper segment. In such a case the pa- 
tient looks exliausted, has a rapid pulse and raised temperature. There 
is the historj’ of a long labor (the exact duration in hour's being unim- 
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portant, as that depends on the paritj’’ of the patient and the strength 
and duration of the pains in the first stage). There is disproportion 
between the presenting part and the passage, and the uterus is tender 
and so hard that it is impossible usually to feel much of the outline 
of the fetus through it. Usually the presenting part is driven down hard 
into the brim and the child is almo.st certainly dead, as, owing to the 
state of the whole uterus, little oxj'^genated blood can reach the placen- 
tal site from the maternal blood vessels. Such a condition is seen typ- 
ically, late in the second stage of labor. 

These cases are rare in a large town, but some years ago I met with 
an extreme degree of retraction in a case of .shoulder presentation, and 
where I found the lower segment so thinned and tense that I realized 
tliat any attempt to decapitate would cause the uterus to rupture. I, 
therefore, opened the abdomen and removed tlie uterus unopened with 
the body of the child inside. In this case the whole uterus was dark 
purple in color, ecchymoses were forming under the peritoneal coat of 
the uterus and some of the larger branehes of the uterine artery and 
vein on the right side were already thrombosed. 

The upper part of the uterus was mueh thicker than usual and the 
lower part only three or four millimeters thick. Further, as I touched 
the lower segment to cut away the uterus, the peritoneal coat cracked, 
allowing ecchymosed muscle fibers to bulge through. 

Thus, I take it, I was able to observe the commencement of the actual 
process of rupture of the uterus from obstructed labor. The junction 
of the upper, thickened, retracted portion of that uterus with the 
thinned, overtense, lower segment, is the retraction ring of Bandl, and 
occurs in the later stages of labor delayed by mechanical obstruction. 

The preceding case should be compared with an early case of obstruc- 
lion to delivery from what I .still prefer to call a “contraction” ring. 
The following case (hitherto unrecorded) will do for comparison. 

Air?. F., four previous labors witJiout incident, had been in labor some hours on 
June 5, 1919, -(vhen her doctor examined her vaginally and found a mass in the 
pouch of Douglas. He a.«kcd me to see her at 10 A.ir. She vas removed to a 
nursing home and at 12 noon I did a cesarean section on account of the tumor. 
The membranes were still uni-uptured, but having made the usual incision I failed 
to deliver the child, and found that the head was retained by a localized contrac- 
tion round the child's neck. This contraction was marked by a slight paleness 
in color in its immediate neighborhood, but the uterus above and below it was 
apparently in exactly the same state as any other uterus where cesarean section is 
done early in the first stage of labor. The lower segment was neither tense nor 
thinned, and the upper segment was contracting and retracting in the usual way. 

Tho^ ring was sufficiently tight to require cutting through before I could deliver 
the child’s head. The child weighed nine and one-half pounds and did well. The 
tumor proved to be a fibroid and was removed in 1923. I emphasize that the 
membranes were naruptured. and the patient had not even dilated her cervix half 
way. Only the presence of the fibroid prevented tlus case being left Without 
mtorferonco. Otherwise it seems probable that the difficulty would not have become 
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manifest until delay occuned in the second stage, and forceps failed to deliver 
the head. 

I might also refer brieflj’’ to the ease of a iirimigravicla -where a col- 
league of mine, Avho has a very large obstetric experience, palpated the 
ring abdomen, and noted the unusual state of the uterus. He 

tvatched the case for some hours, and then asked me to see the patient 
in consultation. I agreed with his diagnosis and together we did a 
cesarean section some four hours later. The membranes were still in- 
tact, but the ring was present and required incision. Mother and child 
did well. 

To get a correct perspective in these eases it is necessary to compare 
extreme cases such as those given, in -which there is no similarity in the 
general condition of the patient or baby, neither is there in the state of 
the upper and lower uterine segments. In other words, the contraction 
ring which may occur earlj’^ in the fir.st stage of labor (I liave not yet 
met it in a cesarean section done before labor starts) must be differen- 
tiated from Bandl’s ring, which occurs as a result of obstructed labor. 
I win not repeat the difference in the measurements of the uterine wall 
-ivhich are given in my previous paper. 

The difficulty in differentiating the tAVO conditions arises Avhen a con- 
traction ring occurs as the result of repeated manipulations performed 
in attempts to deliver a jiatient Avho has some obstruction to delivery, 
such as a small pelvis. In a case like this, as the manipulations haA'e 
failed to deliver the patient, she may get obstructed labor from the 
small pelvis, and it would be A'cry dilScult to say exactly Avhat condi- 
tion Avas present. Michael’s first case (p. HI) may be an example of 
such an occurrence, as he states that the head Avas very much molded, 
and I think that it is sucli complicated and difficult cases as these that 
haAm caused the use of such an expression as tlie contraction of Bandl s 
ring. 

It is also AA'orthy of note that in the ordinary case of very prolonged 
labor (from, for examiffe, a flattened pelvis), it is quite usual for sev- 
eral unsuccessful attempts at deliAmi-y to be made before the full diffi- 
culty of the case is realized, and these ineffectual attempts cause the 
uterus to become irritable, so that if a further operative procedure is 
tried immediatel}' the uterus may become firmly contracted. This con- 
traction may continue for some time so that the ease is easily mistaken 
for one of tonic contraction. It differs from true tonic contraction in 
that the loAA'er segment is not mucli thinned and in that the uterus can 
be made to relax by ghung it a rest from all interference and by 
administering moiqjhia. 

I had hoped that Dr. Michael Avould have had more suggestions re- 
garding treatment, wliich is a most difficult subject. He suggests that 
the uterus should be explored by introducing tlie hand in cases of 
delayed labor so as to diagnose obstruction by a ring early. He quotes 
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my collected statistics showing that cases treated by laparotomy had a 
maternal and fetal mortality of '31.5 and 42 per cent respectively. It 
is only fair to point out that these figures apply to the period before 
1913 and that in many instances (e.g., Kussell Andrews’ and Maxwell’s 
case) abdominal section was only tried after all other methods had been 
attempted and had failed, and the mother was already in a desperate 
condition. Everyone will agree that the mortality will he less in cases 
in which the diagnosis is made earty, but if the whole hand is intro- 
duced into the uterus to exclude a ring in every case where labor is 
delayed, it will mean a deep anesthesia in the middle of labor, and a 
considerable amount of unnceessaiy manipulation with an inereased 
risk of septic infection. 

Exploring the uterus only settles the diagnosis and treatment remains ■ 
to be considered. In many cases, even if diagnosed eai-ly, it is impos- 
sible to dilate the ring manually — it could only be done in one of 
Mchael’s four cases — ^jmt he condemns cesarean section which, he 
states, must “give way to more eonservative methods.’’ One could 
wish for more details as to exactly what he advises should be done. 
The only ease that he records as being treated by craniotomy died 
undelivered, whereas the only one that he records as treated by cesarean 
section recovered with a living child, and the second laparotomy case 
died of sepsis and so might have died fi-om seihicemia even if delivery 
had been effected 23er vias naturalcs. 

Any simple method of dealing with the condition would be very wel- 
come, as few things can be more distasteful to an obstetrician than to 
have to inform a patient and her friends that, owing to an occurrence 
that no one can foresee or prevent, it is necessary to perform a major 
operation instead of having a normal delivery. And yet, unless the 
ring is easily dilatable, cesarean section seems to give the best results. 

It must, of course, be obvious that the maternal and fetal mortality 
in cases treated by cesarean section done early should be very low in- 
deed, and in no way comparable to that from cesarean section or cesa- 
rean hysterectomy done in cases where the ring has only been found 
after forceps, craniotomy and attempts at version have failed to deliver 
the patient. IMcrely waiting is unsatisfactory. I have watched a pa- 
tient with a contraction ring, which occurred early in labor, for twenty 
hours, hoping it would relax and allow progress to be made, but in the 
end was unwillingly forced to adAuse cesarean section. 

Dr . Michael makes no mention of continuous Aveight ti-aetion as advo- 
cated by <T. A. illett, but A\hich AA'ould seem useful, e.specially as the 
method of weight traction described by him in the treatment of placenta 
previa (Proc. Roy. Soc. illed., 1925) could be applied to the head of the 
hA-ing child. 

G2 Haklky St., Loxdox. 
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By H, Lauran Darner, ]\LD., Rociiester, N. Y. 

(From ilic Gynecological Department of the Johns Jloplcins Dospital and the Johns 

Uoplcins Medical School) 

n^’ORSION of the fallopian tube, secondary to a primary pathologic 
lesion of the tube, parovarium or ovarj'^, is not uncommon, but 
primary torsion of the normal tube is an exceedingly rare condition. 
The literature of this subject was thoroughly reviewed by Anspach 
some years ago. In the series of cases which he collected from 
the literatm-e, there were none similar to the one here reported. 
Praeger, Cathelin and Bell have written very interesting monographs 
on the subject, but they too have failed to mention a ease of this type. 
Smith and Butler report a ease in a child, age nine, but the entire right 
adnexa were involved in the torsion and a follicular cyst measuring 3.7 
cm. X 2.1 cm. was found in the right ovaiy. Davies, Schweitzer, Rogers 
and Hansen have reported cases in patients varying from fourteen to 
twenty-one years of age. Anamnesis revealed no history of pregnancy, 
and in each case the outlet was found to be virginal or nulliparous. 
Stark reports a case in a virgin forty-six years of age. ]\Iiehael, Mcllroy, 
Schwarzwaller, hlichel, Eunike and Laemmle report cases in patients 
who have been pregnant. Including the present case, I have been able 
to find 6 authentic eases of primary torsion of the supposedly normal 
faUopian tube in patients who had not previously borne children. The 
present case herein reported was observed in a virgin and there was no 
pathologic lesion of the tube or adjoining adnexa which might have been 
the cause of the torsion. The mechanism of the twisting of the tube in 
this case is exceedingly obscure. 

History. — Miss M. E. K., age thirteen years, a schoolgirl, was admitted to the 
Johns Hopkins Hospital on January 1, 1924. She complained of pain in the right 
lower quadrant of the abdomen. The child was born at term spontaneously, and 
her later development was perfectly normal. The family history was negative. 
Measles had been the only exanthematous disease, and the patient had had acute 
tonsillitis when nine j'ears of age. There was no history of epidemic parotitis. 
The onset of the catamenia was in November, 1923. The menstrual flow lasted three 
days and was normal in amount. There had been a complete amenorrhea since 
then. 

The present illness began suddenly in the late afternoon five days before adrais 
sion, when the patient had a sudden sharp pain in the right iliac fossa. The mother 
stated that the patient had been kicked and immediately complained of colicky i c 
pain throughout the entire lower abdomen. This was relieved by hot application.s, 
but dull aching pain and a sense of discomfort persisted. There was some nausea 
but no vomiting. The appetite remained fairly good. The bowels were regular an 

♦Recoived for puWIc.atJon. November, 102!!. 
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ucti'e. Active catharsis at the onset of the present illness did not intensify the 
symptoms. The patient had been bedfast since the onset. There had been some 
slight elevation of temperature. The patient was brought to the hospital, because 
she had been getting progressively woise in spite of treatment. 

On physical c.vamination the temperature was 100.6°, pulse 92, and respiration 
20. The general physical examination was negative. Tliere was considerable tender- 
ness througliout the entire right lower quadrant. There was no muscle spasm or 
rigidity and no acute tenderness over McBuniey’s point. Bovsing’s sign was 
negative. On pclrdc examination the hymen was found to be intact. A vaginal 
examination was not done, but on rectal examination an indefinite putty-like mass, 
which was quite tender on pressure, could be made out high up in the right fornix. 



Fig. 1. — Sketch of the .specimen made at the time of the operation. Note the 
three complete turns in the ampullar part of the lube. The fimbriae are tremendously 
swollen but not adherent. The small cystic mass attached to the tubal mass Is a 
hydatid cyst which Is involved In the torsion. 

The urino was negative. The leucocyte count was 14,800. The clinical impression 
was acute appendicitis with an appendix abscess. 

Preparations were made immediately to do a laparotomy. Before preparing the 
patient’s abdomen for the operation, a rectal examination was done while the 
patient was under ether anesthesia. At this time the uterus could be well outlined 
in normal anteposition and was freely movable. The left ovary could be easily 
felt. It v.-ns almond shaped, fim and freely movable. In the right fornix there was 
a fairly movable sausage-shaped mass about 7 cm. in diameter. The mass was felt 
to bo some lesion of the right tube or ovarj-, the exact nature of which could not 
be determined before operation. 

The abdomen was opened through a midline suprapubic incision. There was 
about 300 c.c. of blood tinged serous fluid in the peritoneal cavitv*. The appendix 
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was found to bo absolutoly normal. Tlic distal third of tlie riglit tube was tromeu- 
dously distended, had a bluish black appearance and the fimbriae were markedly 
swollen and cyanotic. There were no abnormally long acce.ssory ostia. Attached 
to the globular tubal mass was a small liydatid cyst wliicli was also o-xtremely 
cyanotic. The medial and proximal third of the tube had been twisted clockwise 
three and one-half times. The right ovary was found beneath the tubal mass. 
It was perfectly normal in size, shape and appearance, and its pedicle had not been 
distorted. The right infundibulopelvic ligament W'as not elongated or distorted, and 
there were no varices in either broad ligament region. The left adnexa and the 
uterus were perfectly normal. No recently ruptuied follicles were noted in cither 
ovary, (See Fig. 1.) The' fallopian tube was removed, along with a wedge of the 
uterine cornu, bleeding being controlled with catgut ligatures. A loop of the round 
ligament was drawn o'ver the uterine cornu. The appendix was removed and the 
abdomen closed. 

Except for a superficial infection at the upper angle of the incision, the patient’s 
convalescence was uneventful. There was a perfectly normal menstrual period 
Jmginning on the fifth postoperative day and lasting four days. The patient was 
discharged on the twenty-first day after operation feeling perfectly well. 

The patient has visited the hospital regularl 3 ' for a j'ear since operation. There 
has been no recurrence of the preoperative sj’mptoms. The menses have recurred 
I'egularly every month since operation, normal in duration and amount. There has 
been no dysmenorrhea. 

Microscopic study of numerous sections of the tubal mass show'od the usual find- 
ings associated with this condition. The serosa had almost completely disappeared. 
The muscularis was infiltrated with numerous fre.sh and old hemorrhages. The 
veins were markedly dilated and filled with blood. The connective tissue was 
markedly edematous and infiltrated wdth extravasated blood. The epithelium also 
showed considerable edema and marked degeneration. There were numerous sub- 
epithelial hemorrhages. The wall of the tube was considerably thinner than normal. 
The tubal lumen w'as extremelj' dilated and filled with fresh and old blood clots. 
There W'as no endence of a recent or old inflammatory lesion of the tube. There 
were no microscopic findings suggesting a tubal pregnancy or a neoplasm. Micro- 
.=eopic studj' of numerous sections of the appendix shows no pathologic lesion. 

REPORT OF CASES 

1. Davies’ Case. — ^Patient, age nineteen, single. Menses began at fourteen 
years and recurred regularly every six weeks. Present illness began two days 
after the onset of a normal period with acute pain in the right iliac fossa and 
vomiting. Temperature subnonnal. Pulse 112. Operation revealed a markedly 
sivollen and black right tube. It wms twisted clockwise about 1 cm. from the 
uterine end. The right mesosalpinx was abnormally long as compared with the 
left side. Both ovaries w’ere normal. Only the right tube was removed. Pathologic 
studj- of the right tube revealed nothing unusual. Patient’s convalescence was 
uneventful. 

2. Schweitzer’s Case. — ^Patient, age twentj’-one, single. Patient had measles, 
tonsillitis and whooping cough in childliood. Menses began at fourteen jear.. 
They were usuall 3 ' irregular, the interval being ver 3 - much prolonged. There ha( 
been no pregnancies. The onset of the present illness was quite sudden, the 
patient being awakened at 4:30 A.iu. with acute pain in the left iliac fossa. There 
was considerable backache, d 3 'suria, and moderate p 3 'rcxia. A local doctor made 
a clinical diagnosis of renal calculi and gave the patient some morphia. The S 3 mp 
toms graduall 3 ' subsided. 

One month later there was a second acute attack coincident with the onset o 
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a menstrual period. The patient Avas admitted to the liospital "^vith a diagnosis of 
salpingitis. Physical examination revealed an elastic tumor in the loft fornix. 
The right adnexa were negative. 

At operation a torsion of the left tube was found. The omentum was adlierent 
to a bluish black left tubal mass. The mass was also adherent to the pelvis 
and rectal wall. It was twisted through two complete turns to the left. Tlie 
left ovary was normal as wei'e the right tube and ovary. The mesosalpinx was 
markedly elongated. Only the left tube was removed! Patient made an unevent- 
ful recovery. 

3. Roger’s Case.— Patient, age sixteen, admitted to the hospital suffering from 
acute abdominal pain and vomiting. The attack had commenced twenty-four 
hours before admission. Patient was menstruating at the time. No constipation. 
There was tenderness in the right iliac fossa. The lower fibres of both recti muscles 
were rigid. 

At operation, the ampullar part of the right tube was found to be black, 
swollen and twisted on its mesosalpinx. “The left tube which had also undei'- 
gone torsion but to a less extent, was congested, but not black, and on this side 
ihe twist was undone and the tube left in situ.” The right tube and the appendix 
were removed. Convalescence was uneventful. 

4. Hansen ’s Case. — ^Patient age fourteen j-ears. Onset 3 days before admission 
with acute pain in the right abdomen and vomiting. Constipated since onset. 
Moderate pyrexia, Icucocjdosis of 30,000. Physical examination showed some re- 
sistance in the right lower quadrant from the umbilicus downward. The hymen 
was intact. Rectal examination was unsatisfactorj'. Clinical diagnosis was an ap- 
pendix abscess. 

Operation revealed a torsion of the right tube. The right ovary was normal. 
TTie left adnexa were quite negative on palpation. The right tube and appendix 
wore removed. During the patient’s uneventful convalescence it was ascertained 
that the present illness began very suddenly at school while she was participating 
in some rather strenuous physical exercises. 

0. St.\rTv's Case. — Patient’s age forty-six. No pregnancies. Menses had always 
been regular. Tliere had been frequent attacks of abdominal pain beginning 
several days after cessation of the menstrual flow. General physical examination 
was negative. Outlet was virginal. There was a firm rounded mass in the right 
fornix. At operation the left tube was twisted through three complete turns. The 
mass on the right side proved to be a dermoid cyst. Microscopic e.xamination 
of the tube was negative. Patient’s convalescence was uneventful. 

ETIOLOGY 

Torsion o£ the normal fallopian tube sufficient to cause clinical symp- 
toms is a very rare condition. I liave been able to find reports of only 
12 authentic cases in the literature. The ab-stracts of five eases are 
presented, -where the patients had never been pregnant and -sv-here the 
etiologic factors may have been quite analogous to those of the present 
case. In the other seven cases other etiologic factors must be considered 
which go beyond the scope of the present paper. On the other hand, 
torsion of the tube is not uncommon in the case of ovarian ej’-sts with 
twisted pedicle-s*. It is also quite common in association with various 
pathologic changes in the tube. Anspach was able to collect ninety-five 
such cases from the literature. He found it most commonly in tubes 
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whicli liad beGn tlie seat of liydrosalpinx, tubal pregnancy or neoplasms. 
Only occasionally does one observe inflammatory lesions of tlie fallopian 
tube in virgins. In a case such as I here reported, it is quite possible 
that the patient maj’’ have had a vulvovaginitis in infancy which re- 
mained quiescent until puberty and then, during an exacerbation, in- 
vaded the tubes. Occasionally eases are reported where there has been 
an inflammatory lesion of the tubes during the course of a systemic 
infection or, at times, as a complication of an exanthematous disease. 

It seems unnecessaiy to give a detailed description of the topographic 
anatomy of the normal tube. It wdll probably kiffice to call attention 
to several points regarding the position of the normal tube and its rela- 
tion to various adjacent structures. It usually falls po.steriorly and 
medialward to the uterus. There is therefore a twist of some 90 degrees 
in the normal tube. Both the tube and ovary possess a tremendous 
amount of mobility so that a definite .statement as to the tubes’ normal 
position cannot be made. Any increase in the contents of the lumen of 
the tube would tend to increase its angulation, as would also any change 
in the position of the uterus. 

Peristaltic motion in the sigmoid, cecum or neighboring loops of 
ileum would also tend to alter its position. Sudden changes in abdom- 
inal pressure as coughing, hiccoughing, defecation, etc., or a sudden 
traumatic injury to the abdomen would tend to alter somewhat the 
position of the tube. In Hansen’s case there is a definite histoiy of the 
onset following violent jiliysical exertion and in the case here reported, 
the onset followed a traumatic injury to the abdomen. As the present 
paper is limited to a discussion of the occurrence of such conditions in 
patients who have never borne children, the tremendous changes in the 
position of the tube during pregnancy and the puerperiuni are merely 
mentioned as being extremely impoidant etiologic factors in cases oc- 
curring in multiparous patients. 

It is very difficult to explain clearly the mechanism by whicli primary 
torsion of the normal fallopian tube takes place. Paju’ has made an 
interesting study of the production of torsion in such cases. He has 
been able to demonstrate twisting of the pedicle of the spleen and, in 
the laboratory, twisting of a wooden disc suspended bj^ a series of three 
rubber tubes, one tube simulating the artery in length, consistencj’’ and 
elasticity, and two simulating the veins. Bj’’ forcing fluid through these 
three tubes under a uniform head of pressure the wooden disc was made 
to rotate. The same result was obtained Avhen the spleen was suspended 
by its pedicle and fluid forced through artery and veins under a uni- 
form pressure. 

The veins of the pedicle of any organ are tortuous and, thercfoie, 
longer than the artery. Tlieir walls are thin so that they dilate much 
more easily than the arteiy. A partial revolution sufficient to cause 
slight pressure changes in the pedicle may be insufficient to interfere 
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ivitli the lumen of the artery but may suffice to compress the thin-walled 
veins. This brings about dilatation and elongation of the veins, causing 
them to describe a spiral course about the unchangeable parts of the 
pedicle ; namely, the connective tissue and artery. 

There are certain important predisposing anatomic and physiologic 
factors which may, at times, be sufficient to cause such pre.ssure changes 
in the blood vessels of the pedicle. The more important factors causing 
such changes include: abnormal physiologic contractions of the tube, 
long mesosalpinx, long accessory ostia, hjulatids of Morgagni, or changes 
in hmgth and tliiekness of the tube, persi.stence of the fetal tortuosity of 
the tube, vascular changes, extravasation of menstrual blood into the 
lumen of tlie tube, and configuration of the pelvis. 

T wish, particularly, to cmpliasize the importance of the first one of 
these factors. Corner and his associates have made some very valuable 
contributions to this phase of the physiology of the tube. They have 
found that the tube undergoes rhythmic contractions, the amplitude and 
number of the contractions varying uniformly throughout the various 
stages of the menstrual cycle. In a personal communication from Gut- 
lenmaeher he .states tliat the fallopian tube in the pig undergoes very 
violent and irregular contractions before the period of sexual maturity. 
Although this matter has not been investigated with the human tube, 
it is quite likely that similar contractions occur in the latter. It is 
quite conceivable that abnormal contractions of the tube may so alter the 
venous ])ressure as to carry out the mechanism of tor.sion, as described 
by Payr. 

The presence of a long me.sosalpinx, long accessory ostia, hydatids, 
changes in the length or thickness of the tube, and vascular changes 
may often be contributory factors. The mesosalpinx is richly vascu- 
larized; often there are huge worm-like masses of veins. Although we 
are not thoroughly familiar with the circulatory changes of the inter- 
nal pelvic organs during menstruation, it is generally thought that the 
vascularity of the organs is considei-ably increased. The fact that tor- 
sion of the tube or twisting of the pedicle of an ovarian cy.st is espe- 
cially frequent at about the time of the menstrual period or during 
pregnancy and the puerperium may depend somewhat upon these vas- 
cular changes. 

Sampson’s interesting work has .shown that perhaps there may be a 
reflux of menstrual blood through the fallopian tubes. It is conceiv- 
able that retention of this menstrual blood in the distal third of the 
lube might cause a bulbous swelling of the tube, sufficient to produce 
tor.sion. 

Twisting of the ])edicle of an ovarian cyst and torsion of the fallo- 
pian tube is much more common on the right side. In the six cases 
here recorded the lesion was noted three times on the right side and 
twice on the left. In Kogers case it was bilateral, although the torsion 
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of the left tube -was so slight that it was not sacrificed. This may be 
partly due to the fact that the sigmoid passes over the pelvic brim to 
the left of the sacral promontory, giving greater roominess to the right 
side of the pelvis. The alternate filling and emptying of the sigmoid 
may transmit some motion to the adnexa. 

It seems that anj’’ of the above factors, or a combination of one or 
more of them may bring about the phenomena necessary to raise the 
venous pressure. After this talces place the subsequent events would 
probably be in accordance with the so-called hemodynamic mechanisms 
as worked out by Payr. 


SYMPTOMATOLOGY 

The symptoms resemble veiy.mueh those of an ovarian cyst with a 
twisted pedicle. The onset of sjunptoms may be precipitated by the act 
of urination, defecation, falls, sudden muscular effort, lifting, stooping, 
etc. The symptoms of an acute complete torsion usually begin very sud- 
denly with violent and intense pain in the iliac fossa of the involved side. 
The initial pain may, however, be epigastric, abdominal or pehdc, finally 
localizing over the site of the torsion. In some eases the pain is con- 
stant, dull and aching in character, with frequent exacerbations. In 
others, it is short, sharp and agonizing, resembling renal colic. Occa- 
sionally the onset is so sudden as to cause complete collapse. 

If the rotation is slight, or if the position is such as to readily read- 
just itself, the symptoms may be very mild and recur intermittently 
for a period of several months or years. The patient, in these cases, is 
usually relieved by palliative treatment until the occurrence of com- 
plete strangulation. In Schweitzer’s case there was a history of the 
first attack occurring one month before the attack necessitating opera- 
tion. Both attacks were about the time of the menstrual period. In 
Stai'k’s case attacks had been occurring at the time of the menstrual 
periods throughout a long period of time. 

Frequently the physician is not called to see the patient until after 
the onset of reflex phenomena. Soon after complete torsion there is a 
blood-tinged exudate which is sufSciently irritating to the parietal pei- 
itoneum to give symptoms of an acute localized or general peritonitis. 
By this time there is usually nausea and vomiting. Anspaeh observed 
vomiting at the onset in 80 per cent of the cases which he collected. 
Occasional!}’', there may be initial nausea, with vomiting oeeuxTing latei , 
or perhaps not at all. In those cases where there is an iri'itative peiito- 
neal exudate there is usually intractable distention. Constipation is 
often so obstinate as to suggest intestinal obstruction. 

Beflex urinary disturbances such as frequency, dysuria and retention 
are not uncommon. In young individuals, particularly, the onset is 
often with abdominal crises followed by various urinary disturbances. 

After the inauguration of the menstrual function there may be vari 
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ous menstrual irregularities. The relation of the onset of symptoms to 
the menstrual flow has been frequently stressed. 

At the onset of the attack there is usually a moderate tachycardia 
mth no fever. Sooner or later there is some elevation of temperature. 
A very important diagnostic point is that the violent clinical symptoms 
are usually out of proportion to the slight degree of fever and the mod- 
erately accelerated pulse rate. The symptoms may he severe enough 
to cause collapse. Occasionallj’’ such symptoms may be due to intra- 
abdominal hemorrhage. 


DIAGNOSIS 

The clinical diagnosis will probably be most often confused with the 
following conditions ; ovarian cyst with a twisted pedicle, rupture of a 
corpus luteura hematoma, appendicitis, pyelitis, biliary or renal colic, 
perforation of the intestine, intestinal obstruction, or salpingitis. 

Ovarian cyst may occur at any age. Gardner, in going over our rec- 
ords, has found 37 cysts, having a diameter of 10 cm. or more, in 
patients below the age of twenty. This amounts to about 6 per cent of 
the total number of cysts of this size or larger occurring in the gyne- 
cologic patients of this hospital. An ovarian cyst, of course, would not 
simulate this condition unless there was a tAvisting of its pedicle. Smith 
and Butler, in a recent paper, have found 25 instances of ovarian tumors 
AA'ith tAvisted pedicles before puberty. Recently a postmortem on a full 
term stillborn child in this hospital revealed an ovarian cj^st, about 
10 cm. in diameter, A\*ith a tAA'isted pedicle. If the presence of a cyst 
had been knoAvn before the onset of .symptoms referable to torsion, a 
differential diagnosis AA'ould not have been difficult. In the absence of 
such data a diagnosis would be impossible unless the normal OAmry could 
be palpated distinctly, in addition to the tubal mass. 

It is generally believed that corpus luteuni hematomata are associ- 
ated AAuth inflammatory lesions of the adnexa. Some bleeding is seen 
in normal corpora lutea in the stage of Amscularization and is of no 
pathologic .significance. At Avhat stage this bleeding ceases to be physi- 
ologic and becomes pathologic is difficult to say. It frequently happens 
that a hematoma ruptures, causing enough intraperitoneal bleeding to 
gh'e the patient acute abdominal sATuptoms. Recently there liaA^e been 
three such cases in this hospital in all of which a corpus luteum hemat- 
oma of the right ovary ruptured producing acute sj'mptoms, Avhich Avere 
clinically interpreted as being caused by an acute appendicitis. It 
Avould be extremely difficult to differentiate a condition of this sort from 
tor-sion of the normal fallopian tube. 

The frequency Avith which the smuptoms simulate a lesion of the 
appendix makes this mistake in diagnosis a very frequent one. In these 
cases a rectal examination would probably give the information neces- 
sary for a differential diagnosis. In any case Avhere the SAmiptoms of 
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appendicitis are atypical and one is not quite sure of the diagnosis, three 
things should he kept in mind : a tliorough examination of the base of 
the right lung, the examination of a catheterized specimen of the urine, 
and a thorough rectal examination. In a young individual a bedside 
rectal examination may be quite unsatisfactory, but often a rectal ex- 
amination after the induction of anestliesia may give tlm operator data 
sufficient for an accurate diagnosis. 

COMPLICATIONS 

If the condition is neglected, the tube may readjust itself and the 
acute symptoms rapidty subside. It may, however, go on to rupture, 
causing a hematoperitoneum, with symptoms of an acute secondary 
anemia. There is always danger of necrosis and gangrene of the tube, 
followed by secondary infection and the possibility of a general perito- 
nitis. The tube may become the site of a hematosalpinx, which, if it 
becomes adherent to the neighboring viscera, may cause vague gastro- 
intestinal or urinary S3miptoms. The entire mass ma^" organize and, as 
a ej^stic or a fibrous mass, be discovered only after a long period, during 
the course of a laparotom}’’ for some other condition. The fever, leueo- 
eytosis and occasional presence of albuminuria no doubt result from the 
absorption of toxins from the necrotic tube. The frequent occurrence 
of attacks which siiontaneouslj’^ subside, onV to recur relatively near or 
during the next menstrual pei’iod, loads one to assume that the vascular 
changes associated with menstruation are a distinct contributing factor. 

Another important and interesting complication occasionally met with 
in torsion of ovarian c^^sts, i.e., the involvement of neighboring organs 
in the tAvists, has never been recorded in relation with a torsion of the 
tube, but it is quite possible that .such complication could occur. 

TREATMENT 

An absolute diagnosis of this condition is almost impossible. The 
treatment is surgical, preferablj’^ through a midline incision. IMost op- 
erators would undoubtedl.y explore the right loiver quadrant through a 
McBurne3>- incision. With a poorly developed patient or one ivhose 
abdominal muscles are atrophic, the inteimal genitalia can be fairl}'" well 
explored digitablj-- through a McBurnej'' incision but thorough explora- 
tion of the internal genitalia, partieularlj' the left adnexa in a j'oung 
individual, cannot be made sati.sfactoril3^ It cannot, therefore, be too 
thorouglilj’- stressed that, in obscure cases ivith .sjmiptoms and plij^sical 
signs referable to a supposed surgical condition of the lower abdomen, a 
thorough pehuc examination should be made after the induction of 
anesthesia. We have ahvaj'S made it a rule to examine all gynecologic 
patients after the induction of anesthesia and have corrected numerous 
errors in clinical diagnosis Avhich called for thciup.A' quite different from 
that suggested hy the incorrect clinical diagnosis. Where the hymen is 
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unruptured we have made it an invariable rule to make a pelvic exam- 
ination per rectum. This examination frequently will not give the cor- 
rect diagnosis, but it undoubtedly will present data which Avill suggest 
the diagnosis, and, most important of all, will indicate proper surgical 
handling of the patient’s condition. Another very important observa- 
tion is that the contributory etiologic factors maj' be bilateral. Rogers 
actually records a bilateral torsion which on the left side was of such 
a short duration as to make the preservation of the tube possible. It is, 
therefore, very important that the adnexa of the side opposite to the 
lesion be vciw thoroughly examined for any abnormalities and that some 
plastie operation be done to correct or relieve them. Usuallj^ the pa- 
tient’s symptoms are so acute as to require immediate surgical inter- 
ference. In eases of long standing when the gangrenous tube has be- 
come infected, drainage per vaginam maj’’ be necessary. Other compli- 
cations must be taken care of as they arise. 

CONCLUSIONS 

Torsion of the normal fallopian tube is exceedingly rare, there being 
but six authentic eases recorded in the literature. There are those who 
would question whether or not torsion of a normal fallopian tube is 
possible. It is possible that the tubes may be involved during the course 
of an acute infection, an exanthematous disease, or occasionally during 
a vulvovaginitis. 'Whether torsion of the supposedly normal tube is 
associated with or follows an exacerbation of such an infection can only 
be proved by further investigation. Torsion of the fallopian tube adds 
another phase to the already very difiicult problem of the diagnosis of 
acute abdominal conditions. 
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CHANCRE OP THE CERVIX, WITH A REPORT OP TWO 

CASES’^" 


By Roland S. Cron, M.D., Milwaukee, Wis. 


^^HE history of syphilis of the internal female genitalia dates back 
-L to the years 1510-1590, the time of Ambroise Pare. According to 
Pusey, he first used the vaginal speculum to study and demonstrate 
vaginal and cervical venereal lesions. It was not until the year 1843, 
however, that Gosselin and Bennett described the typical hunterian 
chancre of the vaginal portion of the cervix. The literature since 1905, 
the year Sehaudin discovered the Spirochete pallida, has been charac- 
terized by a few rich contributions. Por the American reader the 
works of Ivens, 1908, Shillitoe, 1914, Wile and Sinear, 1915, Gellhom 
and Ehrenfest, 1916, and Warthin and Noland, 1921, are of the best. 

In view of the small number of authentic eases of chancre reported 
in the literature and the apparent rarity of the lesion, the writer be- 
lieves that all lesions of this character should be placed on record. In 
the course of the pelvic examination of some four thousand women, six 
patients with primary syphilitic lesions of the female genitalia have 
been seen. Two of these were located on the vaginal portion of the 
cervix. Judging from these findings the chancre is very rare, but ac- 
cording to other authorities the implantation of the spirochete and the 
subsequent reaction of the tissue to bring about a hunterian ulcer is 
much more common in fresh syphilitics. It has been variously estimated 
that from 1.5 per cent to 4 per cent of all freslily infected luetic women 
have the lesion on tlie cervix. The apparent rarity of cervical chan- 
cre can probably be accounted for by the lack of symptoms. The 
chancre readily disappears and leaves practically no scarring, and Js 
frequently overlooked or not recognized during the course of an 
examination. 

The two patients with primary lesions of the cervix are extremely 
interesting, especially from the point of view of infection and diagnosis : 


Case 1. — A white woman, aged forty-seven years, married, entered the hospital 
July 5, 1921, complaining of a profuse and foul thick greenish yellow vaginal dis- 
charge which started alxiut June 27, without known cause. Subsequent to operation 
it was learned that the patient had been exposed to a venereal disease.- There were 
symptoms of a beginning menopause. Pelvic examination showed a relaxed outlet, 
cervix draTO to the left and forward, a rctroverted fibromyomatous uterus and cjstic 
ovaries. On introduction of the speculum the cervix fairly "popped’^ into \ievf an 
on it were a number of eroded areas, covered with a yellowish foul smelling sloug 
The largest lesion was on the anterior lip. In view of the history', ago and typo 
of lesion a tentative diagnosis of early carcinoma was made. Tissue remove 
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sliowed only chronic inflammation and hyperplasia. The blood 'Wassermann "was 
negative, but one month later gave a two-plus reaction. Pneumopcritoneal x-ray 
confirmed the diagnosis of fibromyomata. 

Panhysterectomy was performed. The specimen consisted of a fibromyoma uteius 
and a pui'plish. edematous cervix upon which was an angry looking erosion 1 cm. 
wide surrounding the external os. Sections from the eroded cervix at this time 
showed plasma cells, new blood vessels, perivascular infiltration, and Spirochete 
pallida (Warthin-Starry teclinic). 

"Wassermann test on the spinal fluid was negative. That on the blood became 
negative after one injection of arsphenamine. Further antiluctic treatment was 
administered. 

Case 2, — ^Patient white, aged twenty-one years, single and a student. The menses 
were normal except for absence following exposures to conception. They were 
reestablished each time by internal medication. She sought consultation because 
her fiance, who accompanied her, developed a urethral discharge four or five days 
following intercourse. Questioning of the patient revealed. the fact that she had 
had illicit relations with a second student three days previous to that with her 
fianed. Tlie patient had no symptoms referable to any pelvic pathologj'. 

Examination, including bimanual palpation and visual inspection of the vagina 
and cervix, was entirely negative. Smears, however, showed large numbers of 
gram-negative intracellular diplococci. After about three weeks of treatment, 
consisting of rest in bed, drying of the confix and vagina, applications of 5 per 
cent mcrcurochrome 220 and douching, the gram-negative organisms disappeared. 
At about this time a smsdl area (the size of a pea) on the anterior lip became 
reddened. It looked like a papule but soon became eroded and then definitely 
ulcerated. Fused silver nitrate was applied, but instead of benefiting the condition, 
the lesion enlarged to 5 cm. by 2 cm. It was now funnel shape, had a hypcremic 
border and rounded edges. The .surface was covered with a putrid yellowish white 
membrane, which could be wiped off easilr’ and was followed by bleeding. On 
introduction of the speculum the cervix Avhich was enlarged seemed to jump into 
view. The characteristic sclerosis or button-like feel of the base of a hunterian 
lesion could bo made out in this case, and it extended into the sacrouterine liga- 
ments. Spirochete pallida from the base of the lesion were demonstrated by means 
of the dark-field microscope. 

Other signs and symptoms, such as a general adenitis, mucous patches, loss of 
weight, general weakness and a four-plus ‘Was.^ermann reaction eventually appeared. 
Under antileutic treatment, consisting of ncoar.sphonaminc, bichloride douching 
and mercury rubs, the cervical chancre rapidly faded and the other signs of lues 
disappeared. The blood I^’'asserniann remained four-plus with a cholcsterinizcd 
antigen but became negative with an alcoholic one. 

INIany interesting problems are presented by the study of tbese two 
eases. The iiifcctiousness of. both gonorrhea and syphilis before symp- 
loins appeared is well illustrated in the case taken from my private 
records. Here male student No. 1 and the patient had intercourse three 
days following sexual relations with a prostitute. Neitlier previously 
nor at that time did he have any symptoms or signs of a venereal dis- 
ease. Two days following the meeting of male student No. 1 and the 
patient, male student, No. 2 (fiance) and the patient liad intercourse. 
Student No. 1 developed a urethral discharge and eventually a hard 
chancre. The patient, as was pointed out above, contracted both gon- 
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orrliea and syphilis, but transmitted only the former to student No. 2. 
He missed the luetic infection which eventually made its appearance in 
the patient as a primary lesion of the cervix. Undoubtedly the first two 
patients had breaks or abrasions of the mucous membrane sufficient to 
permit the entrance of the spirochete. 

The most common location of cervical chancre is about the external 
os. An explanation offered for this is that the spirochete may be im- 
planted on a former erosion. Furthermore, when the uterus is in its 
normal position the anterior lip of the cervix is the one which comes 
into most intimate contact wdth the male organ and as a result the 
spirochete is implanted on that area. Barely is the initial lesion found 
in the cervical canal. In the private ease, the lesion first appeared on 
the anterior lip. In both patients the ulcer finall 3 ’’ involved the entire 
cervix. 

CHARACTERISTICS 

Usualty the chancre is single, although various writers have seen 
multiple lesions, generallj^ only one on the cervix and others about 
the genitalia. The rather extensive involvement of the cervix in the 
clinic patient suggests the possibility of more than one lesion resulting 
in a confluence, giving an eccentric polyc^mlic appearance. 

The development of the lesion in the private case is worthy of study. 
First a macule which suggested a beginning simple erosion; soon a 
papule which almost immediately became eroded and then showed 
many of the characteristics of the ephemeral sore. Both lesions had 
a hyperemic border, w^ere painless and the induration, although not as 
definite as one finds in chancres on other parts of the body, could be 
made out in at least one of the cases. The apparent lack of induration 
in most cases is the result of the natural hardness of the cervix a.s 
well as its inacee.ssibilit.y to palpation. The satellite bubo, so charac- 
teristic of the iirimary lesion, cannot be felt because of the Ij'^mphatic 
drainage to the glands along the pelvic blood vessels, and not until the 
infection has become generalized do the other U'mph glands enlarge. 

The ulcer, when advanced, is generally funnel-shaped with a smooth 
surface and covered by a grayish pseudomembrane, which may have 
a yellowish tint. Removal of the membrane will show a few hyperemic 
areas and serum. In this serum one can find the living spirochetes. 

The discharge also varies from a small serous in the eroded papule 
to a profuse seropurulent in those modified hy the presence of other 
organisms in the vagina. This fact was well demonstrated in one of 
the cases. The foul and profuse leucorrhea suggested a new growth 
rather than a granuloma. 

The appearance of the lesion can vaiy markedljv Wile and Sinear 
described a fungating t 3 'pe, while Oppenlieim has divided them into 
(1) simple erosion, (2) diphtheritic, -(3) ulcerated sclerosis, (4) gan- 
grenous t 3 ’^pe. Rapid development and spontaneous involution are said 
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to be more striking in cervical chancre than initial lesions elsewhere. 
As Thirbierge has pointed ont, this is undoubtedly due to (a) its 
location which insures for it freedom from friction and irritation, (b) 
the relatively higher and more even temperature, (c) the equable state 
of moisture, by which the surface of the chancre is constantly 
macerated. 

DIFFERENTIAE DIAGNOSIS 

Tlie differential diagnosis includes the consideration of the follow- 
ing conditions : simple ceiudcal erosions, chancroid, herpes simplex, 
tuberculous ulcer, gonorrheal maculae and carcinoma. Depending on 
the tyxie of lesion, simple erosion and carcinoma are the most difficult 
to differentiate. 

Wile dismisses the problem of differentiating between herpes and 
clianeroid on tlie one liand and chancre on the otlier by stating that 
tlie ordinary clinical differences applj^ witli the same exactness and 
directness to chancres when they occur on the cervix as when they 
occur elsewhere. 

Simple cervical erosion presents greater difficulties but can usually 
be recognized, since it is found in women who complain of a muco- 
purulent discharge and occasionally of menorrhagia or metrorrhagia. 
The lesion may occupy one or both lips, is contiguous with the external 
os, and is never as regular and as definite as the primary sore. It is 
frequently associated with a follicular degeneration and is typified by 
its chronieity, while the chancre generally runs a rapid course. 

Tuberculous ulcers are exceedingly I’are and are characterized by 
their marked tenderness, irregular shape and undermined edges. Other 
nodules, tubercules, are found in the neighboidng tissues, and tuber- 
culous foci may be located in other parts of the body. 

Gonorrheal maculae are less distinctly defined, appearing as bright 
yellowish red confluent blotches, flat with the surface of the mucosa, 
although when they become condylomatous, they may be raised. The 
top, however, is not flat as is the case Avith the luetic lesion. 

Carcinoma presents the most common and most difficult problem in 
the difforehlial diagnosis of these tAvo conditions. It has frequently hap- 
liened that a primary chancre has been Avrongly diagnosed as cancer. 
In another case a damage .suit aaus instituted against a dermatologist 
for having made the diagnosis of chancre Avhen cancer Avas aetuaUy 
present. I\Iany .suggestions have been made in regard to the differ- 
ential points. The .suggestion that .syphilitic le.sions are found in the 
young, Avhilc cancer is a disease of middle or old age is not a sound 
one. This Avas Avell proved in the case reported of a woman forty- 
seven years of age Avith a primary lesion of the ceiwix. Neither does 
my experience confirm the opinion that the infiltration of the para- 
metrium. AA'ith immobilization of the cervix, is characteristic of cancer, 
for the induration of the luetic lesion may simulate it A’ery closely. 
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The final diagnosis rests upon the microscope. Here one may resort 
either to the demonstration of tlie Spirochete pallida by means of the 
dark-field or a histologic examination of tissue excised from the lesion. 
Pitfalls are possible. Spirochetes normally present in the vagina, al- 
though easilj'- recognized with experience, may be mistaken for the 
spirillum of syphilis. Wartliin contends that, in the presence of sys- 
temic ,syi)hilis and cervical carcinoma, the spirochete of syphilis may 
be found in the menstrual blood and genital secretions, and, accord- 
ingly, tlie demonstration of the spirochete by means of the dark-field 
might be made from the carcinoma itself. Authorities of international 
prominence have made a diagnosis of sarcoma or carcinoma in cases 
of primary sores. In one of the cases reported the picture of a gran- 
uloma was entirety overlooked. 

The loroblem of clinically handling a questionable ease has been re- 
duced to the following by Gellliorn and Ehrenfest. “The overwhelming 
majority of cancers presents itself 'in an inoperable state. If there 
be the slightest doubt as to the true nature of the disease an attempt 
with antiluetie treatment should be made. We loiow that syphilitic 
lesions respond \'ery promptly to appropriate treatment, and, there- 
fore, not much time wmuld have been -wasted even if specific therapy 
proved to be a failure.” Warthin and Noland have concluded their 
treatise on this subject by stating that the histologic picture is pathog- 
nostic. The demonstration of the sinrochete in the characteristic tissue 
lesions is a confirmatory procedure. 

CONCLUSIONS 

1. The primary lesion of syphilis is frequently found on the cervix. 
Its ajiparent rarity is due to the fact that it is frequently overlooked 
and that it rapidty involutes. 

2. Eoutine visual examination of the cervix, especially in freshly 
infected syphilitic wmmen will demonstrate a higher percentage of pri- 
mary lesions. 

3. The Spirochete pallida may be transmitted by conjugal relations 
■without there being a macroscopic lesion visible on the transmitter. 

4. A neg'htive blood Wassermann reaction during the primary stage 
is generally the ease and does not ride out syphilis. 

5. The chai’actei’istics of the primary lesion on the cervix may vary 
so wddety that a diagnosis can only be established by demonstrating the 
Spirochete pallida -with the dark-field microscope, or by the histologic 
picture of excised tissue from the lesion, and, positively, only by dem- 
on.stration of the Spirochete pallida in the characteristic ti.ssue lesion. 
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CYSTADBNOMA OF THE OVARY, ^Y1TII REPORT OF CASES"' 
By George A. ^Mayiji, F.A.C.S., New Orle.\N3, La. 

(Instructor in Ohs-tetrirs^ Tulane School of Hledicinc) 


T lilii ovary, Avitli Uie cnoriiiou.s proliferating poiver of its germinal 
epitlielinm, the physiologic process of atresia and cj’st formation, 
llie monthly congestion, and the secretory po'wer of its epithelial struc- 
tures, possesses normal forces which, as may well be imagined, are read- 
ily transformed from physiologic function to pathologic process. 
Rightly it may be said that no organ in the body has so great a tendency 
to tumor formation, and especially to cyst formation, as lias the ovary. ^ 
DiiTercnt classifications have been proposed for proliferating cysts of 
the ovary, but so far the subject has not been settled satisfactorily. 
"I'lio present division is into two classes, according to whether the cysts 
develop from epithelial (iiarenchymatous) elements, or arise from con- 
nective tissue. Of the former class the benign group, or cystadenomata, 
to which these roiiorted cysts belong, comprises 80 per cent of the new 
growths of the ovary. All show secretory activity on the part of the 
epithelial cells which line the glandular structure. The.y are all essen- 
tially multilocular and are composed of many cy.stic chambers I’esult- 
ing from the proliferation of the epithelial cells which line the original 
cy.st. The daughter cysts then repi'oduee themselves likewise until innu- 
merable replicas are formed. This may not be evident at first, grossly, 
but close examination will reveal Avhat has happened, that one or more 
of the cy.st s has grown at the expense of the others, compressing the 
smaller ones, and giving the appearance of a monolocular process." 

Pfannensticl used the fact that the contents of these tumors vary as 
the basis for his classification of p.seudomucinous and serous cysts. The 
ditl'erentiation is both in the histologic structure and also in the ten- 
dency to ])apillary and malignant proliferation. The pseudomucinous 
cysts contain a jelly-like material secreted by the epithelial cells which 
line them, and this gelatinous material is their distinguishing charac- 
teristic. The serous cysts, on the other hand, contain a clear serum, 
usually of a golden-straw color, rich in albumin, but free from pseudo- 
mucin. Later, however, pseudomucin may be present, as well as cpi- 
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tlielial debris, fatty substance, and often much blood from the rupture 
of the delicate vascular papillae.. They possess markedly the faculty of 
generating' new cysts, either within the original cyst or on the outside 
of it, hence the term proliferating, which is commonly applied to them. 
This increase in size is persistent, and there is no means of arresting the 
growth except by laparotomy and excision. 

The theories of the origin and exciting causes of cystadenoma center 
chiefly around wolffian remnants and germinal epithelium, wherein also 
lies the explanation of the carcinoma which may arise from these 
growths. There is considerable e\ddence to confirm the theory that 
ovarian cysts do arise from germinal epithelium; this was first demon- 
strated by Waldeyer, and others have confirmed it, notably Goodall. 

We have not infrequently encountered ovarian cysts in our service 
(Charity Hospital, Gynecology II), and have been able to make some 
interesting observations from our experiences with them. There were 
twelve cases of cystadenoma in 1825 eases on the entire service, an inci- 
dence of not quite 0.007 per cent, as compared with the reported inci- 
dence from Martin’s clinic of 1.4 per cent. Pour of the twelve were of 
the pseudomucinous type and eight of the serous type. 

Unfortunately these growths showed no eaidy subjective symptoms 
to aid in the diagnosis. The larger tumors, acting mechanically, caused 
considerable discomfort from rectal and vesical tenesmus. Three of 
the patients complained of intense backache, seven had a decrease in 
menstruation, while two had a marked increase; in one case a uterine 
fibroid was present also. Two of the patients had marked respiratory 
embarrassment. 

The age varied from twenty-three to sixty-one, with the average age 
thirty-eight. Only one of the twelve was nvdliparoiis the others having 
borne from one to eight children. An interesting ease, which might be 
mentioned in detail, was one in which the cyst reached above the umbil- 
icus ; the patient became pregnant, delivered a living child at full term 
without incident, and was opei’ated for the cyst three months after de- 
livery. Such cysts are found slightly more frequently in white women 
than in colored. With one exception all were unilateral; two were ad- 
herent to the omentum, two to the intestines, and two to the pelvic walls. 

The choice of the anesthetic in operation is important for various 
reasons, and particularly in view of the age factor. The pressure 
exerted by the large cysts interferes with the normal function of the 
abdominal organs and to my mind is largely responsible for the 30 per 
cent of cardiorenal conditions we found associated with these cysts in 
our older patients. In the complicated eases a competent anesthetist is 
a sme qua non. Large incisions are necessary in view of the size these 
tumors attain, the distended bowels are easily expelled through them, 
and the sudden release of intraabdominal pressure often brings about 
conditions which require keen and discriminating judgment on the pari 
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of the anesthetist. In these twelve cases ether was used in six, local and 
gas-oxygen in three, ethylene in one, and spinal and local anesthesia, 
one in each. 

An attempt slioiild always be made to deliver the tumor without 
rupture or puncture, tliough tins is frequently impossible because of 
tenseness witliin the cjvst, adhesions, or tlie friability of the cyst struc- 
ture. We delivered 50 per cent of these cases successfully in this 
manner, and in the cases where rupture occurred or puncture had to be 
done, every precaution was taken to minimize the spill. 

Tlie postoperative course is often stormy, though frequently grave 
complications terminate favorably. In one of these cases, in particular, 
a marsupialized remnant of cyst in the pelvis and culdesac became 
infected and the immediate favorable outcome was a surprise to us all. 
On the other hand, we lost one ease through an embolism, which had its 
origin, I believe, from one of the large ligated veins in the omentum. 
The patient died suddenly on the eighth day. 

C.\SE 1. — ^2ilrs. T. L., white female, aged forty-eight, was admitted March 29, 1925, 
in veiy poor general condition. Peculiar anxious facies particularly notable. 
Previous history was without incident, menstrual history nonnal although rather 
profuse until seven months before admission, since when flow has been scanty 
but has appeared every fourteen to twenty-one days. Noticed tumor in abdomen 
three months ago. Rapid growth since, accompanied by loss of weight and decided 
respiratory embarrassment. 

W’asscrmann strongly positive. Urinalysis showed traces of albumin and hyaline 
casts. Hemoglobin 70 per cent, red blood colls 3,750,000, white count 10,000. 

Operation March 31, 1925. The cyst was larger than a full term pregnant uterus 
and was composed of many small cysts, ranging in size from a pea to a grape- 
fruit, grouped about a larger cyst of firmer consistency. Attempted dcliveiy 
resulted in rupture of several of the smaller cysts and spilling of the gelatinous 
contents, although not in largo amounts. Most of the cysts were so thin that the 
mere movement of the tumor was sufficient to rupture them. The uterus, right tube 
and right ovarj- were left in situ. 

Convale.'ccnce uneventful, although the patient left the hospital against our 
advice twelve days after operation. 

The weight of the tumor, after the rupture of the cysts described, was ten pounds. 
The largo cyst contained a cheesy material in an oily fluid, grossly a dermoid, and 
nonmalignant. On section the smaller cyst contained the typical gelatinous material 
already described, and showed tall columnar cells with nucleii near the basement 
membrane, at the outer end of which was a clear space, wliencc the pseudomucin 
originated. Tiierc were goblet cells throughout, not ciliated. Section through the 
large oj-st showed several parallel layers of connective tissue, loose in structure. 
The diagjiosis was nonmalignant teratoma, with pseudomucinous cysts. 'It is interest- 
ing to note tlint these types arc associated in 1-i per cent of the reported cases. 

Case 2. Mrs. L. S., white, aged fortj'-four, was admitted August 28 1925 
General condition good except for embarrassment of respiration. Mcnstnml historv* 
normal until seven months ago, then scant, and associated with dysmenorrhea which 
was not previously present. Previous hisloty without incident. Growth in abdomen 
present for eigl.tcen months, with recent rapid growth, and almost constant, colicky 
pain in right side. Marked loss of weight in last six months, frequency of urina- 
tion, palpitation of heart and shortness of breath. 
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Tlie abdomen measured 28 cm. from the symi^liysis to tlie top of the tumor. 
Associated umbilical hernia present. A^aginal examination gave practically no 
information of value. 

Operation was on August 29j 1925, under local anesthesia (novocaine % per 
cent). An S-inch incision was made, with excision of the umbilicus and the hernia. 
Bilateral multilocular cysts were found to be present, and there was a hemorrhagic 
fluid free in the abdomen. The cysts were so tightly packed into the abdomen 
that neither could be dislodged, therefore the left was punctured and the contents 
removed by suction, succeeding cysts being punctured from this one. The growth 
was adherent to the growth at the splenic flexure. Puncture and aspiration were 
also necessary on the right. Tlie anesthesia was very successful, and a second 
injection of morphine permitted closure without any difficulty. 

The laboratory reported the growth to be a malignant papillocystadenoma, and 
it .should be noted that we did not remove the uterus, which is contrary to the 
advice of most authorities in the presence of this condition. 

The patient made an uneventful recovery, and since lier discharge has gained 
in weight and strength. Deep ray therapy has been given as a prophylactic 
measure. 

Case 3. — ^Alrs. M. R., white, aged fifty-four, was admitted February 26, 1924, 
in exceptionally poor general condition and markedly emaciated. Previous history 
without incident except for an operation two years ago, with removal of a tumor, 
whose description suggested an ovarian cyst, said by patient to weigh twenty-four 
pounds. Verification was not possible. Menopause witli gradual onset nine years 
ago. For past six months has had intermittent spotting, and three weeks ago 
had rather profuse, bloody flow for three days. Since that time a growth had been 
noticed in the lower abdomen, which had increased rapidly in size and was cartsing 
considerable pain. 

Physical examination showed a large cystic mass extending nearly to the umbilicus, 
with a small hernia at the site of the sear of the former laparotomy. Pelvic 
examination showed this semifluctuant tumor filling the entire pelvis and so 
tightly wedged as to interfere with defecation. 

Operation was March 10, 1924, under local anesthesia supplemented by gas- 
Six inch incision tlirough the former scar. The cystic mass arose fmm 
the left ovary and rvas intimately adherent to the bladder, uteius and bowels. In 
freeing up these adhesions the cyst was mptured and a mucoid substance spilled 
into the abdomen. Careful aspiration was done. Most of the cyst was removed, 
together with the uterus and right adnexa, and a portion of the cyst growing 
under the broad ligament arid too intimately' adherent to the pelvic wall to be 
excised was marsupialized. The lower taro inches of the incision, where this 
marsupialization was done, was not closed. The patient did well throughout t u, 
operation but the prognosis was grave. 

The convalescence was surprisingly' good. The abdominal packs were i‘hanged 
every' two day's for ’a period of a month, being always found well saturated with 
gelatinous material. Pry- heat applied over the wound brought about some closure, 
but the sac could not be dcstroy-ed. Unfortunately radium and deep ray, therapy, 
which the condition obviously demanded, were not available at the time. She nas 
discharged, however, markedly improved in every' way'. 

Patient was readmitted Alay' 25, 1924. Tho cyst sac liad enlarged and pushed 
out upon the abdominal wall, to the size of a mandarin, and nas made up o 
many small cysts containing gelatinous material. Another attempt was made to 
destroy the sac, again without full succc.ss, though once again the patient respon ec 
well to treatment and her general condition was greatly improved. Slic uas re 
admitted August 4, 1924 and this time she sliowcd a marked loss of weight and 
was having fever ns a result of an infection in the sac. Mcrcurochrome, - per cent, 
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was instilled with considerable improvement, and we hoped that the infection might 
destroy the sac, but unfortunately this did not happen. Since this discharge all 
trace of the patient has been lost. The pathologic report in this case was papillo- 
cystadenonm of the ovarj'. 

I have quoted these three cases, not because they are exceptional, but 
because they illustrate -well the problems tvhich meet us in the handling 
of such large cysts. Early diagnosis with prompt treatment obviously 
produces the be.st results, and to my mind ovariotomy is indicated im- 
mediately the growth is discovered. Even when extreme exhaustion or 
.systemic disease is also present, I believe that an exploratory opera- 
tion is justified. 
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A CRITICAL ANALYSIS OP 250 PRENATAL CIEVRTS* 

By J. S. Hebert, ]\LD., New Orleans, La. 

I RhIALIZE that my choice of subject may seem to many of you the 
repetition of a familiar story, but I feel that sufficient importance 
has recently been given to prenatal work to assure me that the theme is 
at least a merit oi'ious one. Its importance is proved by the fact that it 
was the choice of subject for the chairman’s address in the Obstetrical 
Section of the Southern iMedical Association in 1924, and DeLee empha- 
sizes wliat is indeed a regrettable fact tliat, while the majority of physi- 
cians today realize the importance of the constant supervision of even 
thoroughly lioallhy ]U'egnant women, prenatal care, in all its details, 
has not yet become an established practice with all doctors doing obstet- 
rics, though he adds that the public is slowly waking up to the necessity 
of such supervision. 

Unquestionably there is no field in preventive medicine which offers the 
prospects of such glittering returns in checking human misery and saving- 
Imman lives. BallanUme claims that it is a scientific field still sparsely 
settled, very vast and intensely alluring. Williams says that one of the 
few creditable achievements in American obstetrics consists in the devel- 
opment of so-called prenatal care. The term, however, has a wider 
application than the words imply; we may define it as such .supervision 
and care of the pregnant, parturient and puerperal woman as will en- 
able her to pass through the dangers of pregnancy and labor Tvith the 
least po ssible risk, to give birth to a living child, and to be discharged 

Gynccolo^ctl an<I Obstetrical Society. 
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in such a condition that she may be able to suckle it and thus afford it 
the greatest prospect of attaining maturity, as well as to fulfill her 
duties as mother and housewife with a minimum amount of invalidism. 

Briefly speaking, then, the objects of prenatal care are so to conduct 
the mother and the baby through pregnancy that both are strong and 
healthy at the end and ready for the ordeal of labor with every assur- 
ance of a successful delivery, a living child," and a prompt recovery of 
the mother, while the new individual is given a good start towards 
healthy citizenship. Pregnancy and labor represent the highest function 
of the female reproductive system and from a biologic point of view 
should be a normal process. But when we recall the manifold changes 
which occur in the maternal organism, it is apparent that the borderline 
between health and disease is less distinctly marked during gestation 
than at other times. Derangements, so slight as to be of little conse- 
quence under ordinary circumstances, may readily be the precursor of 
pathologic conditions which may seriously threaten the life of the mother 
or the child, or both. 

Maurieeau once said that the normal woman is sick regularly once 
a month, with one possible exception, and that is when she is sick with 
a disease which lasts nine months. “La grossesse est une maladie de 
neuf mois.” This is not strictly true. Many women suffer throughout 
the whole period of their pregnancy, but on the other hand many are 
perfectly well and some few are even permanently benefited. It must 
be recognized, however, that pregnancy tests the integrity of each and 
every organ in the body and that, if any one of them be diseased, the 
fact will usually be brought out during the course of the gestation 
period. 

Why should not the woman, then, about to perform the highest func- 
tion of the human race, at the most interesting and, in a large percent- 
age of cases, the most crucial moment of her life, enjoy tlie greatest 
benefits that medicine can afford ? She should, but statistics prove that 
she does not. Of eveiy 200 women who become pregnant, at least one 
dies. Seven per cent of the deaths of women between the ages of twenty 
and forty years are due to puerperal infection. Conservatively esti- 
mated, 25,000 women die every year in this country from the imme- 
diate and remote effects of childbirth. Approximately 8,000 die from 
infection, 5,000 from eclampsia, and 4,000 from hemorrhage. And all 
these deaths, if not preventable entirely, are at least capable of being 
greatlj'’ reduced. 

Again, tuberculosis is first, but childbirth is second in the number 
of deaths in wmmen from fifteen to forty years of age. One hundred 
thousand babies die every year in the United States during delivery, 
and another hundred thousand die in the fir.st four weeks thereafter. 
Nearly one-third of the blind people in the "world have lost the light of 
day because of the ignorance or the carelessness of attendants during 
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pregnancy or at delivery. Tlioiisands of Avonien enter our liospitals 
each year for tlie repair of injuries acquired during delivery, and oth- 
ers come to our offices seeking relief from disorders caused hy child- 
bearing. 

■Wherein lies the explanation of these conditions? The standard of 
obstetric practice must have been low in its essential and fundamental 
steps in a large percentage of these cases, for statistics have already 
demonstrated that only one-seventh as many mothers and one-seventh 
as many babies die in cases which have had prenatal care. For my own 
part, I believe that the final solution of many complicated obstetric 
problems will come through fundamental, scientific prenatal studies, 
and that not until then will we find, side by side and equal in develop- 
ment, medicine, surgery and obstetrics. 

Assuming then, that after taking a complete history and making a 
tliorough ]fiiysical examination we find a patient with no hereditary 
taints, wlio is living a regular life and is in fit pliysical condition, what 
should be our attitude towards her prenatal care? In the first place, 
we should encourage her to continue her regular mode of life. And 
just here, let me say it is of extreme importance that the j)hysician 
should gain the absolute confidence of his patient. Advise her to pay 
no attention to the exaggerated stories she is bound to hear, assure her 
that with modern methods childbirth can be made comparatively easy,, 
and that in cases of unavoidable complications successful delivery can 
take place under anesthesia. The advent of pregnancy stirs the emo- 
tions of the average woman, and if in her early life she has not learned 
to adjust herself to new conditions, we maj' expect, at this time, many 
.symptoms of mental and nervous lack of balance, which makes coopera- 
tion between the physician and the patient a matter of real moment. 

The rc.sponsibility of pregnancy is equally divided between the pa- 
tient and the physician. The patient is responsible for her attitude of 
mind, including her response to certaiji popular and erroneous notions 
concerning maternal imprc.ssions ; her manner of dress; her diet, with 
l)articular i-efcrcnee to any deviations from her normal appetite and 
digc.sliou; proper exercise and amusements; and careful attention to 
the excretory organs. These things the physician, after proper advice, 
must leave to his patient. For his ])art, he is responsible for a careful 
general history and complete physical examination, both of which should 
be secured at the first interview, if possible; the accurate measurement 
of every pelvis, particularly in primiparac or in multiparae with his- 
tory of previous abnormal labors; close, continued watch over blood 
pressure: and complete analysis of the urine at regular intervals, as 
demanded by the individual case. ’ 

1 liavc analyzed the charts upon which this studv is based in tlie light 
of these principles I have just laid down, outlining to you the instruc- 
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tions "we give om* patients on each of tliese points, and the system we 
follow in the matters which are our responsibility. 

We adAuse the pregnant Avoman to lead a quiet life, to avoid mental 
and emotional as Avell as physical fatigue and excitement; to read good 
books and to aA’’oid medical subjects; particularly to absent herself 
from association with gossiping neighbors Avho take pleasure in relating 
the difficulties and dangers of pregnancy and labor. Tet in spite of 
these instructions at least 10 per cent of our series gave Avay, more or 
less, to mental pressure. Tavo mothers Avorried that some injury might 
have been done their offspring as the result of attempted abortions by 
drugs soon after conception Avas knoAvn to haA^e occurred. Six Avere 
afraid that their babies Avould feel the effects of mild hemorrhages dur- 
ing early gestation. One of this number, I might say, really lost a large 
amount of blood, evidently an attempted abortion, tlie symptoms of 
Avhieh persisted for some eight Aveeks ; the child, hoAvever, Avas unaffected 
in any Avay. Another Avoman Avas afraid to assume the responsibility of 
rearing another child ; I might say that this is rather an unusual fear ; 
in the clinic at Charity Hospital I harm repeatedly observed how feAv 
Avomen fear the impoverishment caused bj’' one more to feed. In one 
case pregnancy created a terror AAdiich Avas indefinable and completely 
ineradicable. Tavo Avere unusually disturbed throughout gestation from 
the memories of previous unfortunate deliveries. Three Avere concerned 
over having seen deformed people, fearing that similar deformities AA'ould 
appear in their unborn children. Another AVoman suffered continual 
anxiety from the second month of gestation to term, thanlcs to gossiping 
neighbors aa'Iio assured her that because she was not living Avith her 
husband she would have a A^ery difficult labor and a Aveakling for a 
child. Aside from these definite causes, six others had simple mental 
and tempei’amental disturbances, classed as irritability, melancholia and 
outbursts of temiier. 

We understand and appreciate that certain changes in the body are 
necessary results of pregnancy and we knoAv that in a majority of cases 
these changes actually beautify the figure. Most AAmmen, hoAA'ever, do 
not so regard them, and aa^g read that Koman Avomen had abortions per- 
formed so that they need not suffer the disfigurement incidental to 
childbearing. Today the preseiwation of figure is still uppermost in the 
mind of many Avmmen, and the popular method of dress, in many cases, 
reduces rather than favors the desired end. The ordinary corset dis- 
places all the abdominal organs, pushes the uterus doAAm on the pubis, 
and even forces it into the pelvis. All the pehde organs are croAvded 
dOAATfl in their turn and A’'enous congestion results, AAoth its train of dan- 
gers, immediate and remote. The groAvth of the child is interfered with 
and eA'en deformities may result. 

Proper dress, then, is essential, and the main point is to support the 
uterus from beloAA’. As the deA'elopment of the abdominal tumor tends 
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to pull the trunk forward, the woman throws her shoulders hack and 
straightens Iier neck, which naturally balances her figure but at the 
same time makes a sharp angle in the lower part of her back, giving her 
the peculiar gait and pose which Shakespeare called “the pride of 
pregnancy.” This attitude is even more exaggerated if high-heeled 
sboes are worn. 

Wc endeavor to insist upon low-hecled shoes with broad toes, and a 
properly fitted supporting corset. Yet in this series I found 7 per 
cent of the women who could tolerate no constriction whatever in the 
form of corsets and who included both primiparae and raultiparae. 
Forty-five per cent wore the short maternity waist with great comfort. 
Tliree cases wore a perfectly fitted abdominal supporter, these being 
multiparae with large, flabby abdominal muscles. Ten per cent of the 
women were indifi’erent, seeming equally comfortable with anj’^ tjqie of 
.support or with none at all. Twenty-five per cent wore the type of 
.shoe directed, the others wore low-hecled shoes with narrow toes. 

In this connection I might add that 15 per cent used olive oil for 
massage of tlie abdominal Avails, claiming that it relieved the stiffness 
of llie muscles and prevented or limited the striae. Tavo per cent of 
the primiparae shoAved mild varicose A’cin.s, and 11 per cent of the 
multiparae had Avell-defincd and painful A^aricositics. 

During the first three months of pregnancy the diet sliould contain 
a preponderance of sugar and starches; during the next three months 
it should be balanced betAveen all food constituents; during the last 
montlis it should meet the demands of the fetus for foods containing 
lime, phosphorus and iron. i\ll of our patients adapted themselves 
satisfactorily to the diet outlined. TAventy per cent complained of 
nausea only, Avhilc G5 per cent liad nausea and more or less A’omiting 
until after the third month. Taa'o cases were classed as pernicious 
A^omitiug, and, .so far as avc could differentiate, one Avas toxic and the 
other neurotic. One case craA-ed for food for Avhich .she had had no 
prcA-ious desire, five craved special foods, in particular oranges and 
ham. 

The observation of body Aveight Avas of particular interest to me. 
In tlie average case of pregnancy avc knoAv that an increase in Aveight 
of from eleven to fifteen pounds is due to the fetus, placenta, amniotic 
fluid, enlaigement of the uterus, and possibly the enlargement of the 
mammal a glands. Thirteen pounds I Avould say was the average in- 
crease. A small percentage of these ca.ses gained less than ten pound.s, 
15 per cent gained from ten to fifteen pounds, and 75 per cent gained 
from sixteen to thirty pounds. The increase of Aveight folloAved the 
usual standard increase of 1 per cent of body weight per week durin<r 
the la.st eight to ten avccIcs of gestation. The gain, as a rule was 

greater in the primiparae than in the multiparae, one gaining fortv 
pounds. e to „ 
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Three cases are of interest. A 'prijnipara; twenty-eight years of age, weighed 
175 pounds at conception, and delivered a full term nine pound cliild, her weight 
being 17S pounds two days before labor. Another primipara, aged thirty, weight 
190 pounds at the onset of pregnancy, delivered a 9^ pound female, and weighed 
the same when leaving home for her labor. The third case, a multipara, weighed 
165 to begin with and gained w'eight up to the seventh month, when she weighed 
I 68 I 4 , pounds. From then until her delivery she lost eigiit pounds, due, I am 
sure, to poor nourishment as a result of domestic troubles. The first two patients, 
of their own accord, followed a diet whicli would meet all ordinary demands, and 
at no time felt the need of special or more food. 

There -was no attempt to regulate the size of the child by the Pro- 
chownik diet. One case of pronounced salivation persisted throughout 
the first five months. Heartburn was present in about 95 per cent of 
the eases in the last four to six iveeks of gestation. 

Constipation is the usual rule in pregnancy, and, as we know, may 
lead to serious complications. Sixty-five per cent of these cases re- 
ported what I may term normally constipated bowels j 50 per cent 
stated that pregnancy increased their usual constipation, 40 per cent 
that it did not change the natural tendency, and 10 per cent reported 
that their usual constipation was improved. Of the eases which claimed 
that their bowel function was ordinarily regular, 75 per cent claimed 
that pregnancy produced constipation, and 24 per cent that it had no 
influence. One M''oman reported a marked tendency to diarrhea, and 
regulation of her diet was necessary for some four months. 

Housework and regulated walks as a rule furnish sufficient exercise 
for pregnant jDatient, and 90 per cent of this series so reported. About 
10 per cent drove automobiles, under certain restrictions, between the 
fourth and eighth months, there being no ill effects in any case. 
Seventy-five per cent included picture shows and card playing as amuse- 
ments, and under normal conditions there is certainly no objection to 
these. One woman in particular stated that she enjoyed reading good 
books, having begun this diversion with the idea of influencing the 
child’s intellect. 

The full tub bath was used by practically all tlie patients with no 
ill effects. Douches during the latter part of gestation were necessary 
in two instances because of profuse, irritating vaginal discharges. Po- 
tassium permanganate, 20 grains to the gallon, was used, and the 
douches, of tepid water, were taken carefully under low pressure. 

Though falling under special heads, the following cases are of in- 
terest and may be inserted here: 

jNtrs. J., twenty-five years of age, para ii, record normal until twenty-sixth vcck. 
At midnight, immediately after intercourse, slie was seized with violent abdominal 
cramps, lasting for two hours. For the next two hours the pains were less severe, 
after whicli they recurred violently, and I was called to .sec her. Siie was evident y 
in active labor, but I hoped that by the administration of morphine I might choc c 
further progress. For the next throe hours the pains were lighter and at longer 
intervals, but at the end of that time the membranes ruptured and a right arm 
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pKVHiUf'd. I ininicaiatcly had hor traiipfcrrcd to the iioppital, where I delivered 
her under general ancsthcpia by version and extraction. Tlic child lived two hour.';. 

Mrs. B., eighteen year'- of age about Iwonty-six weeks pregnant, contrary to 
positive instructions toolc an automobile trip of 200 miles. On arrival she was very 
tired. Two hour.« later pains began, thirty minutes later the membranes ruptured 
spontarieoudy. She was immediately transferred to a hospital and .shortly delivered 
of a female child which lived only an hour. 

Coinplele iirinnlyse.s and Irlood pres.snre detenninatioiis are of 
course indicated in all ca.'^e.s, and con)])le(e blond examinations are fre- 
quentb' needed also. If the data are bandied .systematically and con- 
centrated on one page, tbe value of such a sheet i.s incalculable. In 
doubtful or possibly special eases, tvliere tbe determination of preg- 
nancy i.s of extreme importance, I have found tbe i^Iatiirin or Phloritzin 
test very helpful. It -was used in 9 cases in this scries, tbe reaction 
being correct in 8 of the number. In .iustice tc the test I sliould add 
that negative observations in two other women in whom menstruation 
bad ceased and who were positive they were jiregnant were later proved 
correct. 

For more than, fifty years it has been known that a transient, ali- 
mentary glycosuria, without a corresponding increase in blood sugar, 
is a frequent occurrence in early pi*egnancy, and that it can be experi- 
mentally produced by the ingestion of large quantities of carbohydrates 
during this period. I found in one case in this series that I could pro- 
duce the reaction as late as the sixth mouth, the percentage fluctuating 
from 1 to 0 per cent. The laboratory reports included traces of sugar 
in five instances, % to 6 jier cent sugar in 29 cases, and sugar in more 
than one examination in 16 instances. 

The importance of urinalyses at regular intervals is evident -when 
we remember that pregnancy is the test of bodily soundness and that 
the kidney is the point of weakest resistance. Von Leyden, in fact, 
described what he termed the kidney of pregnancy, which oeeurs in 
a large percentage of cases late in pregnancy, and is characterized bj^ 
the retention of water and .salt without incrca.se of tbe nonprotcin blood 
nitrogen, and mild albuminuria. Fi.scber .states that 50 per cent of 
pregnant women may have slight occasional albuminuria with a moder- 
ate number of hyaline granular casts with white blood corpu.scles, and 
is inclined to attach no importance to this condition, but DeLee claims 
that such findings are always an indication of some compromise of 
function of the Indncy.s; be always regards albumin Avith suspicion, 
and when granular and cellular casts are pre.sent, the Avoman is im- 
mediately placed under treatment. For many years up to 1924 the 
Chicago Lying-In Hospital bad liad no deaths from eclampsia in pa- 
tients Avho bad received proper prenatal care; in that year, howeA'er 
two patients avIio had been rigidly .supervised throughout their preg- 
nancy developed conAuilsions and died in spite of all possible treat-' 
ment. Eclampsia, therefore, is not a fully preventable disease, but we 
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may say in the average ease that it is, and for this reason we cannot 
lay too much stress on the importance of checking the kidney function 
at regular intervals. 

In this series a faint trace of albumin "was found in 5 per cent of 
the cases, a marked trace in 8 per cent, and 1 per cent in 2 per cent. 
In only 6 per cent, however, \vas albumin found in more than two ex- 
aminations. In one of the eases, with a clear record to date, 4 per cent 
was reported present. Microscopic examination, however, showed the 
specimen swarming with spei’matozoa. The patient admitted that there 
had been intercourse shortly before the specimen was voided, and all 
subsequent specimens were negative. 

Two cases of preeclamptic toxemia were noted, both developing in 
the last three weeks. In botli cases the albumin was never more than 
2 per cent, and both patients cleared up under treatment. One case of 
nephritic toxemia is included, the patient coming under observation when 
six and one-half months pregnant. The first examination showed 10 per 
cent albumin with liyaline and coarselj' granular easts, and for five weeks 
the albumin fluctuated from a trace to 12 pei- cent. The child was 
born dead at nearlj'' eight months. I would like to note here tliat Dr. 
G. Jeff Miller lays particular stress on this type of toxemia as a cause 
of fetal death in late pregnancy. I w'as able to keep in touch with this 
patient for about eight iveeks after her delivery, and although her 
blood pressure had dropped to normal and the easts had disappeared 
from the urine, albumin from a trace to 1 per cent was still present. 

Although we look upon the kidney as being the weakest link in the 
chain in a large percentage of cases, on the other hand Ave should not 
fail to note certain instances of the Avonderful stability of this organ. 
In support of this contention I Avould call your attention to one case 
in particular, in which, in spite of a decidedly stormy course, 11 con- 
secutive urinalyses, including the percentage of urea elimination, Avere 
identical. 

The average pregnant Avoman sIioavs a Ioav blood pressure, and the 
slightest deviation from this standard, therefore, should arouse our 
suspicions. Sixty-five per cent of these cases gaA'e readings of 100 to 
110 over 60 to 80 mm. Five per cent were beloAV 100. TAventy-five 
per cent Avere from 110 to 120 over 75 to 90 mm. One patient, para 
iii, started Avith a pressure of 120, and from the fifth to the eightli 
month gradually rose to 150, after Avhich she fluctuated betAveen 140 
and 150 over 110. All other tests, hoAA'ever, failed to shoAV that this 
Avas an indication of a preeclamptic condition, and in spite of the happy 
outcome in this instance, such eases are hard to classify and unpleasant 
to handle. The case of nephritic toxemia, to Avhich I liaA'c already re- 
fei’red, fluctuated from 140 to 160. About four days before delivery 
there Avas a sharp drop both in the blood pressure and in tlie percentage 
of albumin, probably corresponding Avith the death of the fetus in utero. 
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Both, the preeclamptic cases gradually rose from 100 to 120 mm., not 
a marked increase but sufficient, with tlieir other symptoms, to make 
the diagnosis very definite. 

I realize that I have not presented to you any new or startling facts, 
and possibly I have overemphasized figures. To me, however, prenatal 
care is such a vital subject, probably because in my clinic work I see 
so many tragedies which follow its neglect, that I have taken the risk 
of burdening you with statistics, both from the patient’s and the 
physician’s point of view, in order to stress the importance of seem- 
ingly minor matters. The task of keeping 250 such records, with their 
mas.s of details, is, I admit, an onerous one, but you will agree with me 
that to the conscientious physician one life saved from eclampsia will 
repay him for his self-imposed toil. 
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FULL-TERM EXTRAUTERINE PREGNANCY, WITH REPORT 

OF THREE CASES'^ 

By Lucien a. LeDoux, M.D., New Orleans,. La. 

F ULL-TERM extrauterine pregnancy is a subject of unusual in- 
terest, not only on account of its comparative infrequency but also 
because of the varying aspects of its diagnosis and management. My 
first experience with the condition was in January, 1923, when I en- 
countered a ease on my colored obstetric service at Charity Hospital. 
Since that time, two other eases have been admitted on the same service 
and together they form the nucleus for some interesting observations. 

GLvse 1. — B. W., colored t'enuvR*, age twenty-three, multi para. Admitted January 
29, 1923. Previous history irrelevant. Last period January 1(5, 1922, duration ten 
days; usual duration live days. Patient was nauseated during latter part of 
February, felt life from middle of May to middle of October. Enlargement of 
abdomen began in March, and growth ivas rapid until November, when greatest 
size was attained. Since then there was a slow decrease in size. In November, 
after urination, she passed a lump of bloody, flesh-like substance, about the size 
of her hand, and since that time there was a continuous pinkish discharge, fairly 
profuse. About two weeks before admission she began to have abdominal pains, 
usually dull in chazneter, though occasionally sharp, accompanied by severe back- 
ache. There were chilly sensations also, hot flushes, some nausea, and one spell of 
vomiting. At one time the pains were apparently definite labor pains, but these 
did not continue more than twenty-four hours. The breasts were enlarged and 
contained milk from March to November. 

Physical examination was negative except that the breasts were enlarged and 
contained colostrum, and that the abdomen was the size and shape of a pregnant 
woman about at term. This enlargement was of a symmetrical, ovoid cimracter with- 
out rigi dity or tender areas. No heart hounds made out, no fetal movements 
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elicited. ^ Vaginal examination showed the os closed and softened, and the entire 
cervix displaced posteriorly. The fundus was not made out separate from the 
ovoid mass. 

X-ray examination did not confirm the diagnosis of full-term extrauterine preg- 
narrey. 

Under ether anesthesia another vaginal examination was made, and a sound 
introduced, which penetrated the uterine canal for the usual distance, confirming the 
diagnosis. At this time also the fundus could be made out distinct from the 
mass. Laparotomy was then done through a median incision. A large, cystic, 
semisolid mass presented, with the omentum spread fan-shaped over the entire 
surface in all directions. The lower pole of the mass was free, except on the left. 
Incision through the placenta, with suctioning of the amniotic fluid, which con- 
tained quantities of meconium. The mass was then removed in toto. TJic tube and 
ovary on the right were normal, but the left ovary could not be identified. A portion 
of the left tube had been removed with the mass. After particularly careful hemo- 
stasis the abdomen was closed rvith drainage from the culdesac through the lower 
angle of the wound. The sac, when opened, contained a dead fetus. 

Convalescence was uneventful, the highest temperature being 101 on the third 
day. Discharged in good condition Feb. 28, 1923. 

The pathologic report was to the effect that this was a case of ovarian pregnancy; 

I am inclined to believe, however, that it was secondary in origin. 

Case 2. — J. P., colored female, age twenty-nine, primipara. Admitted March 
10, 1923. Previous history irrelevant. Last period early in July, 1922, exact date 
not known. Persistent vomiting spells since last August. About a month ago, 
after purgation, the child was noticed to be very much lower in abdomen, although, 
according to the patient, the position had been unusually low from the beginning. 
There were sensations of fullness in lower abdomen present constantly, together 
with a sense of pressure on the rectum, and such extreme constipation that only 
castor oil gave results. Headache and backache were also complained of. 

Physical examination negative except for enlarged and distended abdomen. Fetal 
parts made out, the back being quite low down and lying to the left. Vaginal 
examination showed ceiwix very high, behind the pubis, soft, but not open. There 
was a marked bulging of the posterior vaginal wall. Rectal examination showed 
the fetal head encroaching upon the rectum and the vagina, in the culdesac, as far 
down as the coccyx. 

Tlie diagnosis was evidently a full-term abdominal pregnancy, with viable fetus, 
the position occipitoposterior and partially incarcerated. X-ray examination showed 
the pelvis to be amply large enough for the passage of the fetal head, and it was 
the opinion of the staff that a relaxed uterine wall liad permitted the head to sink 
so low into the pelvis. Tlic possibility of extrauterine pregnancy was considered. 

March 10, 1923, on examination, the head was found low in tho culdesac and 
resting on the cocej’x. The cervical os was found with great difficulty, and the 
cervix was pointing upward. Four days later the external os w’as found two 
fingers dilated. The next day apparently definite and normal labor began, and when 
examination, several hours later, disclosed that the perineum was beginning to 
bulge, tho patient was prepared for operative delivery. 

Examination under ether anesthesia showed tho verte.x pushing through the 
rectovaginal septum, with the cen-ix higli up, anteriorly, beliind the pubis and above 
the bladder, and the internal os persi.steiitly closed. Thc.«e findings seemed to 
establish the diagnosis of extrauterine pregnancy, and a median incision was there- 
fore made, VTlicn the peritoneum was opened a dark brorvu omentum immediately 
bulged out, followed by a portion of the transverse colon. The uterus was not 
visible. 'When tho hand was introduced into the abdomen the fetus was found lying 
free in the cavit}', tho membranes having ruptured. The child was somewhat 
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cyanotici but cried as soon as delivered. The placenta and membranes, which 
were bile-stained, were found adherent to the right tube, broad ligament, cecum, 
and under surface of - the liver. The fimbriated end of the right tube was the point 
of origin of the umbilical cord. The body of the uterus was in about normal 
position, purplish in color, soft, and about the size of a three months pregnancy. 
The adnexa were normal except that the tubes were slightly enlarged. Removal 
of the placenta was deemed too hazardous and it was left in situ, with a firm 
pack about the base. Usual closure, with drainage at the lower angle of the 
wound. It should be noted that there was surprisingly little blood lost during 
tliis procedure. 

Convalescence was smooth until the tenth day after operation. The drain was 
removed on the fifth day, together with the pack, and the temperature was aji- 
proximately normal. On the tenth day, however, there was a severe chill ndth a 
temperature rise to 103 and a pulse of 120. Prom that time on a typical septic 



Fig. 1. — Case 2. Child from a case of full-term extrauterlne pregnancy. Picture 
talvcn when child -was nearly two years old. Note supernumerarj’- fingers and toes 


course followed, with all the symptoms of general peritonitis, and death March 31, 

1923, IG days after operation. ’ 

A partial autopsy disclosed the abdomen full of straw colored fluid and there was 
evidence of a moderate general peritonitis. About half of the placenta had be- 
come detached and separated by organized blood clot, the remainder was adherent 
to the flmbriafed end of the right tube, tho posterior surface of the right broad 
ligament, and the appendiceal region of the cecum. There was no evidence of the 
umbilical cord or the membranes. 

condition^*^^ ^ weight 7N, pounds, and when last heard from was in good 

""Se thirty-seven, primipara, admitted Feb 20 

1924. Prevous hslorv Last psriod May of tho prorioos jcov pteSaaev 

apparcatly aomal oatil thtoc wcais a^o, sboe which time there has be'ea 
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bleeding from tlie vagina. Admitted TOtli diagnosis of probable abdominal preg- 
nancy. 

Physical examination negative except for abdominal condition. Petal parts dis- 
tinctly made out, with bulk of mass Ijdng in left lower quadrant of the abdomen, and 
a smaller mass extending to the right, about the height of a 3 months pregnant 
uterus. The fetal heart was distinctly heard to the left of the umbilicus and below. 
Vaginal examination sliowed a hard mass, presumably the head, betw'cen the vaginal 
wall and the symphj'sis at the normal position of the bladder. The ceiwix was soft 
and about one finger dilated. The fundus could not be made out. 

Examination under ether confirmed these findings. The mass on the right was 
identified as probably placenta; it was apparently continuous with the fetal mass 
on the left. Laparotomy through a 5 inch incision to the left of the umbilicus. 
Incision of the sac and extraction of the fetus. Tlie presentation was face, one 
foot was pointing downward towards the pubis, the other was extended upward 
towards the spleen. The anterior surface of tlie sac was covered by omentum, the 
posterior by a thin, fibrous capsule. The placenta was attached partly to the right 
side of the rectus muscle and to the right tube and broad ligament almost to the 
right cornu of the uterus. Its removal was obviously too dangerous to be con- 
sidered, therefore the cord was clamped and cut close to the base and ligated, 
and immediate closure without drainage was done. It should be noted also that 
both the large and small intestines were anemic looking and were adherent in several 
places by an exudate resembling plasma. The patient was removed from the table 
in good condition. 

The fetus was very pale and respiration was infrequent and shallow. In spite 
of the usual methods of resuscitation there was no improvement, and the child died 
in about an hour. It was apparently normal in every way except that the nose 
was flattened, probably from long pressure. Request for autopsy was refused. 

The mother did well until late in the afternoon of the day of operation, when 
her pulse suddenly became rapid and grew progressively weaker. She died within 
a few hours, apparently from shock due to internal hemorrhage. The abdomen was 
reopened and found to be filled with blood clots. 

The fact that these three cases occurred ivithin two years, stimulated 
my interest in the subject and I invc.stigated the records of Charity 
Hospital. Within the period from 1906 through November 1, 1925, 
367 cases of extrauterine pregnancy were admitted, of which number 
11 were full term, including the cases above reported. All were negro 
women. The ages ranged from twenty to thirty-eight years, 4 were 
primiparae and 7 multiparae. 

The value of a careful history is apparent. Llost of the.se patients 
gave a history of apparently normal pregnancy, but in some few in- 
stances during the first trimester, symptoms were described ivhicli sug- 
gested the existence of extrautexdne pregnancy. After this time the 
gestation approximated a normal one. and only at or near term did 
fresh symptoms recur. In all the cases except tliose in which living 
babies were delivei’ed tliere was a cessation of fetal movements after 
term. Practical!)’’ all reported the develojnnent of lactation, the passage 
of blood clots, or the presence of a blood-stained di.schargc, and .severe 
abdominal pains, in most cases not resembling labor pains. 

Physical examination in all instances showed the tumor present, 
separate from the fundus uteri, which was usually displaced laterally. 
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The fetal vertex usually encroached upon the cuklesac. Abdominal 
examination showed the tumor to be unusually symmetrieal, and the 
fetal parts quite near the skin surface. 

Three cases were reported past term, two being of tAvelve months 
duration and one of fifteen months. These eases differed from the 
others in that the patients all reported intermittent nausea, with or 
without vomiting, and< progressive emaciation. 

In seven cases the preoperative diagnosis was correct. At operation 
most of the feti were found macerated. The placenta was usually 
located at or near the fimbriated end of the tube or in the culdesac. 
The uterus was uniformly reported to be tlie size of a three months 
pregnancy. 

Laparotomy was done in all instances, with the delivery of nine dead 
and two living feti. In both of the latter instances, it is interesting 
to note, the mothers died. There was one other maternal death. 

From my own three cases and the others whose records I have 
studied, I would make the following deductions: 

1. Diagnosis is not always easy, as is evinced by the fact that only 
7 of the 11 eases reported were diagnosed correctly. 

2. The x-ray is of no diagnostic value other than furnishing con- 
firmatory evidence that a dead fetus is present. 

3. Laparotomy is the only safe method of delivery, particiilarly in 
consideration of the management of the placenta and the control of 
hemorrhage. 

4. The prognosis is more favorable in cases in which the fetus is 
dead, because of the obliteration of the placental circulation. 

5. The placental attachment often appears more formidable than it 
I’eally is. 

6. Drainage through the culdesac would seem logical and desirable. 

7. Delivery of a living /etus is rare and is attended with grave 
maternal risk. 
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SURGERY, RADIUM AND ROENTGEN RAYS IN THE TREAT- 
MENT OP CARCINOMA OP THE CERVIX^ 

By Harry H. Bowing, M.D., Rochester, Minnesota 

(Section on Itadium Therapy, Mayo Clinic) 

TV T EARLY all of our modern literature on irradiation treatment alone 
^ for carcinoma of the cervix uteri is based on what may be termed 
“trial treatments.” However, these reports are decidedly eneouragiug 
and with our present Imowledge of this pathologic process and a better 
understanding of the therapeutic effects of the rays employed the future 
results should be far superior to the ones now recorded. As there 
is a definite and efficient method of combating this neoplastic condi- 
tion, it is regrettable that most of our eases are seen so late that only 
palliation can be expected. However, the improvement is surprising 
in the limited number benefited. All patients accepted for treatment 
are improved and the criterion for their acceptance is that, all features 
considered, they have a chance to live at least six or eight weelts, since 
it requires this much time for the major tissue response to occur. 

An early diagnosis is paramount, as good and lasting results can 
only be expected in the early and possibly the borderline groups. 
Therefore, every adult female patient complaining of a menstrual dis- 
order, regardless of the character of the discharge, is worthy of our 
best efforts in diagnosis; this may require the employment of all the 
recognized methods: (1) bimanual j)alj>ation of the vaginal and rectal 
structures, (2) visual examination of the vaginal cavity, (3) the re- 
moval of a specimen for biopsy, and (4) dilatation and curettage; this 
method is indicated in only a small group. 

The procedures which follow demand the most careful, diligent co- 
operation between the surgeon and the radiotherapist. The extent and 
grade of the carcinoma must be carefully determined before treatment. 
The patient must be managed as an individual and not as one receiving 
3,000 mg. hours of radium, or the so-called carcinoma dose, lethal dose, 
and so forth. The dose of radium used in the treatment outlined here 
is adequately termed the therapeutic or the physiologic dose. The re- 
sponse to treatment varies and the dose cannot be determined before- 
hand although after a time the number of applications that wiU prove 
efficient in a given ease can be reasonably predicted. The treatment 
is applied by the broken or fractional dose method as distinguished from 
the desti’uctive single dose method, and provides the greatest amount of 
flexibility or indmdualization to suit the needs of the patient. A full 
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description of this technic is impossible here. As a rule, the universal 
silver tube applicator is the one of choice, containing 50 mg. of radium 
element (sulphate), filtered through the wall of the applicator (0.5 mm. 
of silver) .' It is allowed to remain in position from fourteen to twenty- 
hours. The treatments are given about twice a week until the series is 
complete, which may require from three to six weeks. The applicator is 
usually placed into the substance of the tumor or the cervical and 
uterine canal when these can be located. The plan is to employ about 
a total of 3,000 mg. hours of radium to each 2.5 cm. depth of involved 
tissue. The radium treatments are outlined and applied as a well- 
planned surgical procedure with the expectation that the initial total 
treatment will not need to be repeated. It may be necessary, however, 
after an interval of from six to eighteen months, to apply cautious 
treatment to an isolated area of activity in the vaginal tract and thus 
further arrest the disease. The radium applicator is always inserted with 
the patient in the knee-chest position. A Sims speculum and a direct 
light greatly facilitate these therapeutic procedures. This exposure 
permits visualization of the malignant process and has proved to be a 
great help in establishing the diagnosis. 

Generally the radium treatments are supplemented by roentgen-ray 
treatments, using the high voltage technic, with copper and aluminum 
filtration. Four areas are mapped out : one anterior, one posterior, and 
two lateral areas. One area a day is exposed until all the areas have 
been treated; the treatment may be repeated after an interval of two 
months. 

In practically all cases, a biopsy specimen, taken at the time of the 
first application of radium, is graded according to Broders. I am con- 
fident that this information has a definite therapeutic value. In cases 
in which a specimen is not removed, hemorrhage or secondary infection 
may be looked for as a possible serious complication. 

Cases are classified entirely according to the location and extent of 
the disease. In Group 1 are cases with early or operable lesions in the 
cervical canal. In Group 2 are included the borderline cases with dis- 
ease limited to the vaginal face of the cervix. In Group 3 are the in- 
operable cases. A case is considered inoperable when the disease has 
extended to the vaginal walls, broad ligaments, pelvic lymph nodes, and 
so forth, and usually with some degree of fixation. In Group 4 are 
the recurring eases. One should be reasonably sure the original lesion 
was operable, and the skill of the operator must be beyond question. 
Group 5 includes all cases in which the procedure was incomplete and 
only modified the lesion, such as incomplete operation, one or more ap- 
plications of the actual cautery, and insufficient radium and so forth. 
This IS designated the modified group. In Group 1, dilatation and 
curettage are usually necessary to make a definite diagnosis since the 
disease is beyond the vaginal face of the cervix. Should the material 
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removed be reported malignant by the pathologist, total abdominal hys- 
terectomy is performed immediately. JJadinm and roenigen-i'ay therap.y 
must be considered as a postoperative procedure ; its use depends on the 
findings of the surgeon and the pathologist. Should a tumor of Group 
1 or 2 be confined to tlie superficial tissue of the cervical canal and 
be entirely removed by the surgeon, the advisability of irradiation as 
a postoperative procedure is questionable. Should it prove to be a 
tumor of Group 3 or 4 with involvement of the deeper tissues of the 
cervical canal, radium and roentgen-ray therapy as a postoperative 
procedure is indicated. At least tAVo applications of radium to the 
Anginal stump should be given, using a vaginal applicator of sufficient 
size to contain the universal sih^er radium tube, Avith Avails of 1.0 mm. 
brass and 3.0 mm. hard rubber. The radium is alloAA'ed to remain in 
position for a period of from ten to fourteen hours at each application ; 
this is supplemented bj’" roentgen-raj’- therapy to the loAver abdomen, 
back, and' lateral Avails. A careful folloAA^-up should be instituted for a 
period of from eighteen to tAventy-four months. 

For Group 2 I recommend three or four cerAucal apifiications of 
radium for periods of from tAAmlve to fourteen hours each, giving about 
tAVO treatments a Aveelt. At the end of the series, from six to eight 
Aveeks should elapse to alloAV the cervix to heal, although in certain 
cases a fcAV AAmeks more may be necessaiy for complete healing. At this 
time total abdominal hj^sterectomy .should be con.sidered. In a .small 
group of cases so treated, no active carcinoma could be found by tlie 
pathologist in the specimens remoAmd. One surgeon volunteered the 
information that the operation AA'as easily performed ; there Avas but 
little tissue ooze, and the fascia planes separated easily. But to ensure 
satisfactory tissue changes, it is necessary that a sufficient intei’A’^al 
elapse betAveen the first application and tlie operation. This is usually 
in terms of Aveeks rather than days. As a prophylactic procedure, 
radium and roentgen-ray therapj'^ should be given as outlined for 
Group 1 and AAutli the same folloAv-up observations. 

For Group 3 radium and roentgen-ra 5 ^ treatment is giA^en. OAving 
to the extent of the lesion, regardless of the improAminent tliat may 
occur, surgical treatment in this group Avill not improve the end-re.sults. 
For purposes of radiotherapy, tliis group should be diAuded into tAVO 
classes: one in aa'IiIcIi the general condition is good and the other in 
AA’hich the general condition lias been undermined by the disease. In 
the first of these AA'ell-planned and applied doses of radium, a total ol 
about 3000 mg. hours for each 2.5 cm. depth of inAmlA'ed tissue by the 
broken dose method, should be given. The Universal silver tube appli- 
cator containing 50 mg. of radium element (sulphate) is used lor 
periods of from fourteen to tAS'enty hours each and ajiplicd about tAA'ice 
a Aveek, Tayo or three treatmcnt.s, employing the A'aginal applicator, 
are also used, supplemented by a course of roentgen-ray treatment as 
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outlined for Groups 1 and 2. Marked palliation should follow. The 
rule is that this treatment is never repeated; it is therefore important 
that the first series of treatments he sufficient. A follow-up course, as 
for Groups 1 and 2, is also necessary. When the health is undermined, 
the disease is usually widespread and radium treatment should be given 
cautiously. A total of from 1500 to 3000 mg. hours is employed, the 
applicator being inserted into the substance of the tumor or crater. 
A course of roentgen-ray treatment as previously mentioned should 
also be given. As a rule, further radium treatments are contraindicated. 

Groups 4 and 5 may be considered together. The amount and loca- 
tion of the infiltrating tumors malce it impossible to outline a course of 
treatment. In these, we employ various types of radium applicators 
such as the Universal -silver tube containing 50 mg. of radium element 
(sulphate), steel alloy needles, containing from 5 to 10 mg. of radium 
element (sulphate) each, platinum irridium needles containing 1 mg. of 
radium element (sulphate), or seeds containing emanation (Radon) less 
than 1 millicurie each. These are buried into the substance of the tumor 
about 1 cm. apart, in an attempt to get equal distribution of the energj^ 
throughout the tumor. The vaginal package is used to radiate tlie 
apparently uninvolved vaginal wall. In Group 4, much depends on 
the extent of the lesion at the time of treatment, and it is astonishing 
how much palliation may occur. I can recall patients treated five and 
six years ago who are apparently well today. In Group 5 tlie activitj’- 
can be further arrested by cautious treatments. Roentgen-ray treat- 
ment and a careful follow-up course are also indicated for both groups. 

SUMMARY 

A combination of surgery, radium, and roentgen rays is efficient in 
combating carcinoma of the cervix uteri. It is to be regretted that so 
feiv patients are seen in the early stages of the disease when the max- 
imal response can be expected. Much depends on the fii-st examining 
physician and he must realize his responsibility. All irregular men- 
strual phenomena and vaginal discharge, regardless of its character 
and the age of the patient, demand a most careful examination to de- 
termine the cause. Treatment should be decidedly individual as the 
response of tissue is different in each case. The broken dose permits a 
very flexible procedure capable of meeting the needs of the patient 
during the treatment. Close cooperation of all concerned, including 
the first examining physician, surgeon, pathologist, and radiotherapist, 
is essential, and it is only through such management that we can hope 
for good and lasting results. 
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AMERICAN ASSOCIATION OP OBSTETRICIANS, GYNECOL- 
OGISTS, AND ABDOMINAL SURGEONS 

THIRTY-EIGHTH ANNUAL MEETING 
HOT SPRINGS, FA., SEPTEMBER 16, 17 AND 18 1925 
Dr. Asa B. Davis op New York, Presiding 
f Continued from Fehrimry) 

Dr, George C. Mosher, Kansas City, Mo., read a paper on The Incom- 
patibility of Pregnancy and Fibroids of the Uterus. (For original 
article, see p. 334.) 

Dr. Edward A, Weiss, Pittsburgh, Pa., read a paper on The Treat- 
ment of Fibroids of the Uterus, — h. Comparative Study of Two Five 
Year Periods. (For original article, see p. 343.) 

DISCUSSION 

DR. EDWAJRD SPEIDEL, Louisville, Ky. — lu the matter of diagnosis of fibroid 
tumors or those complicated with pregnancy, we now liave a positive method. Be- 
fore the fifth month x-ray with pneumoperitoneum will outline the nodules of the 
fibroid tumor and the pliysician can determine whether there is a probability 
of any of the nodules obstructing labor in the later months of pregnancy. After 
the fifth month the x-ray will show the outlines of the fetus in the fibroid com- 
plicated with pregnancy. All obstetricians have repeatedly conducted labors com- 
plicated with fibroid tumors, in which they had made all preparations for a 
possible hysterectomy, for a forceps delivery and treatment of postpartum hemorrhage, 
only to find that the patient had perfectly normal labor. It is well known that 
in many of these cases where the nodules arc present at the beginning of labor, 
that in consequence of the retraction of the cervix and dilatation, they are pushed 
up out of the way and a very easy dcliveiy^ results. 

In those cases that have to be submitted to cesarean section, I am in favor 
of not doing a hysterectomy at the time unless degenerative changes are present, 
for this reason: We no longer see the tremendous fibroids of other days, and in 
those instances in which a cesarean section is now performed for fibroid tumor 
complicating a pregnancy, it is reasonable to suppose that the nodule is situated 
in the lower segment of the uterus. In consequence of the involution that takes 
place after labor a much simpler opcr.ation can be performed at a later date in 
most instances, removing the nodules in the lower segment of the uterus and pro- 
serring the childbearing function of the patient. Usually hysterectomy should not 
be performed at the same time that cesarean section is done. Furthermore it 
increase.^ the mortality. 

Dr. Moriier used the term one child sterility. It is my conception that that term 
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always refers to gonorrheal infection from the cervix that occurs from the birth 
of the child and results in double pyosalpingitis and consequently sterility. 

DR. EDWARD J. ILL, Newark, N. J.— First, I want to ask what do these gentle- 
men mean by degeneration? As I understand them, they mean certain forms of 
involutions of the tumor. For instance, a patient is pregnant and has a fibroid 
tumor; suddenly she has pain in the abdomen which lasts a few days and then dis- 
appears. If the tumor is removed it is found that there is a red discoloration 
all through the tumor, instead of being of a pearly cast. This is the first stage 
of a cure of the tumor by nature, because later on if you look at the same tumor 
it has become of a grayish or slate color, and later on becomes calcareous or else 
dwindles dorni to cicatricial tissue. Wlicn you speak of it as a malignant degenera- 
tion, there is nothing to prove that. 

The paper read last year by Fraukl in Cleveland refers to that sort of thing. 
The occasional case of a fibroma becoming sarcomatous is ever present in the mind 
of the pathologist. Dr. Weiss did not speak of having a recurrence of sarcoma 
after all tliese operations. I haven’t seen such a recuiTcnce in thirty odd years 
in all my operations. Twenty-eight per cent of all women after the age of thirty- 
five have fibroid tumors. Hoffman, the statistician, whose work is preeminent, 
has gone through all the records of the Johns Hopkins and the Massachusetts 
General Hospitals for me and lie has ferreted out of the autopsy records the 
number of women that have fibroids over thirty-five years of age. Every fourth 
woman you meet on the street over thirty -five has fibroid tumors 1 How many of 
us have really seen true sarcomas of the uterus developing from fibroids? Concern- 
ing pregnancy, I have seen but one tumor that has not retracted from below. 
Sometimes they do so during the last week of pregnancy. 

I want to ask Dr. Mosher what the pathologic condition was in those cases 
where he did a hysterectomy before the full term of pregnancy? 

When radium is used, we must have intelligence as a factor in the patient her- 
self. Some of our foreigners, whoso intelligence is of a low degree and who do 
not understand our language will not be mentally satisfied if radium is used to 
cure them of their sj^mptoms for they can still palpate the tumor. We have seen 
most beautiful results but wo never use radium except in the intelligent class of 
patients who understand what you can promise them. Others have to undergo the 
hysterectomy provided they have symptoms. 

I am glad to know that Dr. Weiss has restricted his radium treatment to small 
sized tumors. Large ones are failures, or as Dr. Clark says, he hates to make the 
uterus the sarcophagus of the tumor, wMch is not very unusual. 

DR. JAJMES E. KING, Buffalo, N. Y. — I tliink Dr. Weiss has very well sot 
foith the views of most of us, who have been using radium in fibroid tumors and 
I did not rise to dissent with him in any particular. I have found a very interest- 
ing side to this question of radium treatment for fibroids and that is, as he hinted, 
the prejudice that exists in the minds of the laity as to its use. Some of the 
most imfortunatc individuals that I have had occasion to come in contact nutli 
have been certain patients that have been treated by radium. Not only was the 
dose so large^ as to produce premature menopause, but it left uncertainty as to 
cure in the minds of these patients and made them almost complete mental wrecks. 
That is most unfortunate, kly own experience has also led me to feel that the 
early dose, especially in the patient of childbearing age, should be veiy small 
I made some mistakes in my early work, but today I would rather give a smaU dose" 
perhaps 400 or even .300 hours, with the possibility of a subsequent dose rather 
than give an overdose that will result in precipitating the menopause. 

Another thing we should consider is not only the childbearing possibilities of 
Gio woman, but also her marital life. I have found that in these women who have 
had the menopause brought on by an overdose .of radiation— x-ray or radium— 
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that the atrophy ■wliich takes place is extremely marked and in one instance the 
marital relations have keen impossible. 

So far as removal of the tumor is concerned, I must say, as Dr. Ill has said, that 
the patient should thoroughly understand the possibilities of operation or anotlier 
dose of radium. I don’t believe there is any condition in gynecology ■where one is 
so hedged about as in the treatment of fibroid tumors. I think the tumor should 
not be treated simply as a tumor but that all the associated circumstances should 
be taken into consideration, to make the best possible decision. 

DR. ROBERT D. MUSSEY, Rochester, Minn. — ^Approximately 2 per cent of the 
patients who come to the Mayo Clinic for treatment of fibroid tumors are pregnant. 
This number emphasizes the value of the conservative trcat 2 ncnt which has been 
advocated by Dr. Mosher in these cases. I want to heartily endorse what the author 
has said about the value of myomectomy in certain of these cases and tlie relatively 
small per cent in which it is nccessarj- to do a hysterectomy. The facts are that by 
conseiwativo treatment under careful observation practically all of these patients can 
be carried through to term; that most of them can be delivered spontaneously 
or -adth the use of low or midforceps; and that only in a very few instances is 
cesarean section necessary. 

The respect of the laity toward the medical man is gained by the conservation 
of childbearing and the menstrual functions. Radium was used in this group in 
one in five, I believe, and that is indeed conservative. 

There is one point to ■which attention might be called, and Dr. Weiss touched 
upon tills point, namely careful exclusion of any possibility of malignancy before 
applying radium. While a fibroid tumor rarely develops malignancy there is no 
question that this may coexist. Quite frequently the bleeding that occurs in the 
presence of a fibroid tumor may be due to an adenocarcinoma of the uterus and 
where this bleeding is at all marked a careful curettage and examination of the 
scrapings under the microscope is of great value before radium is used. Carcinoma 
may develop — not as a result of radium, but following its use in cases that have 
not been properly diagnosed. 

DR. JOHN 0. POLAK, Brooklyn, N. Y.— In something over thirty years of 
obstetric work I can remember but one case in which I have had to do an abdominal 
operation for tlic obstruction of labor by an incarcerated fibroid. I made one 
mistake in removing a uterus some years ago, before labor took place and had the 
cliagrin of seeing a premature child, that I believed would not come through, deliver 
itself after I had laid the uterus on the table. In other words, these cases do 
take care of themselves. Thej’- are subject to circulatory changes, but the more 
I see of circulatory changes the more I believe that nature is competent to show 
you the cause of the persistence of hemorrhage or the persistence of temperature 
and other conditions. 

In regard to the second paper, I don’t know of anything that has been presented 
to any society that is going to carry so much weight as this excellent paper of Dr. 
Weiss’. When you look at 1,200 cases and sec an analysis so honest as that, you 
can’t help but bo impressed with the fact that it means sometlung, and to the 
thinking man carries something with it. The whole point about the uso of radium 
versus operation is this; the diagnosis and the type of tumor. Radium will not 
cure subperitoneal tumors. Radium ■vvill do harm to the submucous pedunculated 
tumors. Wo have to have a tumor that has a diffuse circulation from tho intramural 
wall to get our best success with radium. 

One clinical point, too, is of very great importance, and that i.s how to handle 
these cases. Wo never promise these patients ■what we will do. Wo don’t knorv 
until we have the patient under the anesthesia and have done our preliminary ex- 
ploration of the uterus whether we can use radium or whether hysterectomy will 
be necessary; ■wo don't know until tho abdomen is opened whether we will do a 
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myomectomy or a hysterectomy. Patients should he taught to put sufficient trust 
in you to allow you to make the decision in order to do the best work. 

I don’t know of anything tJiat makes a woman so happy as to realize that 
she is not unsexed. We have been doing partial resections of the uterus much more 
frequently lately, rather than hysterectomy. Ordinarily it is a question of a 
healthy cervix, but now wc do not worry so much about the cervix because we 
can cure an endocervicitis. We have been resecting the upper portion, leaving as 
much mucosa as we can and leaving one or both ovaries, and the patients are very 
happy. One of my friends in New York advised a dilatation and curettage on 
one of these cases who had only a lower segment. 

Radium will cure dysmenorrhea in many of these very marked multiple fibroids 
without stopping the menstruation and without the necessity of the woman losing 
lier uterus. 

I have for a long time been advocating removal of the cervix in hysterectomy 
on account of the incidence of cancer. The last few years we are trying a new 
scheme to see how it will work out. We are coning out the cervix with a very 
sharp knife so that nothing is loft but a rim of partial mucosa and before the 
patient leaves the hospital wc leave 50 milbgrams of radium in the cervix for some- 
times ten hours or so, and are trying to sec whether we will get the same incidence of 
cancer that we found in the prerdous analj'sis of our cases. 

DE. HENRY SCHhfITZ, Chioago, III. — ^In connection with Dr. hlosher’s paper 
I wish to cite a case of a colossal myoma of the uterus which grew so rapidly 
that the patient was desirous of having it removed. The uterus after hysterectomy 
delivered itself of a twin pregnancy of about ten weeks. The occurrence of twin 
pregnancy with myomata is rare and therefore I mention this case. 

In the application of radium in myomata uteri we should bo extremely careful. 
Each and every case should bo a law unto itself. If the myoma causes but the one 
symptom of bleeding, then the bleeding can be reduced by the application of very 
small amounts of radium. We should realize that radium does not primarily act 
upon the ovaries which are about 5 to 6 cm. distant from the cervical canal, but 
expends its action on the endometrium. If a gjmecologic radium carrier is 
applied to the surface of the skin at a distance of 1 cm., we can expect a super- 
ficial bum of the skin after a 90 minutes application with a subsequent scar 
tissue formation. If radium is applied intrautei’ino for a few hours only it will 
probably cause a- scar in the anterior and posterior walls of the endometrium about 
3 cm. in length and 1 cm. in width, depending upon the Icng-th of the radium 
capsules. Thus a decrease in size of the menstruating and sccieting endometrium 
is caused and a corresponding reduction in the amount of blood lost at the men- 
strual periods will result. If necessary a second application can be made in five 
or six months. In this way menstruation can be preserved. I have seen three cases 
of pregnancy following this technic. 

Another point I wish to make is that radium tiieiapy should be controlled by the 
gjmecologist. I feel that in the large gynecological clinics there should be at least 
one member who is thoroughly trained in radiation therapy and who should supendse 
the use of radiation, whether it be x-ray or radium. Only then can we within five 
or ten years, establish the true value of radiation therapy in gynecology. To refer 
these patients to the radiologist is a mistake, for he does not know how to treat 
them gjmecologically and the gjmecologist cannot tell the radiologist how to treat 
them radiologically. 

DR. A. J. EONGY, New Youk CiTv.-Dr. Mosher raised the question about 
sterility in fibroids. I believe neither causes the other, but that it is a constitutional 
conffition wluch produces each. A woman who has a fibroid has a low grade of 
fertility. The two conditions have no relation to each other except as a direct 
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result of a constitutional disturbance, rvliieh brings about the inferior grade of 
fertility. 

In all my experience I never saw a case of placenta previa in a pregnant woman 
who had fibroids of the uterus, and the reason is a very good one. Ordinarily 
when the fibroid is situated in the uterus, there is an increased circulation and the 
placenta wiU commence to form there. The only indication, to my mind, for opera- 
tion for fibroid tumors during pregnancy is pain that cannot be controlled by 
large doses of morphine, two, three, or four grains a day if necessary. 

I am never afraid that necrosis of the tumor will take place. If the pain is 
relieved the fibroid will take care of itself and there will be no trouble. The great 
trouble with patients, who have fibroids and are pregnant, is that they may not 
carry to term. They usually miscarry in the third or fourth month. Maybe the 
reason is that the corpus luteum of pregnancy is not well formed. 

I usually do a supravaginal hysterectomy and instead of including a piece from 
the cervix, I bum out the cervical canal TOth a galvanocautery. In my experience, 
the incidence of bleeding associated irith the stump is practically nil. In my entire 
experience I only had one case. 

Keseetion of ‘the uterus should be done whenever feasible, because it is absolutely 
necessary to preserve the menstrual function of the patient during the child-bearing 
period. 

DE. F. A. CLELAND, Toronto, Ont. — ^I n speaking of fibrous uteri, I would like 
to know whether the Doctor includes the type of case wliere the uterus is enlarged 
but where there is no fibroid of a definite type? 

DR. MOSHER (closing). — I tliiuk it is a great advantage to go once in a while 
over these topics that are moie or less controversial so as to bring before the 
medical public the literature on these conditions because, while it is not so im- 
portant that we shoifid have a repetition of it in a body of this sort, the importance 
is really that our discussions go out to the medical public through the transactions 
and through the Journal. 

With regard to Dr. Ill’s question, hysterectomy was done for pain, pain that 
was uncontrollable except by the constant use of morphine. 

Dr. Tracy has called my attention to the fact that in his collection of statistics, 
25 per cent of the patients with fibroids were fertile and 75 per cent were sterile. My 
statistics, which I have gained from a review of the literature, showed that there 
was an average of 25 per cent in which sterility existed. 

In making any statement about the treatment of fibroids my argument has, of 
course, been limited entirely to myomata -which complicated pregnancy and there- 
fore it is not nearly as elaborate as the methods of treatment described by Dr. 
Weiss. 

I am very pleased that Dr. Mussey and Dr. Polak emphasized the conservative 
method of treatment and individualization of the cases because my paper stresses 
that there has been too much of a radical trend, and every patient thus supposed 
to bo immediately a surgical case. If we can emphasize the fact that we are 
doing more good by conservative treatment, we shall have made a long stride 
ahead for the benefit of humanity. 

DR. WEISS (closing). — In this discussion we cannot consider the entire sub- 
ject of radium, but it was my intention to bring to your attention the unfavorable 
features of radium as well as the advantages. 

As to the question, -ivhat harm will radium do where there has been any in- 
flammatory process, I may say that in the few cases where wo did use radium in 
the presence of a recent or old inflammator 3 ’ process we did have some reaction. 
One patient developed a pelvic abscess; in throe others there was a recurrence 
of n chronic peritonitis; and one patient -^vas very ill for .several day.s and developed 
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a very marked exudate. I should like to make this point emphatic, that under 
no circumstances should we use radium in the presence of an inflammatory process 
of any kind. 

Dr. Mussey brought out an important point, namely that under no circumstances 
should we use radium until tlie correct diagnosis had been made. In a few such 
instances we had to operate because they had been improperly radiated in other 
clinics. Carcinoma of the fundus should not be treated by radiation but rather by 
operation. 

The question was asked, have we included in this group the so-called myopathic 
bleedings'? No, they are not included in this study wliich embraces only the 
neoplastic type. 

As to the size of the fibroids, it is our rule not to use radium when the tumor 
is larger than a three months’ pregnancy. If the patient has some constitutional 
disease and has a large tumor that cannot be well treated with radium, we may use 
x-ray but we do not favor x-ray because there results atrophy of the ovaries and 
a shrinkage of the other tissues. 

Dr. King states that one objection to the use of radium is the effect on the 
marital life of the patient. If radium is introduced high up in the uterus some, 
but not much shrinkage of the vaginal tissues may result. However, we have ob- 
served more vaginal atrophy when the radium is used low in the cervix as in treat- 
ing ccnucal carcinoma or in treating cervicitis according to Dr. Curtis’ method. 

Another point that we wish to make is that radium should be used in the pelvis 
only by the experienced gjmecologist. Tlie radiologist has no justification for using 
radium in pelvic disease, as mistakes in diagnosis have brought radium into dis- 
repute. A very careful study of every case must be made and wo should explain 
to the patient the possibilities of radium failure. If she is willing to accept that 
condition and if the gynecologist has carefully considered all the contraindications, 
he is safe in employing radium. By such conservative treatment, we can reduce 
our operations fully 25 per cent. 

This question should also be considered from the patient’s financial standpoint. 
If we perform an operation, a myomectomy or a hysterectomy, it means a stay of 
two to four weeks in the hospital. If radium is used instead, the stay in the hos- 
pital is only four or five days. As fibroids are very common in single women, 
school-teachers and others having responsible positions where loss of time is a great 
factor, radium is particularly applicable. 

Dr. Henry Schmitz, Chicago 111., described the Blood Sedimentation 
Test in Pelvic Infections. (For original article, see p. 353.) 

DISCUSSION 

DR. H. 0. PANTZER, IndianapoXiIS, Ind. — The diagnostic significance of tem- 
perature in these cases prompts me to call attention to the fact, yet not generally 
recognized, that a subnormal or low temperature by mouth often runs concomitant 
with a temperature one or more dcgines liigher by rectum, namely,' whenever the 
seat of the infection is below the diaphragm. Hence the importance of taking 
rectal as well ns oral temperature. 

DR. JOHN 0. POLAK, Brooklyn, N. Y.— I would like to ask the Doctor to 
point out the value of this test in the differential diagnosis between pelvic inflamma- 
tions and ectopics. 

DR. A. J. RONGY, New York City.— A t the Lebanon Hospital the sedimenta- 
tion test was earned out in 100 cases. In some instances it guided us in our nro- 
ccdurc. 

As a general rule, it may be stated that no gynecologic case should be operated 
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upon during the acute stage, -when the sedimentation time is half an hour or less, 
and the operation should be postponed until the sedimentation time is at least 
more than one hour. 

It often helps us to make a differential diagnosis between intraligamentous tumor 
and adnexal inflammation. Once the sedimentation time is above forty-flvo minutes 
it is safe to operate. Great increase in the rapidity of sedimentation occurs in 
torsion of the pedicle of ovarian tumors and in necrosis of fibromyoma. Pregnant 
women as a mlc have an increased rapidity of sedimentation. In the puerporium 
a very rapid sedimentation usually means infection. 

Wliile this test has been carried out by a number of investigators still more 
experience is necessary in order to utilize it as a routine measure in the practice 
of surgery and gynecology. 

DR. SCHMITZ (closing). — ^Laboratory tests for the corroboration of clinical 
findings are very valuable. Our first object in medical work is to train clinicians 
and secondly laboratory workers. I object to the use of laboratory tests to replace 
well established clinical findings. If our young medical men of today would do 
more clinical work and trust less to laboratory methods we would be surprised at 
the results. 

IVe did not determine the safe time of surgical treatment from the findings of 
the sedimentation test at all. This was done with leucocyte counts and the tem- 
perature measurements. Comparing the clinical results with the sedimentation 
time we came to the findings and conclusions given in the paper. In fifty cases of 
inflammatory disease operated regardless of S. T. findings, we hod only one com- 
plicated with morbidity. Therefore the old and tried methods give accurate results 
for the determination of time of safe operability. We did not observe a single 
case of ectopic pregnancy in this series and hence could not report on the differential 
diagnostic value. 

(To he continued in the April issue) 


THE NEW YORK OBSTETRICAL SOCIETY 

MEETING OF OCTOBER IS, 10Z5 

The President, Dr. 0. Paul Humpstone, in the Chair 

Dr. R. M. Rawls described a case of Lipoma of the Broad Ligament. 
(For original article, see page 305.) 

DISCUSSION 

DR. W. P. HEALY.— Several years ago, at Roosevelt Hospital, I removed a 
lipoma about two-thirds the size of an adult head from the right broad ligament 
of a negress. I attempted to drain what I thought was an inflammatory lesion by 
doing a colpotoniy. Then I identified tlie lipoma and removed it. I did not do a 
hysterectomy. The tumor w.os very closely and intimately attached deep in the 
})clvis to the vessels. 

Dr. Prank R. Oastler reported a case of Complete Inversion of the 
Uterus. 

L. F., aged twenty-two, primipara. Antepartum liistory was normal throughout 
except for secondarj* anemia. Menstruation began at age of sixteen, irregular, 
twenty-eight to thirty-one days; duration four to five days, sometimes abundant, 
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sometimes liglit. Dysmenorrhea and headaches constant. Last' menstruation April 
5 , 1924. 

Patient was delivered January 14, 1925, after three days of labor, by a median 
forceps operation. Presentation vertex, position L.O.A. At the time of delivery 
the patient was in poor general condition. The baby, born alive, weighed seven 
pounds, five ounces. Placenta was expelled by Grede’s method without much effort. 
No perineal tear. Pollow'ing delivery the patient suffered from considerable shock 
and hemorrhage, for which conditions her doctor could not account. 

For one week the patient bled profusely; then the bleeding became less, but 
continued for two weeks more. There were no other complications except the con- 
sequent anemia. The patient was kept in bed four weeks. E.xamination on dis- 
charge revealed bilateral laceration of the ceiwix, and uterus properly involuted, 
otherwise negative. Five days after returning home the patient called her doctor 
complaining of a hea^y feeling in her pelvis, constant bearing do^vn, and extreme 
weakness. 

Examination revealed 'a mass in the vagina like a fibroid polyp. The diagnosis 
of inversion of the uterus w’as made and the patient referred to me. She was ad- 
mitted to the Lenox Hill Hospital March 26, 1925, six -weeks after delivery. She 
was well nourished but veiy pale and weak. General physical examination was 
negative. Urine was normal except for 0.7 per cent sugar. Blood, R.B.C. 2,820,000. 
Ilg., 42 per cent. Blood Chemistry: Urea nitrogen 15.5, Creatinin 1.4, Uric acid 
2.7, Sugar 0.141, CO. 51.9. Blood pressure Temperature 98.6“ F. Pulse 90. 

She complained of constant bearing down sensations but no pain. 

A pear-shaped tumor filled the vagina. It was soft, and dark red in color. The 
surface bled easily. This tumor projected from the cervix and was continuous on 
all sides with the lip of the cervix which formed a collar around its base. No fun- 
dus was felt in tlie abdomen. Adne.xa were not palpable. No pelvic tenderness. 

The patient -was transfused -with COO c.c. of blood, and following transfusion, 
the blood count was 4,360,000 reds, hemoglobin 65 per cent. She felt very much 
improved. Two days later, under anesthesia, the cervix was gradually dilated man- 
ually and the fundus gently forced back into place. This w'as accomplished with- 
out great effort and bleeding was moderate. On account of the inexperience of the 
operator with inversion of the uterus, and recognizing the possibility of abdominal 
complications, it was decided to perform, an exploratory laparotomy. A vertical 
incision two inches long was made in the median line, beginning three inches below 
the umbilicus. The pehls was found to be filled with a clear, serosanguineous 
fluid which was removed. The uterus had recovered its normal shape and position. 
The adnexa were normal. No adhesions were present. On the posterior wall of 
the fundus (the apex presenting at the top) was an irregularly triangular area of 
necrosis, the sides of which were one inch long. Incision into the area w'as blood- 
less. The necrosis extended completely through the muscular wall of the uterus. 
This area was removed, the incision extended into the uterine canal and the wound 
was closed with three layers of catgut. The abdominal wound was closed layer by 
layer. Recovery was uneventful. On discharge, two weeks later, the fundus was 
firm, small, and in good position; the cervix was soft and patulous. The patient 
was in good general condition. 

The literature on inversion of the uterus includes 641 cases; 81.2 per cent 
were obstetrical in origin, 13 per cent were due to uterine tumors, 2.2 per cent 
was postmortem, 2 per cent were iodiopathic, and 1.6 per cent were postabortivc. 
Jones reports 1 case in 128,000 in . institutional work. 

The mortality reported is 41 per cent. Jones finds that the diagnosis was 
made in 191 cases as follows: 19 immediately, 44 after the deliver}' of the pla- 
centa, and 141 within twelve hours. In another series of 158 cases, 67 are diag- 
nosed witMn six weeks, 52 within six months, and 40 after one year. 
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Preach reports a case similar to the one here reported, discovered four weeks 
after labor, in -which repeated examinations -were made for the first three weeks 
and conditions were found normal. The inversion occurred in the fourth week. 

Dr. F. C. Holden reported two eases of Inversion of Uterus. 

Mrs. B. S., aged eighteen, para i. Admitted to obstetrical department of Bel- 
levue Hospital, December 6, 1923, in labor. Normal spontaneous delivery at 2:00 
A.M., December 7. Spontaneous delivery of placenta except for a small fragment 
which was subsequently removed by Credd's method and pituitrin, followed by 
considerable hemorrhage. Patient went into shock which necessitated hypoder- 
moclysis and two transfusions. 

Note appears on the chart that one hour and ten minutes after delivery, what 
apparently looked like a clot appeared at the -vailval orifice (probably inverted 
uterus), with marked dimpling of the fundus. No vaginal examination made on 
discharge. 

After lea-ving Bellevue she felt very well; had vaginal bleeding Jan. 6, 1924, 
lasting two days and Peb. 1, 1924, two daj's. On Peb. 9 there was profuse bleeding 
for about two hours, -with numerous clots. Consulted a physician -who sent her to 
Christ Hospital, Jersey City. Dr. William Preile wrote, saying: "She had a 
complete inversion of the uterus and was very much exsanguinated. Was taken 
to the operating room and anesthetized but bled so profusely that a McGraw liga- 
ture was placed around the uterus and she was put back to bed. The ligature was 
subsequently removed and an attempt made at replacement by using a Toorhees 
bag. This procedure met no perceptible change in the condition and before any 
other operative procedure could be attempted, she -n’as removed from this in- 
stitution. ’ ’ 

On admission to the gynecologic department of Bellevue on Peb. 25, 1924, the 
following findings were noted; Good parous abdominal wall, no points of tender- 
ness, no palpable tumors. Good parous pelvic floor. A foul mass presenting at 
the vulva. Posterior rim of the cervix can be felt -with a globular mass about 1.5 
inches in diameter extruding from it. Anteriorly the cervix fuses into a globular 
mass. Pundus not palpated above. No palpable adnexal pathology. Speculum 
examination shows a sloughing mass which can be traced up to tho posterior lip 
of tho cervix; anteriorly it extends higher up. Normal vaginal mucosa showing 
superiorly. 

Diaffnosis . — Inversion of the uterus with sloughing. 

Treatment consisted of elevating the foot of tho bed and using antiseptic hot 
douches. 

March 8, following note made: Tissues appear to be more healthy. No slough, but 
profuse white discharge. 

hlarch 14: Vaginal findings completely changed, fundus not inverted. Slight bi- 
lateral lacerations of tho cervix. Considerable mucopurulent discharge. 

April 18, at time of discharge : Good parous pelvic floor. Cervix in axis of vagina, 
slight laceration. Pundus small, retroverted, movable. No adnexal or para- 
metric abnormalities palpable. 

Mrs. M. K., aged riventy-fivc, para iii. The patient was seen in consultation at 
Bellevue 8chool of Midwives, July 28, 192a, with the following findings noted: 
Uterus and cervix completely inverted, lying in vagina. Fniidus well-involuted, 
forming an ovoid mass 0 cm. in diameter. No definite cervical rim can bo felt 
at upper extremity of vagin.a but merely a cuff of mucous membrane. Uterine 
tissue very friable and the endometrium which presents, bleeds on the slightest 
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manipulation. Tlie bladder dips only a short distance into the anterior -wall of 

the inverted cup. Cervix dilated about 3 cm., soft, and enlarged. Tubes and ova- 

ries normal. History of spontaneous delivery at 1:35 A.M., July 9, Credo’s method 
vras used excessively at 2:00 a.m. j uterus inverted ndth placenta attached. When 
seen by resident physician at 2:30 A.M., the patient Tvas in shock, ivith a large 
mass between the thighs which consisted of uterus and placenta attached. Placenta 
separated from uterus with difficulty. Uterus pushed up into vagina and held in 
place by large pack; 500 c.c. of gum glucose were administered immediately with 

other antishock measures, and at 3:00 p.m., 550 c.c. of blood by transfusion. At 

both previous deliveries the patient had had adherent placenta, with blood trans- 
fusion after second delivery, preceded by manual removal of placenta. 

Transferred to Gynecologic Service July 28, 1925. Treatment consisted of liigh 
elevation of the foot of the bed, and hot vagin.al douches tmtil August 7, 1925, 
when an unsuccessful attempt at reduction under anesthesia was made. Spinelli 
operation was done August 7, together with posterior colpotomy. Moderate right 
postoperative thrombophlebitis. 

Discharge note: Sept. 15: Good parous pelvic floor. Cervix in axis of vagina, 
regular in contour. Pundus normal size, slight retroversion. Ho adnexal or para- 
metric abnormalities palpable. 


DISCUSSION 

DE. A. M. JUDD. — I have seen two cases of inversion of the uterus. The 
first was an acute case and the patient died within a short time. The other was 
a chronic case in which the condition had existed for nine montlis. I reported 
this case before the Society about three years ago. 

I did a Spinelli operation from below, first having studied the condition from 
above through laparotomy incision. Tliis I did to prove or disprove the many 
statements made regarding the pulling or nonpulling in of the bladder, tubes, 
and ovaries into the cup of the uterus formed above by the inversion. Many 
authorities state that these organs are not pulled in. They were in this particular 
case, and I believe they would bo in any case of inversion of any extent. 

The woman with the chronic case of inversion was subsequently delivered of a 
living child. 

DE. HAEVEY B. klATTHEWS. — I have seen two cases of inversion of the 
uterus within the last few years, one of them chronic and the other subacute. The 
chronic case was of nine weeks’ duration. Under deep anesthesia, we failed to 
reduce per vaginam the inversion through the cervical ring. We then opened the 
abdomen and by stretching the ring from the abdominal side were able, by ab- 
dominal-vaginal manipulation, to reduce the uterus very satisfactorily. The woman 
died of general sepsis on the eighth or ninth day after the reduction. 

The inversion in the other case was of two weeks’ standing. This may or may 
not be considered subacute. The inversion was very easily reduced by vagina. 
After reduction, we packed the uterus firmly ndth 2 inch packing which had pre- 
viously been soaked in 4 per cent mercuroehrome. One-half of the gauze was re- 
moved in twenty-four hours and the remaining one-half in forty-eight hours. The 
patient had one blood transfusion of 400 c.c. for the acute anemia immediately 
after the uterus was reduced and packed. She made an uneventful recovery. 

Dr.^ Oastler referred to the advantages of opening the abdomen in these chronic 
inversion cases to ascertain the condition of the cervical ring and adjacent tissue 
from above. There is apt to be necrosis, sloughing, and infection present. In the 
presence of one or more or all of these conditions, hysterectomy should be done. 



414 THE AMERICAN JOURNAL OE OBSTETRICS AND GYNECOLOGY 


Dr. Wm. S. Smith read a paper entitled Obstetrical Heresies at the 
Brooklyn Hospital. (For original article, see page 324.) 

DISCUSSION 

DE. HAEOLD BAILEY. — ^I feel that the best way to discuss the subject is 
to present the results of my service witli the conservative meOiods employed at 
Bellevue Hospital in 1923, 1924, and 1925, in 2091 indoor cases. In addition, we 
were responsible for 1308 cases from the School of Midwives, or a total of 3399; 
practically aE the abnormal cases. 

I have never used the internal roLation procedure for occiput posterior, but I 
am not prejudiced against it, and I believe that in those cases iu wliich it is 
necessary to do a high forcejis operation it would be better to roll the head and 
shoulders and allow the presenting part to go further into the pelvis. Dr. Smith’s 
results show the advisability of internal rotation, for he had but one high forceps 
as against the 19 that we had. We had 78 primiparae requiring operative pro- 
cedure for occiput posterior position or, if we add the School for Midwives group, 
a total of 84. On the indoor service, i.e., in 2,099 cases, we found it necessary to 
do 75 forceps and 3 versions. Dr. Smith did 98 rotations in 2,000 cases. He lost 
10 babies (stillbirths and neonatal deaths), or 10.2 per cent. We lost 5 babies 
or in our total group of 84 cases, G babies. In other words we had a mortality for 
the indoor group of 6.4 per cent and for the entire group 5.9 per cent. These 
figures are lower than the normal death rjite wlien the stillbirths and neonatal 
deaths are added together. 

In discussing the use of forceps, we will leave out the cases of forceps control 
because every one will admit that there is no danger in the procedure, and it is 
regularly used by all of us. In the other forceps cases. Dr. Smith had an incidence 
of 24 per cent as opposed to our 9.4 per cent. In our forceps delivery we had 
one maternal death. This patient had a pyelitis. After ten days her temperature 
dropped to normal where it remained for three days. Slie then had a cerebral 
hemorrhage which was both intradural and extradural. I believe that this was a 
case of septic thrombosis and that the end-result had notliing to do mtli the for- 
ceps procedure. 

In the Brooklyn Hospital thej- cut the perineum in 65 per cent of all their 
cases and we cut it in 1.9 per cent. In the entire group, they cut it in 872 cases, 
we cut it in 40. Dr. Smith had a total of 23 complete tears, and 6 others with loss 
of sphincter control; we had 5 complete tears. 

In this connection another point should be mentioned. I have ahvays felt that 
in properly conducted obstetrics two doctors should be “washed up,” although 
both in private and hospital practice we still have but one. However, if two men 
are ready to operate we feel that one of them should be a visiting surgeon of the 
hospital, for we surmise that when both operators are intonies, an unneccs«ar\ 
amount of surgeiy will be done. 

We do not treat hemorrhage in the same manner !is at the Brooklyn Hospital. 
Bather than lose time with douches, we inject pituitriu. If this does not control 
the bleeding we at once insert into the uterus a large sized uterine packer through 
which we pack the cavity with iodoform gauze. We had 11 cases of postpartum 
hemorrhage with one death and 12 cases of manual removal of the placenta with 
one death, or a total of 23 cases with two deaths. 

In 3399 cases, we did 57 ccsare.nn sections, or 1.7 per cent without matorna 
deaths, but there were 7 infant deaths, a rate of 12 per cent. Twelve of our pa 
tients, or 21 per cent, had fever postpartum. 

In this group of cases we employed the low flap ce.sarean .section 44 times, an 
we feel that this procedure allows us to operate on patients who have been cx 
amiiicd by inidwives ;ind doctors elsewhere. However, we do not intimate that 
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•we would do an abdominal operation on a woman who has been manhandled with 
forceps for an hour or twoj in such cases a craniotomy must be considered. Since 
1921 we have not lost a patient with cesarean section whereas prior to that lime, 
with sections performed in the old-fashioned manner, we lost several. 

We had 22 maternal deaths, or 0.61 per cent in 3399 cases. Dr. Smith’s per- 
centage w'as 0.65. If we take our indoor cases alone and deduct seven deaths due 
to medical conditions (a deduction permitted by the statisticians), and one pa- 
tient with postpartum hemorrhage who died five minutes after arrival, we have 14 
deaths in 2091 cases, or 0.65 per cent. 

In regard to fetal mortality we are not so fortunate. We have a rate of 10 or 
11 per cent instead of 3.8, but we include abortions and miscarriages from the 
fourth month on ; and in our hospital, we have a good many of these. 

In closing I should like to ask Dr. Smith if, Avhen he says he rotates the head 
180 degrees, he does not mean that the body of the child is rotated 180 degrees. 

DR. R. L. DICKINSON. — In presenting this work I think perhaps Dr. Smith 
might add that much of this is deliberate clinical research rather than establishing a 
standpoint which he and Dr. Pomeroy- might ask to have generally applied to ob- 
stetric procedures. These measures can be tried out in hospitals when they could 
not be tried out elsewhere. I am speaking particularly of the high manual rotation 
which Dr. Pomeroy perfected and carried through with extreme skill and adapted 
to proper cases, because no man of his generation was more conservative or, to my 
mind, a better obstetrician. lie developed and ho carried out an idea of many 
years ago when I brought up all the literature and reported some cases of cesarean 
section in Surgery, Gynecology and Ohstetricn in 1910. Unless you put your hand 
into the uterus you do not know how many of these retraction rings cause obstruc- 
tion, Twenty-four out of 82 of the high rotation cases belong in the group of 
retraction ring cases. Suppose one tried to deliver Avith forceps under those con- 
ditions, In other words, you can easily see that these are serious cases. I think 
Dr. Smith should pick out these retraction ring cases and make a special series of 
tliem, because twenty-four constitute a larger single group than I remember of 
finding in the literature. 

I spoke of clinical i-esearch. This rvas deliberately planned and carried out in 
the case of that inordinate number of forceps deliveries. Naturally criticism has been 
directed to Dr. Pomeroy on this basis. I draAV attention to the fact that for years 
the staff reviews in the Brookhm Hospital obstetrical service have been real revieAvs; 
that is to say, CA-ery casualty goes into the calamity book and is summarized and 
Ave arc able to folloAV these through. The thing done there I have seen done no- 
Avhere else, and it has been going on for some years noAW It is done noAvhere in 
the forty-four staff rcA-ieAA's I A-isited in leading hospitals. We do not simply take 
up every death and CA'ery complication and evciything that goes wrong, but each 
case is “cleared” or it is “not cleared” in the records of the staff rcA'iew. It 
means that a man cannot avoid operating in order to hold down his mortality 
record when he should have operated. On the contrary, he has to do CA-erything he 
can to save the patient? We vote and the general consensus of opinion clears or 
docs not clear the case. 

The dilatation of the sphincter I regard as a great advance. HoAvever, I do 
not agree Avith the early repair of the sphincter. Two days later anatomical restora- 
tion can be more casUy made. 

I draw attention to the small number of postpartum hemorrhages and the results. 
The high hold of the uterus was something I began to practice forty years ago 
and published in the Brooklyn Medical Journal in March, 1899. Dr. Pomerov 
rediscovered it and made an independent study of it. If you push the uterus doAvn 
into the pelvis you will simply double it on itself; you cannot get a hold on it, but 
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if you lift it clear up out of the pelvis you can handle it as you would a small 
melon or gourd and can get it between your tw'o hands. 

The frequency of cesarean section is a thing that calls for general public com- 
parison. We liave a I’eport of incidence under 2 per cent. 

For maternal mortality and the stillbirth mortality, what is the standard? I 
have been trying for the past five years to get the American College of Surgeons 
to publish such mortalities. In New York it is very difiicult to work out fetal 
mortality, for the City Hospitals are publishing their abortions as stillbirths. For 
comparison of results we have to throw out that whole group. Only when we call 
things by the same name will our results be comparable. 

DR. ELIOT BISHOP. — Dr. Smith has not attempted a eomidete review of 
2,000 cases; he has only taken the aspects in which his hospital seemed heretical 
and told the results. I wash to emphasize tliat he reported only tlie recognized 
posterior positions in primiparae, and of these, less than 43 per cent had a manual 
rotation. Ho says that injury to the child or to the placenta is rare and I have 
never known of an instance. 

In Table II we may note that 30 were practically spontaneous deliveries; there 
was only one high forcejrs application. Speaking of forceps, the frequent use 
of which is another charge on the heresy count, note that in Table IV there wore 
only 70 high or mid-forceps cases in more than 1,250 vertex presentations. 

I am not a confirmed convert to the use of the guard stitch, though I have used 
it in my private work one hundred times or so. If I expect great damage from 
an extraction, I use the mediolateral incision which gives as miicli room as the 
lateral with much better results in repair. 

DR. W. H. CARY.— I want to ask Dr. Bailey what his morbidity is in patients 
in whom the uterus has been packed. Does he think it makes a difference in their 
convalescence, as compared with the cases w'hich are not packed? 

DR. HAROLD BAILEY. — Yes, I tliink packing the uterus does cause fever, but 
I have never regretted doing it. I have seen one or two cases of iodoform poison- 
ing and a number of cases of endometritis (fever lasting a few days), but I think 
the procedure is life-saving and I ■would not undertake to deliver Ji patient unless 
I "Were prepared to pack the uterus following delivery. 

I should like to know whether the contraction ring that was found twenty-four 
times ever stopped or interfered with the progress of labor. 

DR. JOHN 0. POLAK.— I would like to say in answer to the point that Dr. 
Bailey brought up, that retraction rings do interfere, so much so that I personally 
have had to do six cesarean sections for no other cause, ■(vhatsoever, than the forma- 
tion of a retraction ring about the child ’s neck. 

DR. W. S. SMITH. — In a way, Dr. Bailey’s compaVison is hardly fair, for 
nearly all of our cases are of a better social class and it is possible to give them 
better pi-enatal care and more intelligent management during the drat part of 
labor than is the e.ase -u-ith patients who go to a charity hospital. 

In regard to our r.ather large number of forceps control .and perineotomies, I 
think that the examination of these p.atients’ perineums six weeks after labor 
shows that they are much more firm fliaii in p.atient.s who Jiavc had a .spontaneous 
delivery without incision. 

It is true that the sphincter ani muscle is r.ather frequently invaded, but if the 
sphincter is thoroughly dilated before delivery we have very little trouble iNilh 
healing, or in obtaining a satisfactory funcfion.al result. In fact, there has been 
only one woman on whom if was necessary to operate a second time. 

In regard to licniorrhage and packing the utcru.s; we were taught b.^ Dr. 
Pomeroy that if we pack the uterus we run some danger of infection. 
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lie also thought that packing a uterus ballooned it and that it Avas difficult to 
determine Avlien the uterus aa'Hs packed full. He tauglit us to control the uterus 
by extraabdominal manipulation, and he firmly believed this method to be better 
than that of inti’auterine packs. 

Since this paper AA’as Avritten I have learned that Dr. Eobert L. Dickinson pub- 
lished an article in the Broolch/n Medical Journal for March, 1898, in Avhich he de- 
scribed and illustrated this method of lifting and manipulating the uterus through 
the abdominal AA’all to control postpartum hemorrhage. 

In compiling my figures on fetal mortality, I Avas in doubt as to Avhen an 
infant’s death becomes a chargeable obstetrical death. Surely it is not fair to 
include in these figures abortions at a period of two, three, or four months ’ gestation. 

I haA'e therefore arbitrarily included in my fetal mortality list, only those babies 
which Avcighed fiA’c pounds or over. 

Dr. Bailey asks a question about rotating the vertex through an arc of 180 
degrees. We usually try to do the rotation by grasping the A-ertex, but if the body 
does lAot easily folloAV avc do the rotatioAv by graspmg the child’s shoulder. The 
end-result must be that the body as Avell as the A’ertex must be rotated through an 
arc of 180 degrees. 

In regard to Dr. Dickinson’s statement that he prefers to repair the sphincter 
aid tAvo or three days later, I doubt if the Doctor made it a routine to dilate the 
sphincter before delivery. Dilatation of the sphincter before delWery is the key 
to the situation. If this is done the cut or lacerated ends of the sphincter muscle 
do not retract, and an immediate repair is possible and the results are satisfactory. 

Dr. Titus spoke of the difficulty he had in deliA’cring his patient in Avhom there 

Avas a retraction ring, and that ho finally performed a version. We find that it 

usually requires a hard pull on the forceps to deliver a child through a retraction 

ring. We use deep ether anesthesia AA'hich I think relaxes the ring to some extent, 

but even then the first pull is ahvays difficult. 

We leave the placenta Avithin the uterus in cases where Ave cannot express it, 
if there is no bleeding, because aa’c think it is safer to do this than to do a manual 
extraction. These patients are carefully Avatched by competent internes and if 
there are signs of hemorrhage the placenta is extracted at once. Usually, however, 
the placenta comes aAA'ay spontaneously a few hours later. 
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MEETING OF NOFEMBEB 19, 1925 

Dr. P. B. Salatich reported a ca.se of Acute Appendicitis Incarcerated 
in a Right Inguinal Hernia: 

The symptoms and history pointed to acute appendicitis. Physical examination, 
hoAvever, disclosed a right inguinal hernia, AA’liich was extremely sensitiA^e and tender 
on palpation. Ifiiis mass had been present for scA'oral years and several times a 
year, coincident Avith the menstinal periods, it Avould increase markedly in size 
and become acutely tender. Within a feAv days after the cessation of her menses 
it AYOuld return to its original size. The condition Avas suspected to be an ovary 
incarcerated in the hernial sac. Incision over the mass, however, revealed the con- 
tents of the sac to be the outer half of the appendix, Avliieh AA'as very acutely 
inflamed, probably due more to tlie constriction of the sac than to inherent pathology. 

DISCUSSION 

DR. W. E. LEVY.— I recall reading in a recent issue of the Journal of Obstetrics 
and Gynecology of the British Empire a report of ‘'misplaced” uterine mucosa 
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and I am wondering if this was not a similar case. It is somewhat similar in 
etiology to a Sampson cyst or transplants of the endometrium. I have seen several 
case reports also of tumors of the round ligaments due to endometrial tissue being 
found in the inguinal canal. May I ask what the microscopic report w'as in this 
instance? 

DR. SALATICH. — Microscopic examination was made, but no uterine mucosa 
or other alien tissue was found. I might add that the operation was attended with 
considerable difficulty because of the tedious dissection of the sac necessary before 
the base of the appendix could be reached. The acute condition, you will under- 
stand, was entirely extraabdominal. It is generally known that women who are 
subject to chronic appendicitis have more trouble during menstruation than at 
other times, and in this particular instance the inflammation was naturally in- 
creased by the constriction. 


Dr. B. L. King reported A Case of Pernicious Vomiting of Pregnancy 
Cured by the Use of the Duodenal Tube, in which Death Ensued 
Later from Myocarditis. 

This patient was admitted to the Charity Hospital August 4, 1925, a little over 
three months pregnant, with a history of vomiting since June 1. Practically nothing 
could be retained. Her blood sugar on admission was 100. After the administra- 
tion of 1,000 c.c. of 5 per cent glucose solution it rose to 117, then went down 
to 91. She was treated first with glucose and insulin subcutaneously, and later 
by the same agents intravenously. Most of the time her pulse was over 100 and 
her general condition ivas poor. She showed much improvement under this treat- 
ment. Then, by the twelfth day for no apparent cause, she began to lose ground, 
and a repetition of the glucose and insulin treatment had no effect whatever on her 
vomiting. On the seventeenth day repeated efforts to pass the duodenal tube were 
made with no success. Her condition then ivas apparently so grave that abortion 
was considered justified, but this .suggestion was rejected by her because of reli^ous 
scruples. On the eighteenth day a Matas continuous drip of glucose and insulin 
was started, both arms and the right ankle being used in turn, and considerable 
difficulty being experienced because of thrombus formation. Slie received as much 
as 4,600 c.c. of the solution within twenty-four hours, -whicli is possibly an excessive 
dosage. The vomiting continued without relief in spite of this treatment, and on 
the twenty-seventh day we again resorted to the duodenal tube. This time wc 
succeeded in getting it down. As the acid product of digestion causes the pylorus to 
open, possibly the injection of acid into the tube while it lay in the stomach might 
have the same effect. The injection of a dram of dilute hydrochloric acid was 
followed immediately by the entrance of the lube into the duodenum, as was proved 
by the aspiration of bile. The patient was fed through the tube every 2 hours 
until September 3, first milk and glucose solution, later a more liberal diet. The 
vomiting was checked almost immediately and before the tube was removed the 
patient was fed by mouth for several days, retaining cvciydhing. Her pulse had 
continued rapid throughout the course of her illness, she was very weak, and oc- 
casionally delirium of a mild tjTie %vns pre.scnt. Fluid was then found in her chest. 
The liver was enlarged. A myocarditis wa.s believed to be present, which antedated 
the pregnancy. For a time there was a moderate improvement in Jier general con- 
dition but on Septemlier 19 she took a decided turn for the wor.se, and died 4 
days later. 19 day;; after the vomiting had been jicrmanontly checked and all 
nourishment retained. 

The case is interesting to me in that glucose and in.=nilin, which have boon al- 
mo.'t uniformly successful in our hands, did no good at all in this instance, and in 
that the vomiting was finally checked by the use of the duodenal tube. Then, 
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although the internist considered that the myocarditis was preexistent, there is a 
question whether it did not arise from the toxemia of vomiting. Her chances 
might liave been improved by the abortion which she refused. At any rate her 
condition, at the time we advised it, was sufficiently good to warrant the pro- 
cedure. 

Dr. J. S. Hebert read a paper entitled A Critical Analysis of 250 Pre- 
natal Charts with Some Pertinent Comments Thereon. (For original 
paper see page 387.) 

DISCUSSION 

DE. E. L. KING. — ^Prenatal care is today so generally accepted that the dis- 
cussion of its advisability is hardly necessary, though I am not so sure that the 
theoretical principles are always put into practical application. Formerly the 
patient was seen when she appeared with her self-made diagnosis of pregnancy, 
which was usually accepted without question, after which she went her own way 
until she went into labor or had a convulsion. In my experience prenatal care is 
more successful in the clinic patient than in the private patient, or rather, to 
express it differently, the clinic patient is moi’e appreciative of your efforts than 
is the private patient. The colored patients in particular for the most part return 
as directed very willingly, and really with considerable enthusiasm. Two points 
impressed me particularly. The first is the question of automobile rides, which is a 
matter of moment today, oven with clinic patients, who seem able to pay for their 
cars even if they are unable to pay their physicians. I have had more than one 
case in which I am perfectly certain the baby was bom prematurely or abortion 
occurred because of a ride over bad roads, particularly in the Ford type of car. 
Premature labor after sexual intercourse is rare and I found Dr. Hebert ^s case in 
point very interesting. I believe it would be wmrth reporting, and I certainly think 
our patients should be warned of the possibility of such an occurrence. 

DR. PHILLIPS J. CARTER. — ^Dr. Hebert’s paper shows what intelligent prenatal 
care can accomplish. I usually permit my patients to take all the exercise they wish. 
T have even permitted a patient eight months pregnant to take an automobile 
ride of 75 miles without harm, though I must admit that she was driven slowly, 
over good roads, in a car with excellent springs. I have personally operated on 
one case, a bad appendix, during pregnancy, in which I also did a suspension for 
agonizing pain caused by. a former posterior fixation in the pelvis, in which the 
patient went to term and had an uneventful labor. I have also seen several in- 
stances of automobile accidents of a rather grave character, in which the pregnant 
women suffered no ill effects. I believe that as a rule the women who abort under 
these and similar circumstances have unstable nervous systems, and that the least 
shock of a physical character, or, in rare instances, even of an emotional character, 
will produce abortion. 

DR. HEBERT (closing).-— In some instances the albumin was found at only 
one examination, and in no case was it found in large amounts. In one of the cases 
of premature labor following an automobile ride, both parents were normal in 
every respect, both physically and intellectually. The pregnancy unfortunately 
antedated the marriage, and for this reason there was considerable* excitement and 
nervousness on the mother’s part. When she suggested an automobile trip I vetoed 
it decidedly, but she disobeyed my express instnictions, and when next I heard 
from her she was in a hospital somewhere up in the country and the baby had 
been lost. I mention this case in detail because it seems to substantiate Dr. Carter’s 
point that the nervous element is a factor to be reckoned with. 
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Dr. Lucien a. LeDoux read a paper entitled Full-Tenn Extrauterine 
Pregnancy with Report of Three Oases. (For original paper see 
p. 395.) 

DISCUSSION 

DE. JOHN F. DICKS. — I have personally seen two of these cases and I agree 
entirely with Dr. LeDoux that the most difficult feature is the handling of the 
placenta. If you remove it, you run the rislc of active hemorrhage, with possibly 
death on the table. If you leave it in situ, you have the grave risk of sepsis 
afterwards. If it is attached to the intestines the condition is peculiarly dangerous, 
because the chorionic ^ulli burrow into the tissues. In one case I saw, which was 
later operated on by Dr. Peter Graffagnino, the patient was sent in with a diagnosis 
of ovarian cyst and paracentesis had been attempted; at operation a trocar wound 
was found in the child’s back. Correct diagnosis before operation is essential 
and I believe, too, that laparotomy in these cases is so grave that only a thor- 
oughly experienced surgeon should attempt it. 

DE. 0. A. WALLBILLICH. — I have seen two of these cases, but in both 
instances the babies were dead, which simplified the handling of the placenta. I 
think the principle of closing the abdomen without drainage is rather generally 
accepted today. Eemoval of the placenta, if the child is alive, certainly invites 
active hemorrhage, and drainage unquestionably offers a risk of sepsis, so that the 
dilemma is twofold in any case. 

DE. P. B. SALATICH. — As a rule I do not consider the diagnosis of abdominal 
pregnancy difficult because of the unusual ease with which the fetal parts may bo 
mapped out, and the unusual loudness of the fetal he.art beat. In my case the 
diagnosis was rather more difficult, but abdominal pregnancy was finally definitely 
established. As the head was apparently pointing towards the vagina and rectum, 
Dr, Lewis, following recent suggestions to that effect, decided to endeavor to 
extract the child by colpotomy. I have never seen a more difficult or a more thor- 
oughly unsatisfactorj' operation, and 1 would never advise another attempt to deliver 
an abdominal pregnancy by this route. Both mother and child were lost. Delivery 
by colpotomy is wTong surgically on the face of it because the placenta presents 
insuperable difficulties, even bj' the abdominal route. The two dangers, of course, 
are active bleeding and sepsis. Theoretically, I think it is wiser to leave a largo 
opening for drainage, even at the risk of postoperative hernia. A ventral herniotomy 
on a live woman is preferable to a wound which has healed by first intention in a 
dead one. May I ask Dr. LeDoux what his idea was in closing the abdomen in the 
third case, with the placenta in sUu and no drainage? 

DE. PHILLIPS CAETEE. — I have operated on only one case of this nature, at 
Charity Hospital, but I am not sure that it is included in Dr. LeDoux ’s summary, 
as part of the record was lost. The patient was admitted to my gynecologic 
service with a diagnosis of uterine fibroid. The history and physical findings, 
however, established the diagno.«is of extr.anlerine pregnancy of 12 months’ duration. 
At operation the fetus was found dead and the placenta had been almost com- 
pletely' absorbed. Tlic mother died of sepsis. I do not believe, however, if the 
baby is living and we have an active placental circulation to deal with, that 
there is any' chance of absorption. I have been wondering about the possibilitie.s 
of treating such cases by mar.supialization, suturing the placenta and membranes to 
the abdominal w.all. A hernia- may' develop, but I think the patient’s chances would 
be better. P.articularly' in cases where the placenta is adherent to the intestines 
I believe this technic deserves a trial. 

DR. LkDOUX (closing).— Let me remind you that in the three cases which 
T reported, in two the b.nbics were alive, and in these the mothers died. In the 
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remaining case, in whicli the child was dead, the mother recovered. Fortunately 
for us the latter condition is the usual one, or the mortality for this condition would 
be even higher than it is now. The number of living babies reported in the litera- 
ture is very small. Obliteration of the placental circulation makes the handling 
of the placenta a simple matter, for removal of the entire mass is usually rela- 
tively easy under those circumstances. I have found, from a study of the authorities 
in this field, that the plan most in favor at present is closure without abdominal 
drainage. In the 8 cases in the Charity Hospital series which were discharged 
as cured, the placenta was either entirely or partially removed in every instance. 
The practice of suturing the placenta to the abdominal wall is now looked upon 
as obsolete, and in the recent literature, closure without drainage is advocated. Dr. 
Salatich’s statement that the diagnosis is usually easy because of the ease with 
which the fetal parts may be mapped out is not quite correct. A few months ago 
I saw a case in consultation in which the physician in charge, against my advice, 
decided on exploration under local anesthesia. The fetal parts were as near to the 
skin, apparently, as in any of the cases which I have reported, but when the abdomen 
was opened the pregnancy was found to be intrauterine. In answer to Dr. Phillips’ 
question as to the mode of production, I would say that the pregnancy was ap- 
parently of tubal origin in all 3 of my cases. I do not believe that primary 
abdominal pregnancy is today considered anything beyond a theoretical possibility. 
Reverting to the question of the placenta, I might say that in the first case, in 
wliich autopsy was permitted and in which the placenta had been left in sitio, it 
showed a beginning separation at the time of the postmortem, and the membranes 
and cord had disappeared. In the last case, I believe I should have done more 
with the placenta than I did. The fetus lay free but the placenta was apparently 
adherent to most of the pelvic structures and removal was out of the question. In 
such a case the decision is difficult, but I believe, even now after the fatal out- 
come, that if I had attempted to do anj'thing more at the time of operation the 
patient would have expired on the table. 

Dr. George A. Mayer read a paper entitled Cystadenoma of the Ovary 
with Report of Cases. (For original paper see p. 383.) 

DISCUSSION- 

DR. -W. D. PHILLIPS.' — Ovarian surgery offers some of the most perplexing 
problems wliich confront the gj-necologist. We had recently on our service a bilateral 
liseudomucinous cyst of the ovary containing several gallons of fluid. Delivery of 
the tumor with its fluid intact was manifestly impossible, but on the other hand, no 
chance could be taken of spilling this fluid, with its possibilities of malignancy, in- 
to the abdominal cavity. We therefore attempted to meet the situation by punctur- 
ing the tumor and drawing off the fluid, at the same time holding it upon each side 
with forceps and gradually easing it out of the cavity. These tumors are frequently 
multiple, and sometimes one can bo ruptured into the other, though a different 
incision may be necessary for each one. This case illustrated very well Dr. klayer’s 
point about the shock which at times follows the release of such tremendous quanti- 
ties of fluid. The patient had a fairly smooth convalescence and when I heard 
from her some weeks after her discharge she had continued to improve. Dr. Mayer did 
not go into the question of other types of cyst, hemorrhagic, dermoid, etc., but 
particularly in young women, when both ovaries are more or less involved, the 
question of the proper procedure is often a bewildering one. If enough normal 
tissue can bo conserved I believe ovarian transplantation is a good thing. In older 
women, or when the growths arc definitely malignant, bilateral removal is un- 
questionably tlie only s.afe procedure. 
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DE. E. L. KTN'G. — The diagnosis is not by any means easy, in fact, it is some- 
times very difficult. My case was in a colored girl, eighteen years of age, whose 
youth helped to throw us off the track. She came to a clinic in January, with a 
history of being eight months pregnant. The physician who saw her agreed with 
her diagnosis. She was told slie would deliver in February, but when she was 
seen again in Eebruai-j' the date w'as advanced to March. In June she came into our 
clinic to find out why she had not delivered. We could find notliing in the least 
suggestive of pregnancy then, and the question arose, in view of her history and 
the diagnosis of pregnancy in the other clinic, whether she was carrying a dead 
fetus. The x-ray at once established the fact that no fetal parts were present, and 
the diagnosis of ovarian, cyst was fairly simple. I might add that the girl had a 
very tense abdomen, so that palpation of the fetal parts, if they had been present, 
would have been very unsatisfactory and confusing. 

DE. MAYEE (closing). — There arc no Krukenberg tumors on record at Charity 
Hospital, so far as I could discover. An investigation of this sort is most un- 
satisfactory under the present system of records; the histories are simply filed under 
ovarian cyst, with no attempt at differential diagnosis on the index card. That is 
w’hy I could make no general report from the hospital, but was obliged to confine 
my investigation to our own service, w'here wo keep our private files. In regard to 
diagnosis, the condition does simulate pregnancy and before operation it is well 
to eliminate this possibility by an x-ray examination. Because it is impossible to 
tell before the operation or even at the time of operation whether these conditions 
are malignant, it is wise in every case to take particular care that none of the 
fluid is spilled in the abdominal cavity. If the condition does prove malignant, it 
is usually of a rapidly fatal type. If the fluid is spilled by any mischance, I be- 
lieve deep ray therapy is indicated at once, i. e., after 6 weeks, as a prophylactic 
measure. Microscopically the structure of a pseudomucinous cyst shows many goblot- 
shaped cells, a thin basement membrane, with a clear space above which shows 
definitely the origin of the secretion, as the pseudomucin takes no stain. 
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THE DIFFERENTIAL DIAGNOSIS OF ECTOPIC PREGNANCY 

By E. M. FROJ^rMER, M.D., St. Joseph, Mo. 

I N the entire field of medieine there is hardly a chapter more difficult 
and important than the differential diagnosis of acnte abdominal 
affections. The diagnosis here offers mneh difficulty and involves great 
responsibility, since in many cases it must be decided whether the treat- 
ment shall or shall not be immediate surgical interventior 

Among those affections which appear suddenly an/ equire im- 
mediate intervention, extrauterine pregnancy plays umwubtedly the 
most prominent role. Surveying the most frequent abdominal diseases 
requiring instant attention, it becomes evident that eases of strangu- 
lated hernia, perforated gastric ulcer, acute appendicitis, and the dif- 
ferent forms of ileus, although being dangerous conditions, do not 
require quite such prompt interference as the ruptured ectopic preg- 
nancy. 

This subject is of interest to every one confronted with acute abdom- 
inal symptoms, for in many cases diagnosed as some entirely different 
abdominal disease, operation reveals an unexpected ruptured ectopic 
pregnancy. As is well known, the difficulties of differentiation are due 
largely to the fact that many eases of extrauterine pregnancy are 
atypical in symptomatology, presenting some of the characteristic symp- 
toms, but lacking others. The symptoms often do not give the classic 
clinical picture, being more or less pronounced or partly obscured, 
simulating other different abdominal affections, delaying thus the de- 
cision for instant surgical interference and then causing hesitation or 
erroneous medication. In many cases this means a fatal outcome for 
the patient. 

Many vwiters have called attention to an increased frequency of ectopic 
pregnanej’- in the last few years. This is confirmed by the statistics ob- 
tained in the last five years, showing in comparison to the average pre- 
war statistics of 0.60 per cent an increase of incidence to 1.25 per cent. 
According to pathologic investigations the ectopic pregnancy does not 
possess a uniform etiology. The leading factors in producing this 
anomaly are gonorrhea and maldcvelopments of the female genital tract. 
Better information concerning this condition enables the phj-sician to- 
day to detect it more often and more readily, and this accounts for the 
present increase in the number of ectopic* pregnancies now properlv 
diagnosed and operated. But in spite of our advanced knowledge and 
better appreciation of the importance of earlv diagnosis tlm^extra 
uterine pregnancy stiU is accompanied by a mortafity, which cannot 
fail to prove unsatisfactory. There are too many cases revealing the 
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wrong diagnosis only at autopsy or being buried without definite proof 
of a false interpretation of the symptoms. 

RELATIONS OP INTACT ECTOPIC PREGNANCY TO INTRAUTERINE GESTATION. 

It is well known that the early symptoms of ectopic pregnancy are 
not, in many instances, indicative of the gravity of the pathologic 
changes. The manifestations of the uninterrupted case are usually so 
slight that most of the patients are unaware of the existence of any ab- 
normality until a rupture unexpectedly occurs, which may prove fatal 
even before the patient has missed a single menstrual period. In ex- 
ceptional cases the soreness will be so well localized to one side and so 
marked, particularly by exertion, and the tenderness of the little mass 
so very pronounced on palpation in a patient previously perfectlj’’ well, 
that a diagnosis of tubal pregnancy maj’’ be definitely made without 
great difficulty before rupture. The early signs of pregnancy are 
usually more or less present also in ectopic jiregnancy. Therefore, 
the cessation of menstruation, the lividity of the vulva, the enlargement 
of the uterine body, the pigmentation of the nipples, the softer con- 
sistency of the lower uterine segment, and the condition of the adnexa 
are of little value in regard to the diagnosis of tubal gestation. The 
enlargement and tenderness of the involved tubal segment may be so 
slight that the diagnosis by means of the tubal changes in this early 
stage is practically impossible. The observation that the uterine body 
is smaller than could be expected for the gestative time is of very 
little aid, since this sign may be indistinct at a time, when the tuhal 
changes are well advanced and tubal abortion or rupture imminent. 

Yet there are tAVo symptoms of value in pointing to the possibility 
that one has to deal Avith an uninterrupted extrauterine pregnancy. 
These are the erectility and the consistency of the uterine body. As 
is AAmll knoAAm, one of the valuable early signs of intrauterine pregnancy 
is the increased erectility of the uterus at a time, AAdien all other charac- 
teristic signs may be absent. While palpating the uterus bimamially 
its bodj’- responds Avith a distinct contraction, which attains its maxi- 
mum Avithin tAventy to thirty seconds and is then suddenly folloAATd 
by relaxation. This important sign is observed in 92 per cent of early 
intrauterine gestations and can be explained only by the implantation 
of the OAuim Avithin the uterine caAuty. In cases, Avhere the site of the 
ovum proved to be ectopic, this contraction of the uterine bodj'^ is not 
obtained or is only A’^ery slightly marked. This early sign of ectopic 
implantation in the hands of one iuA'estigator proved of distinct Amlue 
in 86.3 per cent of extrauterine pregnancies, Avhere the adnexa did not 
shoAv any intumescence. Another sign of importance is repre.sented 
in a difference of uterine consistency. The uterine body in early intra- 
uterine pregnancy (considerably softer and mainly in its loAA'cr seg- 
ment) shoAA's but little difl'erence in consistenc.y from the nonpregnant 
uterus in cases of early ectopic gestation. The nonpregnant, normal 
uterus is hard, and AAdicn compre.ssed by bimanual palpation, it slides 
out from the touching fingers. If this ]}arder eon.sistency is as.sociated 
AA'ith slight enlargement in a slate of amenorrhea and there is .some 
tender prominence in one of the tubes Avithout rise of temperature, 
the case can be regarded as A'cry suspicious of tubal pregnancy. Tins 
latter sign has been recorded in 62.8 per cent of all ectopic cases, 
Avhieh Avere confirmed by operation. 
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Tlie implantation of the ovum in the interstitial portion of the tube 
approaches in symptoms and signs very close to normal pregnancy and 
presents sometimes more difficulties in diagnosis than a pregnancy far- 
ther out in the tube. In cases of interstitial gravidity, the ereetility 
or the consistency of the uterine body does not differ strikingly from 
that observed in intrauterine gestation, also tbe intumescence of one 
of the tubal corners may be mistaken for that phj'^siologic cornual dis- 
tension described by Piscaeek in the early stage of normal pregnancy. 
Yet there is one sign, important in tbe differentiation of interstitial 
from intrauterine gestation ; namel.v, the usual elevation and backward 
rotation of the involved tubal corner in cases of interstitial implanta- 
tion. Tliis significant fact was ascertained in two cases of interstitial 
pregnancy, botii being about ten weeks’ old. 

RELATIONS OF ECTOPIC PREGNANCY TO PATHOLOGIC CONDITIONS 

Introiiierine Abortion . — A precise differentiation between tubal abor- 
tion and intrauterine abortion in the vast majority of eases is ex- 
tremely difficult on a s3Gnptomatie or gross pathologic basis. The great 
clinical similaritj^ of both conditions is generally appreciated. The 
more or less pronounced unilateral pain in the iliac region, and the 
tenderness of one or the other adnexa are not pathognomonic for tubal 
abortion, since it often occurs that in earty intrauterine gestation 
a dormant adnexal inflammation becomes exacerbated, clue to tbe active 
hyperemia of the pelvic organs. It is well Imown, that in ectopic ges- 
tation the endometrium becomes converted into a structure, which is 
similar to the decidua vera of normal pregnanej’’ and differs from it 
only in a less marked development of the spongy layer. It usually is 
expelled in small fragments, imbedded in coagula, but occasionally is 
cast off intact, representing a triangular cast of the uterine cavity. 
The discharge of the decidual elements is of verv little significance in 
the distinction of tubal from intrauterine abortion. Also, a higher 
leucocjde count ma^”- be present in both conditions, as well as higher 
temperature. The observation that the bloody uterine discharge ac- 
companying tubal abortion does not show the normal tendenej’- to coagu- 
late, is of little diagnostic value, since also menstrual blood does not 
coagulate, and the hemorrhage present in the suspected case may reii- 
resent onty a normal, tliough delaj’^ed menstruation. 

Considering this unreliability of clinical symptoms, it seems impor- 
tant to place more stress on the histoiy, which actualty proves one of 
the best guides in diagnosis. It must be briefly mentioned that ectopic 
pregnancy occurs mostly after the thirtieth .vear; that 89 per cent of 
the patients arc multiparae, and that the average time since the last 
pregnancy is about three or four years. A very helpful hint is the 
observation, tliat an amenorrhea of six or seven weelcs is followed by 
unilateral distress in the lower abdomen and by an irregular, scanty, 
“spotting” uterine hemorrhage in presence of a closed °cervix. The 
previous history must be reviewed in order to eliminate the possibility 
of preexisting adnexal disease. If bimanual palpation does not reveal 
the enlaigement of one of the adnexa, the ereetility and consistency of 
the uterine bod\ , as described above, maj’ prove of value in makin" the 
diagnosis. ° 

^yid lastly, attention sliould be called to the very important obser- 
vation that in nearly all instances of suspected tubal abortion during 
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bimarmal palpation, lifting and pressing of the uterine body toward 
the symphysis produces marked pain. This symptom is primarily due 
to the slow accumulation of coagulating blood in the culdesac. These 
coagula, being converted into fibrinous precipitations, form membran- 
ous adhesions between the posterior wmll of the uterus and the rectum, 
causing pain on uterine motion. This wmll-marlted tenderness, in the 
absence of fever and in the presence of menstrual irregularities, points 
distinctly to tubal abortion. It was ascertained in 78.4 per cent of all 
suspicious cases. It should help to prevent that reprehensible curettage, 
Mdiich unfortunately is so often made in doubtful eases, and is so lilcely 
to induce a tubal rupture with collapse ; the latter then being diagnosed 
as a mere nervous reaction. 


Adnexal Diseases . — There are still manj’' cases, in wdiich a peritubal 
hematoma is mistaken for an acute or exacerbated salpingo-oophoritis 
or parametritis. This type of erroneous diagnosis is quite common 
and often occurs if the diagnosis is based only on the bimanual exami- 
nation and routine laboratory tests. It cannot be emphasized strongly 
enough, that a higher white cell count is usualty i)resent in eases of 
tubal abortion and is caused by absorption of extravasated blood, sim- 
ilar to the hyperleucocytosis seen after parenteral administration of 
proteins. The differential diagnosis is more dependent upon a correct 
interpretation of the history, the type of pain, and temperature curve. 
It is of importance to mention that the pain in tubal abortion is not 
constant but rather intermittent, appearing in paroxysms, aiid the 
temperature more lilcely subnormal or normal, only in very few eases 


showing a slight rise. 

The value of the serologic test is obvio-us in the differentiation of 
inflammatory diseases from pregnancy, either intrauterine or ectopic 
The Abderhaldeu test, recently modified bj’- Luettge and Mertz, shows 
an accuracy close to 98 per cent and is of great importance in the diag- 
nostic dilemma often produced by a confusing clinical picture. The 
test shows a positive reaction also in the great majority of recently 
interrupted tubal pregnancies. The phloridzin-glycosuria test, on ac- 
count of its very simple technic, is of great practical use. Its accuracy 
is close to 80 per cent, and it can be quickly made. In addition to 
these, the sedimentation test of the erythrocytes, inaugurated by Linzen- 
meier, in a large number of cases may help to solve the diagnostic 
problem, since the sedimentation time is nearly normal in the presence . 
of tubal gestation, but markedly shortened in inflammatory conditions. 

Appendicitis . — ^The actual and potential pafhologj’’ of the appendix 
renders it a verj' important organ from the viewpoint of differential 
diagnosis. The tyi)ieal manifestations of appendicitis are too well 
known to require quotation. For the sake of comparison -with ectopic 
pregnancy, however, it must be emphasized that a positive diagnosis of 
appendicitis undeniably is often made on wholly insufficient grounds. 
The importance of McBurney’s point is highly overestimated and too 
much stress is placed on temperature and blood count. In typical 
cases, hov’cver, the normally lying appendix gives distinct pain at 
McEurney’s point, with a marked elevation of temperature and a rasing 
white cell count, except in cases of gangrenous^ appendicitis, in winch 
the two latter symptoms may be absent. The diagnosis of appendicitis 
under such circumstances is a simple matter and a differentiation from 
tubal abortion does not offer difficulties, Ilowevex', there are a large 
number of cases, where the symptoms of appendicitis are not pathog- 
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noinonic of this disease. The maxiiiinm pain and tenderness in cases 
of an abnormally situated appendix ai-e dependent on its position within' 
the peritoneal cavity, and the symptoms may be so vague and confusing, 
that coiTcct diagnosis encounters great difficulties. In reducing these 
possible difficulties some particular symptoms deserve consideration. 
One of the most valuable signs in appendiceal affection is represented 
in the transmitted pain, which appears in the appendix region on deep 
manual pressure applied to the left iliac fossa. This sign, first de- 
scribed by Rovsing, proved to be accurate in nearly 100 per cent of 
suspected appendix eases and can be explained b}”- the mechanically 
created distention of the involved cecum and ascending colon, caused 
by a reflux of the intestinal contents. Another important sign of acute 
appendicitis is the skin sign de.scribed by Sherren, and recently dis- 
cussed by Livingston. This skin sign is localized within a triangle; 
tlie upper limb of this extending from the navel to the upiDermost point 
of the right iliac cre.st; the lower limb extending from the uppermost 
point of tlie right iliac crest to the right pubic spine, and the base of 
the triangle extending from the right pubic spine to the navel. J\larked 
hyperalgesia of the skin obtained b 3 ’^ a twisting pinch witliin this tri- 
angle, points to the presence of acute appendicitis. According to Liv- 
ingston ’s statistics this sign proved to be positive in 84.9 per cent of 
acute appendicitis cases, and was negative onlj’^ in cases of gangrenous 
or ruptured appendix. Lastly, there is an almost constantly* present 
symptom in appendiceal involvement, which is characterized by a sud- 
den and sharp pain in the right iliac region produced by the passive 
rotation of the patient’s body. Tliis latter sign is obtainable when the 
patient is sitting on the edge of the bed, bending the hip and knee 
joints in a right angle. Grasping both shoulders of the patient and 
rotating the body leftward, the patient notices a sharp pain in the right 
iliac region after slow rotation of 70 to 80 degrees. This symptom 
proved to be reliable in 98 per cent and was never present in adnexal 
disturbances, except in those few instances, where the appendix was 
found to be adherent to the primarilj^ diseased adnexa. 

Considering tliese observations, the exclusion of an appendiceal proc- 
ess can be safely made by these signs in nearly all doubtful eases. After 
exclusion of an appendiceal involvement, the differential diagnosis 
between inflammatory adnexal disease and suspected ectopic pregnancy 
can be made by means of the suggestions described above. 

Affections of ihe Sigmoid Colon . — Among the primary diseases of 
Ihe sigmoid colon the diverticulitis has importance in regard to the 
differential diagnosis of ectopic pregnancy. The occurrence of sigmoidal 
diverticulitis is comparatively rare, but its possible presence merits 
consideration in doubtful cases. In a case of tubal abortion complicated 
with a diverticulitis of the sigmoid colon (quoted here) this combination 
gave rise to considerable diagnostic difficulties. 


A niultipaia, thirty-four years old, was seized with intense pains in the left 
iliac region after heaving sulTercd from similar but less pronounced pain-attacks 
in the same region for the past two years. Last menstruation occun-ed seven weeks 
previous to this attack. Last partus was four years ago. For twelve liours Sf 

uterine hemorrhage witli periodic sliarp pains- in the left lower abdomen, appeSd 
in paroxysms. <auiuv.ii, 

Binianual examination revealed a somewhat larger uterus in anteversion without 
noticablo changes ot its erect, hty and con-sistency. Roth tubal corned weV at the 
.'=amo level, and theic was no tor.sion of the uterine bode uio-ni- « i ^ 

Tl,c palpiti... of v,,o loft adooxa caLd"?,"” ScalS"' Srs«mod”r£ 
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imbedded in a soft mass, Tvhich extended from tlie left sacro-uterine lignmcnt 
. to the left ala ossis ilium. Tliey were slightly movable, and there was sharp pain 
caused by pressure and lifting. Also, a shai'p pain of the same intensity was 
noticed by the patient in the left iliac region on deep manual pressure applied to 
the cecal region. Temperature: 99° F. Pulse: 9f3. Leucocytes: 9200. Sedi- 
mentation speed of erythrocytes very slightly increased. 

In this case the nearly normal erectility and consistency of the uterine body, 
the pain on lifting of the nterus and of the mass, the periodic and paroxysmal 
nature of pains, the absence of torsion of the uterine body, the nearly normal tem- 
perature, leucocyte count, and sedimentation speed of the red corpuscles, and the 
history of amenorrhea followed by a slight uterine hemorrhage now present in a 
patient thirty-four years of age, four years after her last partus, pointed to the 
possibility of tubal abortion. This supposition .seemed erroneous after an oil enema, 
the repeated bimanual palpation showing now a mass considerably smaller and more 
movable tlmn before. The careful lifting and forward traction of this small mass 
now caused a distinct pain in the whole left flank of the abdomen. This latter 
sign and the previously observed pain. in the left iliac region on manual pressure 
to the cecal region, also the history of having had these iliac pains for about two 
years, did not permit our ignoring the possible presence of a diverticulitis of the 
sigmoid colon. So the clinical picture became confusing atrd for this reason a 
pliloridzin-glycosuria test w'as made. This showed a distinctly positive reaction. 

The operation confirmed both tentative diagnoses. A left tubal pregnancy was 
found with a small peritubal hematoma, corresponding in size to the mass found 
by the repeated bimanual palpation. The ampullar portion of the left tube was 
firmly suspended on the ascending limb of the sigmoid colon by perisigmoidal 
adhesions, the sigmoid colon showing on this place a considerable redundance with 
thickened walls. After releasing the adhesions the left adnexa were removed. 

The tissue examination confirmed the tubal pregnancy; the mucous and musculp 
coat of the tube proved to be free from any inflammatory changes. Tlic sigmoid 
diverticulitis could be regarded as the primary lesion, involving the ampullar portion 
of the left tube, kinking the lumen of the latter and causing an ectopic implanta- 
tion of the ovum. 

Tills case clemon.strates the great importance of the liistory, and tlie 
value of certain differential diagnostic measures even in sucli an obscure 
and rare case, ivhieh if not operated on, would pos.sibly have terminated 
fatally. Many of the symptoms presented could have been interpreted 
simply as due to a perisigmoiditis or a simple, exacerbated adnexal in- 
flammation. 

Tumors . — The differential diagnosis of ectopic pregnancy from 
tumors, or the diagnosis of extrauterine gestation in presence of ad- 
nexal masses, either inflammatory or not inflammatory, offers in tlie 
majority of cases great difficulties. The bimanual palpation leads very 
often to errors, since an inflammatory tumor of the adnexa often does 
not cause pain, or higher temperature, and evidences its pathology 
mainlj'^ in the form of irregular menstrual periods. On the otlier hand, 
noninflammatory adnexal tumors may be extremely tender on palpa- 
tion, also immovable and not sharply circumscribed. In some instances 
the tumor being impacted in the culdesac, causes a considerable venous 
hyperemia of the imlva, imitating the lividity observed in early preg- 
nancies, and the differential diagno.sis in such cases based upon bi- 
manual palpation becomes practically impossible, when the .symptoms 
are overshadowed by menstrual irregularities. 

It is worthy of mention, that in rare instances hematosalpinx can be 
observed without evidence of a concomitant hematometra. Such licma- 
toma may develop in cases of extreme cervical stenosis associated with 
subacute or exacerbated adnexal inflammation. The inflammatory 
process produces more or less relaxation of the tubal wall, and during 
the menstrual period the uterine contractions press a considerable 
amount of blood into the tube. The menstrual flow in the.se cases then 
is delayed and becomes irregular. In these rare cases the .symptoms of 
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tubal abortion dominate in the pietui'e and completely obscure the 
underlying disease of the adnexa. 

For this reason the history deserves most careful study and inter- 
pretation. Of great importance also is resort to all pregnancy tests. 
It must again be emphasized in this connection, that the pain in a tubal 
abortion is usually intermittent. Specific serologic tests or the simple 
glycosuria test may clear up the diagnosis in manj’- instances, even when 
the bimanual examination and routine tests give no help. 

Ovarian Hemorrhage . — The rupture of small ovarian cysts or of 
follicles may occasionally produce more or less marked accumulation 
of blood in the vicinity of the adnexa, simulating a peritubal hematoma. 
According to Phaneuf, there were only 62 true cases of ovarian hemor- 
rhages recorded in the literature of the past twenty-five years, show- 
ing a joerfeet mimicry of tubal abortion. The onset of symptoms in 
these cases is sudden and they usually appear six to eight days before 
the expected menstruation. This observation, however, is of little 
value in determining the nature of the affection, since tubal abortion may 
also occur at the same period of time. The sj’-mptoms of- ovarian hemor- 
rhage may resemble acute appendicitis, but the differentiation from 
tliis latter affection can be made in nearly all cases by those infallible 
signs already described in the discussion of appendicitis. 

A careful interpretation of the previous history and the various 
pregnancy te.sts prove of high value in such cases. According to sev- 
eral writers an intraperitoneal hemorrhage, excepting tubal abortion 
or tubal rupture, occurs only in cases of hemorrhagic diathesis or of 
pedicle twist of ovarian cysts. 

ParametrUis . — The symptoms of acute i^arametritis rarely create a 
problem in the differential diagnosis, from ectopic pregnancy. This is 
so even in eases where the unilateral exudate extends to the Iddney 
region, simulating a retroperitoneal blood accumulation following intra- 
ligamentous tubal rupture, because high temperature and chills are 
usual in parametric affections. The high leucocyte count is of little 
significance, since in many eases of tubal abortion a hyperleucocytosis 
as high as 18-20,000 can be observed. Tubal pregnancy, if associated 
with chronic or exacerbated parameti’itis, may offer extreme difficulties 
of diagnosis. A carefully performed serologic test or phloridzin test is 
often the only reliable guide in the differentiation. The early diag- 
nosis of this complication is quite imperative, otherwise the still sterile 
hematoma may become infected and suppurate, presenting then the 
typical clinical picture of a culdesac abscess and inevitably obscuring 
tlic imminent danger of a severe liemorrhage from the tube. In such 
a situation it is difficult to determine the type of required operation, 
for the posterior kolpotomy may lead to an unexpected intraperitoneal 
homorrhage while, on the other liand, tlie abdominal operation in pres- 
ence of a sacculated pelvic abscess is very hazardous. 


RELATIONS OF TUBAL RUPTURE TO ACUTE ABDOJIINAL i\EFECTIONS 

Under ordinary circumstances there is probably nothing more typical 
than ti iccently luptuied ectopic pregnancy. The sudden occurrence 
of a more or less intense, lancinating pain in the lower abdomen fol- 
lowed by nausea or vomiting, the gradually increasing paleness of the 
.skin and especially of the visible mucous membranes, the faintness 
and disturbance of vision, tlie beaded perspiration on the forehead and 
cold extremities, the rapid and thready pulse in the presence of a bo"-- 
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giness or well-marlced mass in the ciildesac with a previous history of 
suppressed menstruation are infallible signs. 

The premonitory symptoms and clinical manifestations, however, in 
many cases of ruptured ectopic pregnancy are far from being so well 
pronounced as was outlined above. These cases, presenting a more or 
less defective clinical picture, otfei- great diagnostic difficulty and often 
give rise to hesitation concerning surgical intervention. Unfortunately, 
manj^ of these cases terminate fatally on account of diagnostic errors. 

Among the acute abdominal diseases, which may lead to eiTors in 
the differentiation from ruptured ectopic gestation, the perforated gas- 
tric ulcer, acute appendicitis, acute inflammations of adnexa, torsion of 
ovarian cyst, ovarian hemorrhage, and acute inte.stinal obstruction are 
first to he taken into careful consideration. 

Perforated Gastric Ulcer . — The clinical picture of this condition 
shows in many cases much similarity to tubal rupture. The proper 
diagnosis of a perforated stomach is in many respects dependent on 
a correct interpretation of the iiistory of preexisting gastric di.sease. 
But the differential diagnosis becomes extremely difficult in those cases 
of tubal rupture, wliere the history reveals preceding gastric disorders, 
and bimanual palpation at that time does not reveal anj’- characteristic 
changes in the internal genitals. For this reason some of the more 
striking symptoms deserve careful consideration in regard to distin- 
guishing features of these affections. 

The sudden onset of the ulcer perforation is accompanied by a very 
intense epigastric pain, which often radiates to the slioulders. In eases 
of tubal rupture the well-knoAvn hypogastric pain is also often 'fol- 
lowed by distress in the scapular region. This radiation of pains is in 
both conditions produced by the same cause; i.e., by the accumulation 
of a foreign substance, of gastric contents and liquid blood respectiA'cly, 
in the subphrenie space. The intensity of this radiating pain is greatly 
dependent on the patient’s position and is le.ss pronounced in Fowler 
position. Therefore, this jilirenie symptom by itself is of little diag- 
nostic aid. Also, paleness of tlie visible mucous membranes, tormenting 
thirst, dull percu.ssion of both abdominal flanks and marked leucocytosis 
may be present in either condition. The often claimed differential 
diagnostic value of the bogginess and distinct tenderne.ss of the culde- 
sac in ectopic pregnancy is of little help, since tliis .symptom is very 
often present also in eases of gastric perforation, and is caused by the 
descension of stomach contents, Avhich slide down over the small intes- 
tine and accumulate in the pelvis, leading there to a marlied irritation. 
The exploratoi’y puncture of a boggy mass in the culdcsac should be 
avoided. Tlie needle may pierce a di.stended loop of the small intestine 
and the aspirated yellowi.sli chymus may be mistaken for purulent 
matter, confusing still more the clinical .symptoms or causing a fatal 
lesion of the bowels. 

To eliminate the cliief obscuring faetor.s, it is necessary to determine 
at once, whether collapse and paleness are due to an unequal distribu- 
tion of the blood in the vascular .s.y.stem, as observed in nervous shock, 
or to a sudden loss of blood. Tlie marked diminution of the erythro- 
cytes and the considerable dcei'ea.se of the hemoglobin jiercentage point 
to the jiresenee of intraperitoneal hemorrhage, and the jiossibility of a 
vasomotoric disturbance can be ignored. Of great importance also is 
the condition of the abdominal wall, which in cases of stomach per- 
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foration is extremely rigid and tender in the epigastrium, accompanied 
very often hy distention and tympany. In tubal rupture this rigidity 
and distention is only slightly marked or may be entirely absent, while 
the tenderness is comparatively much more pronounced. The fre- 
quently observed tenesmus of the urinary bladder in ruptured ectopic 
cases may be also observed in stomach perforation, although its early 
appearance indicates rather blood extravasation in the pelvis and points 
to tubal rupture. Anuria may be observed in cases of tubal rupture, 
being almost characteristic of this condition, but anuria may as well be 
present in a gastric perforation. The anuria after tubal rupture, how- 
ever, is due to the persistent anemia, while the anuria in iilcer per- 
foration is merely caused by a reflectory sphincter spasm and its nature 
is readily distinguished by catheterization, whicli reveals a full bladder. 
With observance of these differential diagnostic signs and measures, 
errors in diagnosis ma}’’ be considerably reduced. In eases which present 
a less fulminating clinical picture, a quiclcl}' iierformcd serologic preg- 
nancy^ test may'’ be of great help. 

Acvte Ap'pcndicitis . — In some instances tubal rupture simulates the 
well-known symptoms of acute appendicitis. !Most confusing may'^ prove 
the localization of pain and a more or less marked collapse follo’sved 
by'’ nausea or vomiting. A careful examination of tlie skin sensitive- 
ness and Rovsing’s sign, the red blood cell count and hemoglobin de- 
termination are of eminent diagnostic value. Since the leftward rota- 
tion of the patient’s shoulders in a sitting position, for ascertaining 
the diagnosis of appendicitis, is usually impossible on account of the 
patient’s general condition, this te.st, described above, may be replaced 
l)y tlie one advocated by Soresi. Soresi’s test consists in slight pres- 
sure applied to the iiepatic flexure of the colon, while the patient is 
a.sked to cough. In cases of acute appendicitis a distinct pain appears 
in the appendiceal region, being caused by’ the stretching of the dis- 
tended colon and by the increased intraabclominal pressure. This sign 
proved to be very valua1)le in many^ doubtful cases, wlierc the differen- 
liation between adnexal and appendiceal affection was imiiossible by’’ 
means of the usual methods. 

Acute Adnexal Affections. — Thc.se conditions often offer difficult dif- 
ferential diagnostic problems, e.specially when the inflammatory'’ sy'^mp- 
loms are accompanied by menstrual disorders. The inflammatoiy tumor 
is often soft and not well circumscribed, thus simulating the resistance 
observed in cases of peritubal or retrouterine hematoma. On the otlier 


hand, tubal rupture not rarely is accompanied by a marked leucocyto- 
sis and elevation of temperature, obscuring the emergency nature of 
the case. TJie fact, tliat the pain in ruptured ectopic pregnancies fre- 
quently follows a definite course, is a great aid in the diagnosis. The 
pain radiates from the lower abdomen to the loin and back, the sensorv 
fibers carrying the irritation along the course of the internal spermatic 
ve.ssels into the centers. In all doubtful cases, where the symiptoras 
are not so alarming, the serologic or glycosuria test should be made 
and tlie diagnosis of the inflammatory nature of the affection confirmed 
by the erythrocyte sedimentation te.sl. 


lorsinn of Ovanan Cyst. Tlie most important diagnostic measure 
in this condition consists in an immediate blood count, to settle first 
the question of an intraperitoneal hemorrhage. Torsion might how 
ever, be accompanied by considerable blood extravasation into the 
culdesac. In such cases the symiptoms are so similar to tubal rupture. 
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that the exact clinical diagnosis becomes practicallj'' impossible. But 
exact differential diagnosis in these instances is of little practical im- 
portance, since both conditions require immediate surgical interference. 
Occasionallj'^ the affected cyst becomes impacted in Douglas’ pouch, caus- 
ing there a marked prominence palpable by vaginal examination. In 
such cases exploratory punctuim of the posterior foruix confirms the 
diagnosis. It must be strongly emphasized here that one encounters 
also cases of tubal rupture with a preexisting ovarian cyst, the latter 
lying in the posterior culdesae. Under such conditions a sudden tubal 
rupture may simulate torsion of the cyst. An exiiloratory puncture 
here may lead to grave error in disclosing the cyst but fail to reveal 
the possibly imminent danger of a fatal hemorrhage from the pregnant 
tube. The following ease maj^ serve as a good illustration: 

A multipara, thirty-two years of ago, collapsed suddenly in the early morning 
hours while doing her daily housework. On admission to the hospital the patient, 
who was nauseated, showed a very anxious expression with great paleness of the 
skin and of visible mucous membranes. The pulse was rapid, thready and at times 
searcelj' perceptible. There was no history of menstrual irregularities, or of 
amenorrhea. Last menstruation was twenty days before admission. Tlie previous 
histoiy revealed the presence of an ovaiaan cyst, for which the patient had con- 
sulted several surgeons, all of whom advised operation. 

The patient complained of a drawing pain in the lower abdomen, which was 
very tender on palpation, but did not show marked rigidity. The bimanual examina- 
tion revealed a smooth, well circumscribed and finn resistance in the posterior 
fornix, -which was extremely tender on palpation. The mass occupied a considerable 
portion of the culdcsac and extended more to the left. The closed cervix ^yas 
pressed by this tumor toward the symphysis. An exact palpation of the uterine 
body and adnexa was impossible on account of great tenderaess. 

Temperature: 99.4' F. Pulse: 130. Erythrocytes: 3,150,000. Leucocytes: 
34,400. Hemoglobin: 58 per cent. Polymorphonuclcars : 77 per cent. Urine: 

' negative. 

The clinical picture and all signs pointed to the presence of an intraperitonenl 
hemorrhage due either to tubal i-upturc or to torsion of an ovarian cyst, although 
the rigidity of the abdomen was too slight for the latter supposition. To ascertain 
the diagnosis, an exploratory puncture of the firm mass was made, and a clear, 
seromucous fluid aspirated. This result seemed to speak against the supposed 
intraperitoneal hemorrhage; but, on the other hand, the clinical signs and especially 
the blood count were so striking, that the possibility of a blood extravasation could 
not be abandoned. For this reason the puncture was repeated and the needle intro- 
duced somewhat deeper and more to the riglit into the culdesae, resulting in the 
aspiration of bright red blood. 

The immediately performed laparotomy revealed a ruptured right tubal pregnancy 
with large retrouterine hematoma. In this hematoma was imbedded a multilocular 
left ovarian cyst, the size of a grapefruit. After left salpingo-oophorctomy, right 
salpingectomy and proper after treatment the patient made an uneventful recovery. 

This ca.se illustrates liotv symptom.s arising from a less important 
affection may over.shadow another tvhich is of vital importance, and 
how easilj’- a coexisting affection may be mistaken for the sole cause 
of all the symptoms, if available differential diagnostic measures are 
not properly used. 

Ovarian 'll emorrhage . — As slated above, the occurrence of true ova- 
rian hemorrhage, causing severe loss of blood, is rare. According lo 
several authors, this affection is caused either by hemorrhagic diathesis 
or by pedicle torsion of ovarian cy.sfs and, if accomiiauied by severe 
intra])eritoneal hemorrhage, shows a jierfeet mimici'y of tubal rupture. 
The difi'erential diagnosis, however, is unimportant since instant ab- 
dominal section is imperative in cither case. 

Aculc Inicsiival Ohsirnclion . — There are a few. eases of ruptured 
ectopic gestation without a history of menstrual irregularity, winch 
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.simulate both the mechanical and djmamic (spastic) type of ileus. The 
.sudden onset without premonitory .sj'inptoms, the collapse, paleness, 
rapid pulse, vomiting, meteorismus and paroxysmal, periodic pains 
may be present in intestinal obstruction as well as in cases of tubal 
rupture. 

Spasmodic contractions of the bowels, caused bj’’ the irritating effect 
of extravasated blood and resulting in dynamic ileus, are often ob- 
served in cases of tubal rupture. These symptoms may be so pro- 
nounced, that they obscure the underlying affection. Colicky pains 
appear at short intervals, peristaltic waves trail acro.ss the abdomen, 
distinct boi'borygmus and splashing .sounds are obtainable b}’- ausculta- 
tion and percussion of the abdomen. When the clinical picture in such 
a case does not include a well-marked pallidity and a rapid, weak pulse, 
a vu’ong diagnosis of intestinal obstruction might be made and could 
become responsible for the fatal outcome. A hypodermic injection of 
1 mg. of atropine and the blood count will be of eminent importance 
in the differential diagnosis. This will help in establishing the diag- 
nosis early and one should never wait for the appearance of indiean 
in the urine or for “fecal” vomiting. On the other hand, one should 
not delay diagno.sis until the subieteric discoloration of the sclera be- 
comes manifest or until a bluish discoloration of the skin about the 
umbilicus is noted, as described b.y Cullen in intraperitoneal hemor- 
I'hage, since this latter sign appears only in patients with thin ab- 
dominal walls or with an umbilical hernia. Its absence certainly 
does not exclude tubal rupture even with severe loss of blood. 

To recapitulate: It is evident that the diagnosis of extrauterine 
jn-egnaney is in a larger number of cases very difficult. The diagnosis 
must rest on the combination of several in'ominent symptoms and it is 
hazardous to depend on one or two, more or less marked signs. The 
great importance of an exact and quick laboratory technic, and the 
eminent value of all differential diagnostic .symptoms are unquestion- 
able. 

The fli-st positive diagnosis of an uninterrupted tubal pregnancy 
was made by Veit, in 1883; in this country by Janvrin, in 1888. klany 
years passed befoi-e the early diagnosis became a more frequent oc- 
currence. With the improvement of our information and -with the 
increasing reliability of the various differential diagnostic tc.sts and 
symptoms, the number of unrecognized ectopic pregnancies should soon 
be reduced to a negligible minimum. 

King Hill Building. 
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Anesthesia in Labor 

Danfortli, W. C.: Obstetric Anesthesia and Analgesia. The Wisconsin Medical 

Journal, 1924, xxiii, 175. 

Cliloroforni and ether are deficient in that they cause too much interference with 
the force and frequency of uterine contractions and so are usually given only at 
the end of tlie second stage. Chloroform has today no place in obstetrics. 

In the lli’st stage of labor inhalation of anesthetics is of little value. Small 
doses 6f opiates, preferably pantopon or morphine alone, or supplemented by 
scopolamine, are used. In the second stage nitrous oxide combined with oxj'gen 
has the preference because it is less toxic .and does not slow the progress of labor. 
Tor delivery of the head ether is added. 

A summary of a series of 1323 cases shows 59 infant deaths, of which 22 were 
premature babies, born before the eighth month; 20 from uncontrollable causes, 
and the remaining 17 were obstetric deaths, each death adequately accounted for 
on some basis other than anesthesia. Eleven hundred and sixty-five of these cases 
were delivered either spontaneously or with low forceps. The maternal mortality 
rate was 0.37 per cent, none of which can be charged to gas anesthesia. 

Gas anesthesia lessens postpartum bleeding and manual removal of placenta is 
much less often needed. It can be used in practically all obstetric operations. It 
should bo replaced by ether in version, manual rotation of the head in persistent 
occiput posterior, and breech deliveries, particularly in primiparae. 

F. J. SOUBA. 


Van Hasselt: Analgesia in Labor. Nederlandsch Tijdschrift voor Geneeskunde, 

1925, i, 1207. 

In 1897, Fliess proposed treating certain forms of dysmenorrhea by cocainizing 
certain areas of the nasal mucosa .on the assiunption that these “genital spots 
had some reflex connection with the genitalia. Upon this basis, van Hasselt con- 
ceived the idea of placing wads of cotton saturated with G6 per cent chloroform 
in olive oil into the nostrils of women in labor. Whenever the patient has a pain, 
several drops of the mixture are dropped on the cotton. In this way an average 
of 15 c.c. of the mixture is used during labor. 

While he admits that suggestion may play a large part, ho found that the women 
were “well satisfied” with the method and most of them claimed a marked diminu- 
tion of the pains while the contractions were in no way influenced. 

E. E. WOBTJS. 

Koster: Analgesia in Labor by Means of Hypnosis. Nederlandsch Tijd.schrift 

voor Geneeskunde, 1925, i, 2657. 

Agreeing with van Hasselt that women in labor are cspeciall}' amenable to sug- 
gestion, Koster feels they may also bo unusu.ally suscejitible to narcosis and, in tins 
way, may actually become analgesic from relatively small amounts of chloroform. 
He feels that the rolation.ship of nasal ganglions and the genital apparatus has nol 
been proved and is highly improbable. 

Koster makes a plea for “the only absolutely safe method” of diminishing pain 
in labor; namely, hypnosis. He has used it with universal success, though he .'idmils 
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most women dread it more or less, feeling that undue advantage may be taken of 
them while under hypnosis. Most of his patients refused to have hypnosis used 
in subsequent labors. H. K. Wonxis. 

Franke: Labor under Hypnosis for the Clinical Physician. Deutsche medizinische 

Wochenschrift., 1923, xlix, 1341. 

The degree of practical knowledge of hypnosis needed for use in labor can be 
easily acquired. The patient is seen four or five times before labor for hypnotic 
treatments lasting one-quarter to one-half hour at intervals of two days. The 
patient goes about her daily duties after it without any trouble. 

When labor begins the patient should be in familiar surroundings, as a strange 
environment and espcciallj'' the presence of skeptical people are hindrances. The 
hj'pnotizcr must begin as soon as the pains start and at least wliile there is time 
enough between pains to accomplish his object. With a good technic the patient 
will go to sleep spontaneously with the beginning of labor. The hj’pnotizer as a 
rule must remain xvith or near the patient until the end of labor, but if the pauiS 
arc mild or the patient a good subject, he might be able to leave for two or even 
four hours. If the patient wakes up during the absence of the physician, it is 
uncertain whether or not she can be put to sleep again. It is unlikely that the 
parturient woman will sleep for several hours or through the whole labor without 
danger of a spontaneous awakening. Up to the present he had to give nexv sug- 
gestion as labor progressed and in greater amount the longer labor lasts. The 
patient rarolj’’ lies so still that the pains are only noted by feeling the abdomen. 
Usually she is as restless as any other patient although she feels no pain. 

There have been but few reports of satisfactory deliveiy during hypnosis. -Con- 
ditions arc more favorable in a private hospital. The difficulty as regards strange 
surroundings can be overcome by having the patient enter before labor begins. 
The phj’sician who gave the preliminary treatments need not necessarily be the 
one to give the hypnosis during labor. Frank A. Pemberton. 


Hiss: Obstetrical Analgesia Produced by Somnifdne. Bulletin do la Soeietd 
d’Obstdtrique et de Gjmecologic, 1924, xiii, 417. 


The new analgesic drug, somnifene, was tried by Biss on 40 women, and was 
given both intramuscularly and intravenously in 6 c.c. and 4 c.c. doses respec- 
tively. About fifteen to twenty minutes after a)i intramuscular injection, the pa- 
tient becomes progressively more drowsy. However, with each uterine contraction 
there is extreme agit.ation, amost convulsive in nature, making any kind of exam- 
ination impossible. Force must be used to prevent the patient from falling off the 
bed. After each contraction the ixatient becomes sleepy again. Forceps delivery 
in these patients without the use of a general anesthetic is out of the question. 
After delivery the women usually have no recollection of having suffered, but 
this result is not constant. 


When the drug is given intravenously the action is much more r.apid and very 
few women remember of having suffered. Labor seemed accelerated in the first 
stage but retarded in the second, because the patients could not use their abdominal 
muscles. Some of the deliveries were bloody. The fetus does not seem to suffer 
from the drug. No mother was injured and nearly all slept for a number of 
hours after delivery. 


The author concludes that somnifdne is not toxic in the doses employed that 
Us analgesic action is undeniable, but not constant. Its action is more certain 
when given intravenously. Because of the violent agitation, patients recemng this 
drug should be m a hospital and under careful supervision. J. p. Greenhill 
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Diijol and Clement: Obstetrical Anesthesia Produced hy Somnifene. Bulletin de 
la Societe d ’Obstdtriquc et de Gynecologic, 1924, xiii, 461, 

Somnif6ne ■was first used by Bardet as a surgical anesthetic, and by Ceine and 
Cleisz and Perils as an obstetric analgesic (1923). 

Somnifene was used on 30 parturient women by Dujol and Clement. The first 
12 of these received intramuscular injections and the latter 18 intravenous injec- 
tions. The drug appeared to suppress the pains of labor very well and also the 
mental perception of the contraction. It acted, therefore, more as an anesthetic 
than as an analgesic. 'Because the patients appeared very toxic while under the 
influence of the drug, the latter should not be employed by general practitioners — 
and constant supermsion by a physician is imperative. The drug should be used 
only in hospitals and in cases where labor is prolonged and very painful. 

J. P. GREENHIUIi. 

Delmas, P., and Roume, A.: Obstetrical Anesthesia by Means of the IJreic Com- 
pounds. Pressc Medicale, Pans, Sept. 2, 1925, p. 1171 . 

The authors employed somnifene (a salt of barbituric acid and of diethylamine) 
in twelve obstetric cases, in addition to five cases previously reported by one of 
them. Their results were unsatisfactory; complete arrest of labor for many hours 
was noted in some instances. The majority of the parturient women became vio- 
lent and almost uncontrollable; the percentage of instrumental delivery was in- 
creased, and the babies were somewhat somnolent and refused to nurse for two or 
three days. The patients, as a rule, were also drowsy for a couple of days after 
delivery, at the end of wJiich time they had jio recollection of the labor. Similar 
results were obtained with allonal (phenyl barbiturate of amidopyrine). In thera- 
peutic doses, somnifene so far has not proved fatal to mother or baby. The 
authors suggest that it maj"^ have a field in long and tedious labors, when its use 
is supervised by an expert, and also that it may be employed in a synergistic 
manner. 

The rectal administration is preferred to the intravenous route which has been 
recommended by some, as the authors claim that the latter method in some in- 
stances produced a state of shock. The drug may be administered intramuscu- 
larly. As patients in labor are prone to vomit, oral administration is not feasible. 

It is given in doses of 5 c.c. intraTUUscularly or 10 c.c. per rectum, diluted with 
water or normal salt solution. E. L. Kino. 

Manna, A: Clinical Study of a New Analgesic in Obstetric and Gynecoogic Prac- 
tice. Arehivio di ostctricia c ginccologia, 19.23, xvii, 145. 

This report deals with surgical anesthesia induced by maratrik, a composition 
of morphine hydrochlorate 10 mg., neutral atropine sulphate 15 mg., sodasiuc 
Gualdoni (benzoic ether of dimcthylaminoproiiinol) 2 mg., and is marketed in 
ampules of 1 and 2 c.c. of sterilized substance for one injection. 

With the patient in lithotomy position, the region of the tuber ischii is disin- 
fected with tincture of iodine and mar.atrick injected, one ceutimefor interior and 
anterior to the tuberosity, seeking to carry it into proximity of the pudendal nerve. 
The lip of the needle is guided by means of the sterile gloved fingers of the 
operator’s free hand, the middle finger seeking the pulsation of the pudendal ar- 
tery accompanj'ing the nerve, ■while tlic other finger (the index) guides tlio needle 
point more or less directly. 

Maratrik was used in 17 c.'ises in labor, all in good condition, with normal pelves, 
and without previous obstetric dis.asters. It was given when dilatation was 
from 5 or G cm. to complete. Analgesia was in all eases complete, or the jiains at 
least rendered bearable. Uterine contmetions were somewhat shortened and inter- 
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vals lengthened. No general reaction was observed, and there was practically no 
elTect on the baby. The third stage was spontaneous in all cases and without exces- 
sive loss of blood. 

It tvas also used in three gynecologic cases with good results. 

Thos. E. Goethals. 

Heaney, N. Sproat: Etbylene in Obstetrics. Journal of American Medical As- 
sociation, 1924, Ixxxiii, 2061. 

Ethylene and oxygen were used 215 times in normal labor and in operative ob- 
stetrics. The results can be called excellent. Every obstetric operation including 
ce.sarean sections could be performed without additional ether. The advantages of 
ethylene are: better relaxation, speed}' analgesia, absence of cyanosis, rapid return 
of consciousness, and slight postoperative complaints. Ethylene is of particular 
advantage in cases where ether and chloroform arc contraindicated. It Avas also 
used extensively for the conduct of normal labor. When used over a greater 
length of time, as in labor, there is a greater chance for the occurrence of explo- 
sions. Among 30,000 administrations in the hospital two explosions were encoun- 
tered. Uterine hemorrhage Avas slightly greater than Avith nitrous oxide, but far 
less than AA'ith ether. Gkoa^er Liese. 

Vandesial, E,.: Spinal Anesthesia in Obstetrics. Bruxelles Medical, 1925, xxv, 845. 

Vandesial feels that there is little justification for obstetricians to continue in 
ignoring spinal anesthesia for certain cases, after the results obtained by Bun- 
deau Avith this procedure. 

Indications for its use may be classified as folloAvs: (a) Avhen in the course of 
a prolonged labor a period of one to two hours’ rest is desired; (b) where it is 
necessary to obtain anesthesia of the genital regions, as Avith rigid perineums or 
Avhen forceps or breech extractions arc indicated; (c) in cases Avherc digital dila- 
talion of the ccrA'ix is to bo carried out, and (d) AA'here pubiotomy or cesarean sec- 
tion is indicated. In cesarean section this type of anesthesia is preferable to a 
general anesthetic because hemorrhage and shock are lessened. 

Vandesial uses % c.c. of a 10 per cent stoA'ain solution. The injection is made 
beloAv the fourth and fifth lumbar A'ertebra. Anesthetic action is immediate and 
lasts for at least one hour. Theodore W. Adams. 

Lin, Margaret H. D.; Twilight Sleep in China. The National Medical Journal 
of China, 1924, x, 377. 

The author states that in seA'en years of practice in FoocIioav and Shanghai she 
has used tAvilight sleep in one-fourth of all her obstetric cases Avith .absolutely 
good results. She makes a plea for its more general use as a means of rolioA’ing 
sufTering during labor. E. L. Adair. 

Baumann,: Death from Scopolamine. Zcnlralblatt fUr Chiiairgie, 1924, li, 223, 

A Avonian, fifty-tAVO years of age, in good general health, Avas subjected to 
hemorrhoidectomy. Preliminary to the operation she receiA-cd in tAVO doses a total 
of 2.0 eg. pantopon and 0.4 mg. .«copolamine. The operation Avas performed under 
local anesthesia in Avhich a total of 0.3 gm. novocainc Avas used. Two hours after 
the operation, breathing became sloAver, but the pulse remained good. Cyanosis 
Avas marked. Under artificial respiration, the patient recoA'ered after an hour. 
Three hours later breathing again became shalloAV and the patient died despite all 
efTorts. Ajitops}' iCA'caled no organic changes. 

Baumann dismisses the possibility that the novoeaine may liaA'e been a factor. 
Had it been injected intravenously, symptoms of poisoning should have manifested 
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themselves immediately. Besides, uovocaine paralyzes the heart, while breathing 
remains unimpaired. 

In addition to this case, Baumann recites two cases in which the cause of death 
soon after operation was probably due to scopolamine; however, these patients had 
been subjected to gall bladder operations under ether narcosis, so that these may 
have been contributing factors. These patients also were elderly women. He 
continues to use the drug, though more guardedly. (Some clinics, notably Braun’s, 
have discontinued the use of scopolamine, on account of unpleasant experiences.) 

E. E. WoBus. 

Harrar: Rectal Ether Analgesia in Childbirth, American Journal of Medical 

Sciences, 1925, clxx, 256. 

Harrar is satisfied with the results obtained in 200 trials in the past two years 
with magnesium sulphate-morphine injections combined with rectal instillations of 
a mixture of quinine, ether, alcohol, and olive oil. Ho describes in detail the 
method and warns against its application too early in labor, that is, before the 
defacement of the cervix, with two fingers dilatation of the external os, and con- 
tractions coming every three to five minutes and with labor pains sufficiently hard 
to cause complaint by the patient. There are certain occasional annoyances, such 
as soiling of the field with liquid fecal matter, nausea, or burning sensation in the 
anal region. He uses vaseline liberally over the parts to prevent scalding of the 
skin in case the ether should be expelled. Occasionally the morphine and magne- 
sium sulphate will stop labor, but the method is reemployed when labor starts 
again. He warns against the use of chloroform wdien the method has been used, 
but there is no objection to gas inhalation as an aid to delivery under narcosis. 
This is not required in a large percentage of the cases nor is it necessary to give 
anything additional for perineal repair. The method is used in about 70 per cent 
of their hospital cases and is also employed in the out-patient department. Ho 
states that the method can be as satisfactorily carried out in the home as in the 
hospital. In summarizing he says “that this method of analgesia does not carry 
the woman entirely out of the valley of her suffering, but it is of real value m 
that it abolishes the most dreadful part of the ordeal of labor in almost all cases, 
that it is without danger to either the mother or her baby, and that in painstaking 
hands by strictly adhering to the described analgesia, its occasional annoyances may 
be avoided.’’ W. Kkrwin. 




Xoth; The Editor accepts no responsibility for the views and statements of 
authors as published in their “Original Communications.” 
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feetion, and we know with a fair degree of accuracy, from many years 
of observation, what percentage of apparent cures we may hope for in 
the cases that have sought relief early. The full value of irradiation, 
whether by radium or roentgen raj’-s is still an open question, except 
that it is generally agreed that in advanced cancer of the cerwx, radium 
is by far the most valuable palliative measure at our disposal at the 
present time. It behooves us then diligently to continue the study of 
end-results in cancer cases in order that we may contribute little by 
little to our knowledge of the most efficient methods of applying these 
remedies, and we should be encouraged to do this because a study of 
the available statistics of various clinics shows that there has been a 
steady improvement in the results obtained as a better understanding 
of irradiation has been developed. 

CLASSIFICATION 

One of the first essentials to a better understanding of end-results is 
the adoption by all clinics of a uniform system of classification of cer- 
vical carcinoma, of which simplicity is a necessary feature. Schmitz’s 
classification seems to us to recommend itself on this ground, and we 
have adopted it in our clinic "with slight modification in the interest of 
clarity as follows: 

Frimanj Cases, those receiving initial treatment from us, are divided into four 
classes. In Classes I and II the disease is macroscopically limited to the cervix; 
in Class III the disease has extended beyond the cervix either in the broad or 
uterosacral ligaments or vagina, including the borderline cases; in Class IV are the 
advanced cases ■with extensive involvement of the tissues of the pelvis or abdomen, 
the so-called "frozen" pelvis. 

Secondary Cases are those recurring after hysterectomy for cancer of Ihe cervix. 

We have preferred the term “secondary” to “recurrent,” believing 
it would be less confusing to confine the term “recurrent” to any re- 
newed activity of the malignancy, -whether after operation or radium 
therapy. 

Unless we have some uniform .system of classification, a comparative 
study of results in the various clinics must always be difficult and in- 
accurate. As a result of this lack of uniformity any comparative figures 
we may have today are largely speculative. Again we should agree on 
what we mean when we .speak of a “cure.” In many of tlie reports 
the term “absolute cure” is used and is based on the generally ac- 
cepted five year limit. Personally we believe that the “five year cure” 
is only a relative term, and ■we take it that when the tei-m “free from 
s3'mptom.s” is emploj'cd it is meant subjectiveljq as objectively we can- 
not saj' in manj' of these eases that the infiltration or thickening that 
maj' still be palpable in the pelvis in .sj'mpfomalically cured patients 
doe.s not contain cancer cells capable of extending the disease, bur- 
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thermore, we know of patients wlio liave long passed tlie five year mark 
free from symptoms and apparently cured, who have subsequently died 
of cancer. 

FOIiLOW-UP 

We believe a follow-up that is conducted by the surgeon himself is 
of far greater accuracy and therefore of more value in drawing conclu- 
■sions than is tiie follow-up by letter from either the patient herself or 
from her family physician. Undoubtedly, the most perfect follow-up 
for carcinoma cases is that conducted in Sweden, as these patients are 
under government control, the government paying the necessary trans- 
portation expenses, etc. Heyman, of Stockholm, was able to report at 
the American College of Surgeons in 1924 a 100 per cent follow-up of 
cases. We realize that this is a very difficult problem in our large 
cities with their shifting population, yet we believe that a great im- 
provement can be made in spite of the handicaps, if serious intensive 
efforts commensurate with its importance are brought to bear upon 
this phase of the subject. This is to be accomplished by proper organi- 
zation and more funds for the Social Service Department. 

We have found that the fact that the patient realizes that she will 
be seen and examined pei’sonally by the surgeon who operated upon 
her and who therefore, from her viewpoint, has a personal interest in 
following the progress of her case, will insure a high percentage of 
returns. One difficulty results from the patient’s not realizing the 
serious nature of her disease, and when she has no subjective symptoms 
there is danger of her neglecting to continue to report to the follow-up. 
It is not our custom to tell these women that they have cancer if we 
can avoid it, but it is important that their next of kin should be 
promptly and fully informed of the character of the disease, the prob- 
able outcome, and the urgent necessity for regular observation in order 
that their influence may be exerted to this end. In our recent report,^ 
presented before the American Medical Association last May, we were 
able to show a complete follow-up of 188 cases out of 196 observed 
within the six year period covered in the report. 

In figuring percentages of results, we consider that more accurate 
deductions can be made with less confusion and greater simplicity if 
the patients are classified as “living” after five years, instead of as 
“absolute cures,” or even “symptom-free.” We think also that per- 
centages sliould be based on cases f raced, and we should not include 
and consider as dead all those of whom we have lost track. As an 
example of this we recently liad six patients who had not been in the 
follow-up clinic in from one and a half to four years who returned as 

a result of an intensive search, all in good health and clinically free 
from tlie disease. 
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PRINCIPLES OP TREATMENT 

Ewing states that radium acts on cancer cells by autolytic degenera- 
tion, caustic destruction, and growth restraint. The principles on 
which Ave have based our method of treatment of cervical carcinoma 
rest on this theory. It is not advisable to use a dosage sufficiently 
powerful to destroy the normal cells and thus open up portals of entry 
for a rapid extension of the malignancjL The beneficial effects that 
Ave hope to obtain are the result of the death of the cancer cells 
only, plus the restraining of the growth of those tumor cells Avliieh 
may have escaped, by the interference with the capillary, Amnous, ar- 
terial, and lymphatic circulation, due to the action of the radium 
on the proliferating connective tissue. The choking off of the blood 
and lymph supply’- as a result of contraction following irradiation 
means starvation and imprisonment of the remaining cancer cells that 
haA’^e been AAuthin the reach of the rays. This is in accord Avith the 
AucAA's of Ewing and McCarty and of Clark and Keene. 

An example of this action of iimadiation, whereby malignant cells 
may be isolated and walled in so as to nullify them, is illustrated in 
a report of a case in the Annals of Surgery, March, 1925, by DeWitt 
Stettin, who did a radical amputation of the breast for a large-celled 
alveolar carcinoma, folloAved by a course of x-ray therapy. A nodule 
developed one year later Avhich had all the appearances of a typical 
supraclavicular lymph node metastasis. This nodule of the deep- 
seated glands Avhieh AA'as firmly fixed has remained stationary for five 
years, and the jiatient is in excellent health. Dr. Stettin believes that 
the arrest is due to the isolation of the cells by the scar tissue forma- 
tion as a result of the x-ray application. 

The contraction and cicatrization folloAving the healing after radium 
therapy is well knoAvn. We believe that this accounts for the fact that 
the results that have been obtained by observers Avho only have a 
limited supply of radium at their disposal (100 to 200 mg.), equal 
those of clinics AAdiere Amrj’- large amounts are available. We doubt 
AA^hether the application of massive doses can shoAV any better ultimate re- 
sults than the intelligent application and reapidication of smaller doses. 

We start AA'ith the jirinciple that every case of cancer of the cerAUX 
is a study in itself, and that thei-e can be no uniform or standard dose 
for the treatment of all cases. Our first dose is regarded as a test 
dose, usually from 2400 to 3600 mg. liours, and aa'c judge of the effect 
in that particular case by a careful obserAmtion of the conditions exist- 
ing at the end of six to eight AA'eeks. We think aa'C can tell from the 
general appearance of the groAA'th AA'liether the scA’eral stages of hyper- 
emia, local destruction of ti.ssue, formation of local sloughing, begin- 
ning healing process, complete healing, and final cicatrization Avith 
marked contraction, Avhich reprasent the phenomena of ii’radiation of 
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tlie cervix by radium as described by one of us,- are progressing satis- 
factorily or not. "We have tried to learn what the picture should be 
at the end of each postradiation month. At the end of the third month 
we expect to find the markedly contracted cervix and vaginal vault of 
firm consistency -with the pallor characteristic of anemic tissues. Later 
one may observe ecchyniotic spots with slight capillary oozing that is 
not characteristic of carcinomatous erosion; we believe this is due to 
superficial shedding of epithelial cells, the result of the dwindling blood 
supply; is analogous to the eechymosis -we frequently see in senile 
vaginitis, and should not be confounded vdth a recurrence. 

If at the end of the first or second month we find the postradiation 
stages progressing satisfactorily, we do not reradiate at that time. 
We observe the patient each month and as long as the conditions re- 
main quiescent and symptomless, continue the watchful waiting. Should 
there be evident unsatisfactory progress in the postradiation stages 
during the healing period of three months, or should any sign of re- 
kindling of the malignant process after complete healing manifest 
itself by an erosion, bleeding, or nodule, we at once reradiate, using a 
dosage and technic commensurate with the conditions present. In 
contradistinction to the views of many observers, our experience has 
been that repeated irradiations in certain of the advanced cases have 
been of distinct value. In fact some of our five year cases of this class 
were' apparently saved by three or more reradiations. It is to be noted 
that many of our reradiations consist of the implantation of needles 
only in suspicious areas. In our experience the monthly inspection is 
essential to safety. During an interval of three to six months a re- 
current malignancy can gain such headway that a serious confla- 
gration may need to be extinguished. If there is an opportunity to 
plant a needle at the onset of the recurrence, the problem is much 
simpler, as the chances of smothering the fire during its incipieney 
are greater. 

As we consider it important to study the result of the first or test 
dose, we do not believe it advantageous or logical to give a series of 
repeated treatments at short intervals as is done in some clinics. We 
require a sufficient time after the initial dose for the changes to take 
place in order that the character of tlie response to the irradiation may 
be judged. One case may require only the test dose to produce a 
satisfaclory result; another may require several repeated doses at 
varying inteiwals, but not closer than six or eight weeks. We see no 
other way to avoid overradiation with extensive and undesired necrosis 
of tissues if we do not thus feel our way in each case. 

TECHNIC 

Tlie teclinie of application that we employ has been described by 
one of us in a preliminary report of our work= and is similar to 
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that in general use. It is important that a careful vaginal and rectal 
examination should be made in order that an accurate knowledge of 
the extent of the disease may be ascertained. A cj’^stoscopic examina- 
tion is also necessary in advanced cases. Care should be taken, how- 
ever, to avoid all unnecessary trauma in the bimanual palpation, as 
there is a distinct danger of a dissemination of the cancer cells beyond 
the growth. We believe that anchoring of the radium by suture in 
situ should be done wherever feasible, as it is important to insure the 
action of the rays in the desired area for the required time. In one 
of our earlier eases in which the tube was placed in the cervical canal 
■without suture, it was found, when the uterus was subsequently re- 
moved, that the tube had evidently slipped up beyond the internal os, 
as the buUc of the irradiation had been exerted in the body just above 
the cervix. We employ the brass and rubber screening of the radium 
tube to filter out the harmful rays, and distance screening with vaginal 
gauze for the protection of the bladder and rectum. As a rule we 
prefer the short needle to the long Lee needle, believing it safer and 
simpler to use with the vaginal packing. As it is necessary for the 
vaginal gauze to be packed tightly in order to distend the vaginal walls 
to the utmost to insure proper distance screening, the patient must of 
necessity be catheterized during the time the treatment is in progress. 
As this is often difficult on account of the packing, we have found the 
insertion of a self-retaining catheter during the time of the radium 
application to be very satisfactory to all concerned. 

SIGNIFICANCE OP THE RESULTS 

As stated in our recent report, our results for all classes of car- 
cinoma of the cervix treated "with radium alone on the above princiiiles 
show 23.6 per cent living for five years or more. Our results in the 
Class I and II cases, that is those in which the disease had not ex- 
tended beyond the cervix, show 52.9 per cent living five years or 
longer. 

The significance of these later figures must be apparent. If we 
can get patients with carcinoma of the cervix to seek relief early, before 
the disease has made much headway, we maj’’ hope to obtain a relative 
cure in at least 50 per cent without opei’ation. These cases were 
franklj^ “operable” eases and have the advantage in comparison with 
the 25 per cent or 26 per cent claimed for the Wertheim operation, 
e.specially when we consider the primary operative mortality. We, of 
cour.se, appreciate that the definition of “operability” has varied con- 
siderably in the Wertheim reports, but -when we consider the expert 
technical training necessarj" for the proper execution of the radical 
operation and its primai’y mortality, we believe that the prepondei- 
nnce of evidence is in favor of radium alone for the treatment of cai- 
cinoma of the cervix. Tlie question of operation (simple panhysterec- 
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lomy) versus radium in very early cases of cancer of the cervix, wliieli 
would be considered as Class I cases, is often debated. Personally, 
Ave believe that both metbods will cure equally, Avitb tbe nonoperative 
mortality in faA^or of tbe radium, but at tbe present time this is a 
question we rarely have to decide, as so few eases seek relief at tins 
very early stage. We have only three cases recorded as Class I in 196. 

We do not operate after successful irradiation for cervical cancer 
for fear of breaking down tbe connective tissue barriers and releasing 
possibly active cancer cells Avbicb liaA^e been imprisoned by tbe action 
of tbe radium. We are not satisfied at tbe present time that those Avbo 
do operate after irradiation can sIioav any better ultimate results than 
tbe clinics giving statistics for radium alone. 

It seems obvious that tbe work of educating tbe laity to seek a diag- 
nosis at tbe A'cry onset of suspicious symptoms is of paramount im- 
portance, in view of tbe satisfactoiy results obtained Avitb tbe radium 
treatment of cervical cancer in at least 50 per cent of these early cases. 
Tbe vital importance of tbe propaganda being carried on by tbe So- 
ciety for tbe Control of Cancer cannot be overstated. Tliei*e is an 
urgent need of educating tbe family physician as well as tbe laity to 
tbe great importance of pajdng attention to suspicious .symptoms in 
their incipiency. Procrastination and failure to make a vaginal ex- 
amination are far too common. 

Apropos of this it is of interest to note tbe length of time that 
elapsed between tbe onset of symptoms and tbe first seeking of medical 
advice in our series of cases. 

In tbe 177 cases in wbieb this was definitely stated tbe average dura- 
tion of symptoms was about seven months. There were only 10 cases 
who sought advice at tbe earliest interval of one month. There were 
13 who waited for tAvo years or more. Of tbe three Class I cases that oc- 
curred in tbe 196, one came after one month, one after three months and 
one after four months. There Avere 44 cases in Class II, and tbe average 
duration of sAunptoms in these tAVO classes combined, which represent 
the disease as limited to tbe ceiwix, Avas about five months. These are 
tbe cases in Avhicb Ave may expect to cure 50 per cent, yet precious 
months were alloAved to slip by before relief Avas sought by the ma- 
jority. In the 146 advanced cases, Class III and IV, tbe average 
duration of symptoms Avas eight months. 

THE RELATION OP TYPE OF CELL TO DEGREE OF MALIGNANCY 

It Avill be helpful in tbe prognosis of these cases if tbe attempts that 
arc being made to determine the relation of tbe type of tbe cell to tbe 
degree of malignancy should proA’e to be successful and practical. Ac- 
cording to a recent statement of Greenougb, this Avould seem to be 
possible in carcinoma of the breast, but, although efforts have been 
made by IMartzloff and others to determine tbe relatiA’e degree of 
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malignancy of cervical cancer according to the cell type, their results 
are open to question, owing to the many complicating factors present. 
Recent publications from the German clinics are practically uniform 
in the opinion that histologic prognosis is not practicable. We Avere 
interested in having our cases studied from this standpoint, and Dr. 
Plant, the Pathologist of the Woman’s Hospital, has made an exhaus- 
tive study of our slides, independent of our clinical results, and his 
conclusions are that a satisfactory prognosis cannot be made from the 
type of cells present. Dr. Plant’s paper Avill shortly he published. 

We realize the difficulties in the problem when Ave appreciate that 
the squamous cell type is the sloAvest groAving and the least malignant 
yet the most resistant to irradiation, while the reverse is true of the 
most malignant spindle-cell type. We may therefore have to give a 
more intenshm treatment in the less malignant type of case to obtain 
a satisfactory result. The sloAver progress of the disease in the squa- 
mous or siiindle-eell types may ghm an apparently longer life from 
the radium therapy, Avhile the more malignant spindle-cell types yield 
more quickly to the irradiation, yet recur more quickly. 

We consider that the constitutional state of the patient is an impor- 
tant factor in the prognosis. We knoAV that there is an absorption of 
autolytic and nitrogenous Avaste products as a result of the action of 
the radium on the tissues, and this may be a serious load to an already 
handicapped system. The resistance of these usually anemic patients 
can be materially fortified by a prophylactic blood transfusion, and it 
is our custom to give 500 c.c. of blood a feAV days before irradiation 
in cases needing it, thus enabling them better to combat the toxins 
absorbed as a result of the treatment. 

carcinojma op the ceraucal stu:\ip 

The occurrence of carcinoma in the cerAucal stump left after a supra- 
vaginal hysterectomy is of perennial interest, and AA'hether a panhys- 
terectomy should be a routine procedure or not is still a debatable 
question AAuth some surgeons. In a fiAm year period Ave had eight such 
cases and during this time 600 supraAmginal hysterectomies Avere done. 
During the past seven years A\'e have seen eleven eases and in the same 
period there Avere 872 supravaginal hysterectomies. Of these eleven 
cases, hoAAmAmr, only four AA'cre previously operated upon in the Woman s 
Hospital. The incidence therefore is probably less than 1 per cent. 
These elcA'en cases have all been treated Avith radium alone, and in 
Class I, there AA'as one case; in Cla.ss IT, three cases; and in Class HI? 
se\mn cases. The time since the operation for supraA’aginal hysterec- 
tomy until the radium treatment, the dui’ation of symptoms, and tlic 
results to date ax-e shoAATi as folloAVS: 
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Garcinoi,la. op Cervical STtriip 



TIME SINCE OPERATION 

DURATION OF SYMPTOMS 

RESULTS 

CLASS I 

At Woman's Hosp. 1 yr. 

1 Montli 

Living now 3 yrs. 

CLASS 11 

“ “ “ 3 weeks 

Ca. Diag. from tissue 
taken at operation 

Living now G yrs. 


‘ ‘ ‘ ' 2 weeks 

Cervix ncg. at time of 
oper., Ca. of cervical 
polyp, insido canal 

Living now 4 yrs. 


" " " 4 years 

12 months 

Living now 3 yrs. 

CLASS III 1 

Oper. ElsewJiero 2 3 'rs., 9 mo. 

G months 

Died 1% years 

1 

i 

" “ 10 yrs. 

5 months 

‘ ‘ 2% years 

i 

“ “ 3 yrs. 

2 years 

“ 2% years 


“ “ 3 mos. 

Not stated, apparently Ca. 
present at operation 

‘ ‘ 4 months 


“ “ 3 yrs. 

8 months 

Now liinng 2 yrs. 


“ “ 5 yr.s. 

4 months 

Died 1 year 


“ “ 10 mos. 

12 months. Apparently Ca. 
present at operation 

‘ ‘ G months 


The incidence of carcinoma of the cervical stump after supravaginal 
hysterectomy is so low, tliat tliere is a probability that it would he 
offset by the slightly higher mortality of panhysterectomy. 

CARCINOMA OF TUE FUNDUS 


It is generally agreed that a panhysterectomy gives such a high 
percentage of five year cures in carcinoma of the fundus that it is 
the method of choice. In our experience, however, a large percentage 
of patients with this condition arc such poor operative risks that we 
have been forced to forego the operation and to use radium only in 
many of them. In the six year period from 1919 to 1925 we have had 
54 cases of fundus carcinoma. We have treated 25 with radium alone, 
11 witli radium and operation, 14 with operation alone, and two with 
roentgen rays alone, and two no treatment (one refused and one too 
far advanced). Thus in 51.9 per cent we did not operate because of 
the poor operative risk. In classifying these cases as to risk, 41 per 
cent were considered as good and 59 per cent as poor. Thirty-two 
were over fifty years of age ; 11 were over sixty ; two were over seventy. 


Obesity, old age, cardiovascular disease, deficient renal function and 
diabetes were the complications present in over 50 per cent of our cases ; 
consequently we had little choice but irradiation in these patients. 

Our end-results in these 52 treated cases of carcinoma of the fundus 
show that 30 are now living; 20 are dead, and two have not been traced 
to date. Of the 25 cases treated by radium alone, nine are within the 


three year period ; all have been traced, and four are Imng three years 
after treatment, or 44.4 per cent. In the five year period there 
were three treated; three traced, and none living. In the seven 
cases treated with radium and panhysterectomy, three are in the 
three year period; all were traced; three are living, or 100 per cent 
Thorc arc none in the five year period. (In addition, there wpre four 
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cases wliicli cannot be placed in this group, owing to the method of 
treatment, namely, one case had two radium treatments followed five 
months later by supravaginal hysterectomy, and died in two years. An- 
other had a panliysterectomy and radium five months later for re- 
currence and was dead in two years. A third had radium and six 
months later an exploratory laparotomy, was found inoperable, and 
died three days postoperative. The fourth case had radium and one 
year later an exploratory laparotomy; was found inoperable, and died 
in two years.; 

Of the 14 eases treated by operation alone, in the three year period, 
.9 were treated ; 9 traced ; 8 are Ihdng, or 88.8 per cent. In the five 
year period 7 were treated; 6 wei’e traced, and 4 are living, or 66.6 
per cent. In 2 eases treated by x-ray alone, one is living, for three 
years, and one died in one year. 

Thus it would seem that the operation alone or radium and opera- 
tion combined gives the best chance for the five year cure. 

ROENTGEN RAY THERAPY 

We have no data of value to contribute on x-ray therapy. We have 
not the high voltage machine at our disposal, and our employment of 
x-ray therapy of moderate voltage, which we carried out on a consider- 
able series of our cases as a postradium treatment, proved far from bene- 
ficial in the large proportion of the patients, and apparently positively 
harmful to some. Certainly we can shoAv no more satisfactory results 
where we have employed the roentgen rays in conjunction with the 
radium than with the radium alone. Therefore, we have abandoned it 
for the present, until such time as evidence can prove to us that the 
technic and dosage have been placed on an indisputable ground in 
producing effective results. 


SUMMARY 

1. For purposes of comparative study a standardized simple classifica- 
tion of the extent of the disease, and the same rules of estimating end- 
results and percentages, .should be adopted by all clinics. 

2. A monthly follow-up conducted in person by the sui’geon in 
cliarge of the patient is of inestimable value as a factor in the suc- 
cessful treatment. 

3. The details of teclinic are important. Especially should over- 
radiation be avoided, and .subsequent treatment should be based upon 
the reaction to tlie test dose of radium. This does not permit of em- 
ploying repeated do.ses at .short intervals, regardless of the response <o 
the first do.se of radium. 

4. In our experience repeated irradiations, three or more, have been 
of distinct value in certain advanced cases. 
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5. By watchful waiting it is often possible to extinguish the fire 
that is rehindling, before it has gained much headway. 

6. According to our results radium alone is preferable to surgery in 
all classes of carcinoma of the cervix, 

7. As at least 50 per cent of the earlj’- eases of carcinoma of the 
cervix can be saved by radium, the importance of educating the laity 
and the family physician to seek an early diagnosis is imperative. 

8. While carcinoma of the fundus is best treated by surgery, many 
Limes the operative risk is poor and resort must be had to radium and 
roentgen ray therapy. 

9. Large amounts of radium are not necessaiy to produce satisfac- 
tory results. 

10. The value of roentgen ray therapy in carcinoma of uterus is 
still an undetermined question. 

11. Every case of carcinoma of the uterus should be individualized 
and treated accordingly. 

12. The ideal therapy for carcinoma would be one that would reach 
the malignant cells wherever located. Should Blair Bell’s theory be 
right that carcinoma is a “specific growth process,” the result of an 
atavistic throwback of the normal cell to its early embiyonic type, 
which has potential malignant characteristics as a result of a failure 
of its restraining hormone, and if that hormone or some substance that 
is lethal only to the malignant cell can be found for intravenous 
therapy, we will welcome it as one of the greatest blessings of mankind. 
But until that time we must continue to rely on surgery and irradia- 
tion as the only means at our disposal that have been of rvalue in 
combating this terrible disease. 
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PRECANCEEOUS LESIONS OP THE UTERUS" 


By Palmer Findley, M.D., F.A.C.S., Omaha, Neb. 


A PPROXIMATELT 13,000 women died of cancer of the uterus in 
the United States in 1924. AppaUed by this frightful mortality 
we ask: “What can be done to lower the death rate?” 

It must be apiiarent to all who are conversant with the cancer prob- 
lem that we find little encouragement in scanning the records of sur- 
geons and radiologists. True, there has been progress made in both of 
these fields, whether employed singly or conjointly, but such progress 
has been feeble and inglorious. We are not satisfied with the results, 
and we do not anticipate any considerable advance in the results of 
treatment through surgery, the x-ray or radium so long as cases pre- 
sent themselves in the advanced stages of the disease. We say that 
cancer is curable if taken in time, but how seldom do we see these cases 
while it is yet time to effect a cure! In my entire experience I have 
not seen more than three such cases. Franlr has found but two can- 
cers of the cervix which could not have been recognized without tlie 
aid of the microscope and no less an authority than Sehottlander re- 
ports no more than 2 per cent of accidental finds in his laboratory work. 

Inasmuch as there are no symptoms in the earliest stages of cancer 
of the cervix, little progress will be made in our efforts to educate the 
public if we limit our instructions to the admonition to consult a com- 
petent pli 3 ^sician when suspicious symptoms arise. If we wait for symp- 
toms we have usually waited too long. We must do more; we must 
admonish women who are passing through the cancer age to seek peri- 
odic examinations; not alone for the purpose of detecting cancer in the 
earlj’- stage of its development but, what is more profitable, to recog- 
nize the existence of precancerous lesions. “Prevention is better than 
cure” is an old adage that strikes us with added force in the considera- 
tion of the cancer problem. 

No one is so bold as to assume an air of complacency in his manage- 
ment of cancer of the cervix. Most of us liave acquired tlie attitude of 
Meigs, who said to his students in 1848, “It is enough to make a phy- 
sician’s heart sink within him to make the diagnostic of cancer uteri; 
for such a diagnostic is ipso facto a progno.stic of death; and when 
the phj^sician has made it, and is brought to the point of giving true 
expression to his opinion, he might be supposed to he as painfuJhv 
situated as an English judge when he puts on his black cap before the 
final pronouncement unto death,” Meigs was .speaking before the days 
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of hysterectomies, x-rays and radium, yet he knew that cancer did not 
arise from healthy tissues; said he: “There is always an antecedent 
state of alteration of tissue ; a state which lays the foundation for the 
mild evolution and increase in cells.” He believed that the time to 
cure cancer was before it had become a cancer. 

To my mind, the only means at our command to lower the death rate 
of cancer of the cervix materially is to attack precancerous lesions in 
the cervix. I believe that the major portion of cancers of the cervix 
are preventable. Tliese precancerous lesions are well known ; they are 
easily recognized, and by intelligent and diligent management they can 
be eliminated. 

I do not believe that uncomplicated lacerations of the cervix consti- 
tute a precancerous lesion. )Schottlander says he has never seen a 
cancer develop from the site of a laceration in the absence of erosions 
and ectropion. While lacerations are frequently associated with cancer 
of the cervix, observations on the early cancers demonstrate that .can- 
cer begins anywhere on the surface of the cervix except in the lacera- 
tion. Bonney, on the other hand, has never failed to find evidence of 
a preexisting erosion in all early cancers of the cervix. Exposure of 
the delicate columnar epithelium, which forms the surface of an un- 
healed erosion and of an ectropion, to the irritating acid secretions of 
the vagina, to the insults of the vaginal walls, and to the constant at- 
tacks of microorganisms which abound in the vagina, predisposes to the 
development of cancer. Erosions and eversions of the cer\dx constitute 
potential cancers, and, viewing them as such, our efforts should be 
directed toward the repair of lacerations and the treatment of endo- 
corvieitis, because these are the forerunners of eversions and erosions 
of the cervix, just as the latter are the forebears of cancer. 

There „seems to be no consensus of opinion as to what constitutes 
precancerous lesions of tlie cervix. Various interpretations have been 
placed upon the structural changes which antedate the development of 
cancer in the cervix. Epithelial cells that are enlarged, irregular in 
.size and outline with hyperchromatic nuclei and indistinct border out- 
lines characterize malignancy in the opinion of Schottlander, while 
Pick looks upon such changes as indicative of regeneration. Ewing 
goes one step further and says that we are dealing with early carcinoma 
when to the above features there is added the do-\vnward growth of 
epithelial papillae and definite heterotopia. Rubin is quoted by Ewing 
ns finding many phases of precancerous lesions in old erosions of the 
cei\ix uheie there is proliferation of atypical cylindric and squamous 
cells, both superficially and in the glands. It is generally conceded that 
cpidermization of the cervical canal does not inevitably constitute a 
precancerous lesion, but it is from such alterations of the cell structure 
that cancer usually arises. I think all mil agree with Ewing tliat, 
“when at}q)ical hj-pertrophic and hyperchromatic cells are growing 
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downward from the epidermis or fill enlarged gland alveoli, the diag- 
nosis of beginning carcinoma is justified.” It is small wonder that, 
experienced pathologists differ in their interpretations when there is so 
great an intermingling of squamous and cylindric epitlielium on the 
surface and in the glands. 

Thomas Wilson of Birmingham, in speculating on the inception of 
cancer, says it may be that the preeancerous condition is already malig- 
nant or that the preeancerous condition “prepares the ground, so to 
speak, in which the cancer seeds are enabled to germinate; or, further, 
it is conceivable that the condition represents the first attempts of the 
body to protect itself against cancer that is already implanted, or is in 
process of evolution.” 

Franlv takes issue with Ewing, Schottlander, Shanenstein and Eubin, 
whom he styles as radical pathologists, who “classify as beginning can- 
cer conditions which, lacking as we do absolute histologic criteria of 
early malignancy, may as well prove to be harmless epithelial prolif- 
eration.” Prank protests against the tendency to remove uteri on 
suspicion only. In his admirable monograph {Gynecological and Ob- 
stetrical Pathology, Appleton) Prank says, that this tendency “has led 
to a craze for hysterectomy compared to the Batty craze for oophorec- 
tomy of the late seventies,” and questions “whether the mortality of 
complete hysterectomy does not far exceed the problematic prophylac- 
tic gain.” The confidence of Prank in his diagnostic acumen is re- 
vealed in the expression: “A carcinoma is unmistakable and, in accord 
with Liebarch, the writer must insist that, while a specimen may be 
suspicious, in a given case we are dealing either with a cancer or not.” 
Where doubt cannot be expelled. Prank would counsel watchful expec- 
tancy by a competent observer for a few weeks when a new exploratory 
incision can be made or more definite, though still early, signs^ develop. 

I cannot subscribe, either in .theory or in practice, to the conclusions 
of Pranlc. We occasionally encounter borderline cases which baffle both 
the clinician and the pathologist. In such cases I believe delay to be 
hazardous and that it is the part of wisdom to regard all such cases 
as malignant. 

Preeancerous lesions of the corpus uteri are commonly designated 
as fibroid tumors, polyps and hyperplasia of the endometrium. When 
we recall that fibroids and cancer of the body of the uterus are associ- 
ated with far greater frequency than are fibroids and cancer of the 
cervix, it is fair to assume that there is a causal relationship. If such 
there be, then we may further assume that the endometrial changes 
accompanying fibroids of the body of the uterus constitute a precan- 
cerous lesion. 

While benign polyps may become malignant, I am of the opinion 
that many errors in diagnosis made by the pathologist are due to mul- 
tiplication and stratification of the epithelium. 
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So-callcd hyperplastic endometritis is unquestionably a precancerous 
lesion and the line of demarcation between the benign and the malig- 
nant cannot always be discerned by the most competent pathologist. 
Great increase in number and irregularity of the gland structures may 
present a most perplexing problem. We must, however, recognize the 
fact that increase in the cell-layers lining the surface and glands of the 
endometrium is not evidence per sc of malignancj’^ ; nor is epidermiza- 
tion a necessary approach to malignancy. 

Benign epidermization of the endometrium is not an uncommon 
finding as the result of curettage followed by the application of esehar- 
otics and as an accompaniment of pyometra. We occasionally see such 
apparently benign changes in the endometrium associated with cancer 
of body and cervix. While recognizing the occurrence of epidermiza- 
tion as a benign lesion, I would regard extensive changes of this sort 
as the precursor of cancer. In all eases where great irregularity in cell 
form and size, atypical mitosis, and hyperchromatism are found, the 
diagnosis of malignancy is established. 

428 Aquila Court. {For discussion see page 519.) 


CERVICITIS, EROSION AND LACERATION OF THE CERVIX 
UTERI FR01\r THE STANDPOINT OP PATHOLOGY 

By G. L. Moench, M.D., New York, N. Y. 

(Asst. Prof, of Gynecology and Instructor of Gynecologic Pathology, K. T. Post- 
Graduate Medical School and Hospital) 

T here is scarcely a field in medicine where such a woeful lack of 
unanimity exists as in the treatment of cervical infections. In part 
this is undoubtedly due to a failure in giving due consideration to the 
protean aspects of the underlying pathology. A further abetting fac- 
tor is the rather confusing terminology employed; erosion, pseudo- 
erosion, ectropion, etc., are used indifferently and without due regard 
as to what these terms actually mean. 

In order to gain an adequate idea of the pathology of the cervix, we 
must first examine the normal cervix, not only in its later stages but 
also in its embryologic development. The miillerian ducts form the 
tubes, uterus, cervix and vagina. At first, the miillerian tubes are lined 
throughout by the same type of columnar epithelium, but changes soon 
take place and form the four different mucus membranes found at birth 
in the different portions of the female genital tract. Postnatally the 
fallopian tubes are lined by ciliated columnar epithelium. The uterus 
likewise .shows columnar epithelium with, however, only a few patches 
of cilia and here and there some scattered secreting cells. At a stiU 
later date the characteristic tubular glands and their cytogenic stroma 
also develop licrc. In the cervical canal the epithelium is°a mucus se- 
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creting epitlielium with many racemose glands which penetrate rather 
deeply into the museulofibrous tissue of the cervix. In some textbooks 
the lining epithelium of the cervix is described as ciliated, but this is not 
correct. The cervical glandular epithelium is a direct continuation of 
the epithelium of the cervical canal, and, as the cervical glands secrete 
mucus, we see that cilia are not to be expected here, as a ciliated epi- 
thelium is not a mucus secreting epithelium. The cervical and uterine 
mucous membrane has a very definite line of demarkation at the isth- 
mus uteri. This line of demarkation usually corresponds to the anatomic 
internal os. In some eases a slight invasion of the two types of mucous 
membrane into each other is seen at their junction, but this zone is 
never more than one millimeter broad, even in the adult. The mucous 
membrane of the cervix, however, differs not only in structure from the 
uterine mucous membrane but also in that it does not pass through the’ 
cyclic (menstrual) changes which involve the endometrium during the 
sexual life of woman. Even the mucous membrane of the isthmus uteri, 
similar though it be to the mucosa of the uterus, usually participates 
only slightly in the menstrual phases.^ In addition to the difference of 
their respective mucous membranes the body of the cervix also differs 
from the uterine wall in being firmer and containing more fibrous con- 
nective tissue. Occasionally small lymph follicles are seen in it, as 
shown by a number of slides in my possession. 

It is in the vagina that we see the greatest change in the original 
epithelial lining of the miiilerian ducts. Here squamous cell epithelium, 
growing from below upwards, replaces the original columnar epithelium. 
Normally this squamous cell growth not only comes to line the whole 
vagina but also at first penetrates into the cervical canal. It is found 
there in the sixth month of fetal life and often even later (see Pig. !)> 
but is nearly always again pushed out and replaced by the columnar 
epithelium which represents the normal lining of the cervical canal in 
later life. Nevertheless, remnants of squamous epithelium may persist 
here. Consequently, the presence of squamous cell epithelium in the 
adult cerwx does not necessarily mean a metaplasia, and, therefore, is 
not in itself to be regarded as evidence of a previous inflammatory 
process. 

In about one-third of all cases® the columnar epithelium of the cer- 
vical canal, instead of pushing out the squamous cell epithelium only as 
far as the external cervical os, grows beyond it to a varying degree on 
to the outer surface of the portio. We have, as a result, an external 
os surrounded by an area of columnar epithelium. Macroscopically such 
an area will appear as a reddened zone and has been called a congenital 
erosion, better pseudocrosion (R. Meyer). Such a condition, though 
called erosion, is of course nothing but a congenital anomaly of growth, 
but, to add further to the already existing confusion, congenital “ero- 
sions” are also called “histologic ectropions.” This is likewise incor- 
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rect, as ectropion means eversion. Tlie terms erosion and ectropion are, 
however, even more indefinite than they seem now, because they have 
also been applied to other histologically and etiologically different 
lesions of the cervix, as will be shown. 

One would thinlc that congenital pseudoerosion might cause trouble 
later on in life, but this is not the case, as these congenital anomalies 
usually heal, that is, become recovered by squamous epithelium. It is 
interesting to note in tliis connection that Courrier® and others have 



Fifr. 1. — Longltudlnnl .section of the cervical canal of a ten-year-old airl. At 
the lower part of the picture Is seen the anterior cervical lip projecting Into the 
vagina: EO Indicates the cxtej-nal os, and X-V the limits of the squamous cell 
epithelium in tlie cervical canal. The projecting tvedgo seen at the upper part of 
the photograph Is duo to the section passing through a projecting ridge of the left 
lateral -wall of the ccr\’ix. It is not a polyp. 

ioiind that the injection of ovarian extract causes proliferation of the 
squamous cell epithelium of the vagina in the newborn. Courrier’s 
experiments corroborate K. :\Ieyer’s findings of a “Verschleimung” of 
the vaginal wall in rodents and dogs during pregnancy when the ovarian 
function is rtiminisbetl. It is possible, tlierefore, that the beginning 
ovarian funelion at puberty is a factor in the healing of congenital 
psmdoerosion and supplies the stimulus needed to cause the squamous 
epithelium to regain ij.s normal location. 
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Based on tlie findings in the congenital pseudoerosion, some patholo- 
gists have denied all cervical erosions to be anything but congenital 
misplacements. This opinion, however, is not correct, as we shall see 
directly. 

Among the actual inflammatory lesions of the cervix we must first 
consider certain specific diseases. Syphilis, though rare, occurs at times 
either as chancre, mucous patch, or gumma, which do not differ from 
the same lesions anywhere else. Tuberculosis may affect the cervix as 
ulcers, miliary tubercles or, rarely, as small papillae on the surface of 
the portio.^ The last condition I have seen only once. 

Generally an inflammation of the cervix is due to infection with the 
gonococcus or with the staiihylococeus, streptococcus, coli bacillus, pneu- 
mococcus or similar bacteria although even parasites such as oxyuris or 
trichomonas may cause irritation. The infection arises locally as spon- 
taneous, auto- or heteroinfection, or, at times, apparently is carried by 
the blood stream. 

Some clinicians claim that gonorrheal infections produce a character- 
istic clinical picture. A thick mucopurulent discharge, for instance, is 
considered one of the indexes of gonorrhea. Such a discharge seems 
indeed to be frequent in gonorrheal infections but certainly is not path- 
ognomonic. Others hold that infections of the nulliparous cervix are 
always gonorrheal. This statement is certainly too broad, because cer- 
vicitis, salpingitis and even peritonitis may at times occur spontaneously, 
for example, during the menstTual period, even in a virffo intacta. A 
specific form of cervical gonorrhea does indeed exist although it is seen 
very seldom. This latter disease is characterized by the formation of 
pointed condylomata on the cervix similar to those found so frequently 
on the skin in eases of gonorrheal infection. 

In infections of the cervix we are dealing either with acute or chronic 
inflammation, and, histologically, the same morphologic differences are 
present as anywhere else in the body. Clinically, acute cervicitis is not 
as important as the chronic form, because it either heals rapidly or, 
more usuall}’-, becomes chronic. In both tlie acute and chronic forms of 
cervical infections we have a more or less purulent discharge, as the 
characteristic clinical expression of the disease. It is, perhaps, impor- 
tant here to caU attention to the necessity of separating actual in- 
flammations of the cervix from such cervical processes as, for instance, 
pregnancy and chronic hyperemia from any source, wiiere tlie cervical 
secretion is increased but not changed in character. Secondary in- 
fection, of course, may also occur in cases of pure hyiieremia and long 
continued congestion may, in anj-^ case, result in cervical hypertrophy 
and fibrosis. The original proce.sses in simple hyperemia and infec- 
tion are, however, definitely and distinctly different. Despite state- 
ments to the contrary, cervical pol3’'ps found in so many patients must 
not be considered co ipso as evidence of a previous inflammation, any 
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more tlian tlie before-mentioned squamous epithelial patches in the 
cervical canal. In both affections, though, secondary inflammatory 
processes may be present. 

Histologically, infections of the cervix may show desquamation of 
the epithelium of the cervical canal but usually only in severe cases. 
As a rule the desquamation affects the glands only very slightly, if at 
all. It is not the epithelium, however, but the stroma of the cervix 
tliat shows the greatest changes. AU the histologic signs of inflamma- 
tion are present here. In acute cases many leucocytes are seen ; in less 
severe or more chronic cases lymphocytes, either scattered diffusely or 
in patches, and often many plasma cells are in evidence. Tlie idea 
that plasma cells are in any way eharaeteristic for gonorrheal infec- 
tions is no longer tenable. In a large number of eases of chronic 
infection, both of the tubes and of the cervix, I stained for plasma 
cells and found them present in large numbers, irrespective of whether 
the process was due to the gonococcus or the streptococcus or staphylo- 
coccus. 

Since the inflammator}^ reaction in the cervix, in contradistinction 
to the uterus, is never limited to the mucous membrane or endoeervix, 
but extends out even as far as the squamous cell epithelium, covering 
the porlio, the term “endocervicitis” should be given up, and the term 
“cervicitis” used as it corresponds more nearly to the actual pathology. 

In addition to the processes described, other changes also occur in the 
cervix. One of these is the formation of cysts by obstruction of the 
gland ducts, and we have here one process by which the nabotliian cysts 
arc formed. Another change in the inflamed cervix may be the pro- 
duction of an ectropion, especially in acute conditions. Such an ever- 
sion or protrusion of the mucous membrane of the cervical canal (in- 
flammatory ectropion) is due only to the inflammatory hjqperemia and 
resembles the same process seen in other locations, especially in the 
urethra. 


Such an ectropion must not be confused with what is ordinarily called 
cervical erosion. This latter proce-ss has been especially often mis- 
understood. In severe inflammatory conditions, the squamous cell epi- 
thelium covering the porlio may be desquamated just as the cervical 
canal epithelium in similar lesions. When such a process occurs around 
the cervical os we have clinically, a reddened area around the os and, 
histologically, a true erosion, specifically called crosio granulans. The 
surface of such an erosion has no epithelial covering but shows puru- 
lent, or fibrinous deposits or granulation tissue. Usually such histology 
is not of long dimation, as the denuded surface becomes covered by 
columnar epithelium, which is more resistant to maceration than 
squamous cell epithelium. Wlien this occurs we are again, as in the 
conpnital lesion, dealing really only with a pseudoerosion or with what 
Frankl, I believe, rightly considers as the first stage of healing of the 
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inflammatory erosion.” We see then that the pathologists who claim 
that all cervical erosions are congenital displacements are in error. At 
the same time it seems that the epithelial changes which occur embryo- 
logically in this region leave a rather unstable balance between the 
columnar and squamous cell epithelium. It may very easily be that 
the frequency of inflammatory cervical erosion is influenced very mark- 
edly hj’’ such an epithelial imbalance. 

There has been much discussion regarding the derivation of the 
columnar epithelium in inflammatory erosions. The idea that the epi- 
thelium is derived from the basal cell layer of the squamous cell epi- 
thelium, believed by some pathologists (Huge,” Veif), must be dis- 
carded. The epithelium is derived either by direct extension from the 
cervical canal epithelium or from some of the superficially lying cer- 
vical glands which easily can and do reach the surface of the portio.” 
Probably both sources are to be considered, even in the same case. 

The columnar epithelium of a cervical erosion may be a single smooth 
layer or may connect directly with the superficial cervical glands. De- 
pressions, indentations and actual ingrowths of the erosional surface 
epithelium may also develop (erosio glandiilaris). This is not strange, 
inasmuch as the cervical epithelium may be expected to retain its 
characteristic ability to form glands, even though located on the surface 
of the portio instead of in the cervical canal itself. We also know that 
inflammation of the tissues in itself may produce a penetration of 
glandular structures into the underlying tissues. This is seen, for 
example, in the gall bladder and intestine, to cite onlj^ two well-known 
instances. Sometimes an erosion is accompanied by the formation of 
cysts (erosio cystica) or many deep indentations are produced Causing 
a papillary appearance (erosio papillaris). Even exophytic instead of 
endophytic groivth is seen (erosio polyposa). The latter tivo, espe- 
ciallj'' the last one, are, however, unusual. (R. Meyer,® Kerwin,^" 
Geller.^^) 

We see, therefore, that all the various forms which an inflammatory 
cervical erosion may assume are essentially onlj’’ parts of one and the 
same process. We have also seen that nature’s first attempt to heal 
the lesion is by covering it with columnar epithelium since the latter 
is more resistant to maceration. As the inflammatory process subsides, 
further attempts at healing of the erosion take place. Tlie columnar 
epithelium in the course of events again becomes replaced by squamous 
cell epithelium (second stage of healing of Priinkl). This is achieved 
by a pushing of the basal cell layer of the squamous epithelium undei 
the columnar epithelium, thus lifting off the latter. The squamous 
epithelium in the process grows across the mouths of such glands as 
may be present on the portio surface, and may, at times, even penetrate 
into the necks of these glands, but, as the glands themselves remain, 
another mode of formation of the ovula nabothi is given (Fig. 2). 
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Since the secretion of the undestroyed glands may either rupture 
through the ne^Yly-formed squamous cell epithelial covering or lift it 
off, and, since relapses of the inflammatory process may cause re- 
desquamation of the squamous epithelium, the second stage of healing 
of an inflammatory cervical erosion is to he regarded only as a transi- 
tory stage. It results either in reformation of the erosion or leads on 
to the third stage or stage of definite healing, in which the squamous 
cell epithelium manages to replace the columnar surface epithelium at 
all points and also to fill out the glands. In this way squamous epi- 



Fifr. — Thf pfiotograpli shows a niarkortly inflamed cervix with dilated partly 
cysUc plands. Tlic squamous cplUietium at tlio lop of the picture has £rro\vn across 
the mouth of two alands {.second -staj^o of healing’) but at the upper left of the 
picture wo rce the gland again breaking through the squamous epithelial covering 


The erosion temporarily healed is showing signs of recurrence. 


thelial doungrowtlis occur which, to the inexperienced, may give the 
impression of malignancy At the same time careful investigation 
will reveal the basal membrane to be evert-where intact. 

The gi’owtk of the squamous cell epithelium in a healing erosion is 
derited fiom the edges of the erosion and also from microscopic 
islands of squamous cells usually left in an erosion. 

In the lacerated cervix we have all the po.s.sibilities hitherto men- 
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tioned, but, in addition, some other pathology, dependent only upon 
the laceration. One of these is the eversion of the cervical lips (lacera- 
tion ectropion). In such instances the cervical os becomes surrounded 
by a reddened zone, 'which is apparently an erosion but ■which in reality 
represents only the everted, normally present mucous membrane of the 
cervical canal. The condition is the result of the pulling apart of the 
cervical lips by scar tissue shrinking. Such scar tissue shrinkage may 
also bury islands of columnar or squamous ceU epithelium, -which may 
become cystic, giving us still another mode of formation of the ovula 
nabothi. 

It is important also in this connection to state that not infrequently 
in lacerations and eversions of the cervix the squamous epithelium 
gro-ws further up-wards into the canal than it does normallj" in an un- 
laeerated cervix. Here, apparently, we again have an effort of nature 
to replace abnormally exposed mucous membrane. 

CONCLUSIONS 

1. There is present, as an ontogenetic factor, a certain imbalance 
between columnar and squamous epithelium at the external os of the 
cervix uteri. 

2. The so-called congenital erosion, due to an anomaly of growth, 
should be called congenital pseudoerosion. 

3. Inflammation of the cervix may be acute or chronic. The acute 
form is of less importance than the chronic as it either heals quickly 
or becomes chronic. 

4. The histologic changes in all cases of cervicitis, with the excep- 
tion of certain specific cases, such as syphilis, tuberculosis and one or 
two other rare forms, are all the same. Gonorrhea, with one exception, 
does not exhibit any definitely characteristic features. 

5. The term “endoeervicitis” should be replaced by the term “cer- 
vicitis” as corresponding more nearly to the morphology present. 

6. The inflammatory erosion of the cervix has a stage of actual true 
erosion and three stages of healing in which it is covered, first, by no 
epithelium at all; then by columnar epithelium; and in the last two 
stages bj^ squamous ceU epithelium. 

7. An ectropion may be due to marked, especially acute, inflamma- 
tion (inflammatory ectropion) , or may be due to laceration and evei- 
sion of the cervical lips (laceration ectropion). 

8. The type of eiiithelium found in a so-called erosion is no criteiion 
as to whether the process is an erosion or an ectropion and even the 
microscope may find it hard to decide the question. 

9. Nabothian cysts may be due to inflamed obstructed gland ducts 
or gland ducts closed by pressure from an inflaramatorj’’ reaction as m 
erosions in the first stage of healing. They may also arise fi'om glan s 
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•whose ducts are covered hy squamous cell epithelium in the second 
stage of healing of an erosion, or again may be due to traumatically 
displaced and buried islands of columnar or squamous cell epithelium. 
This last origin is usually the result of lacerations of the cervix. 
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ItlNDOi^rETRIAL ADENOI^rA (IMPLANTATION) IN THE VERM- 

FORM APPENDIX*^ 


By ]\I. G. Seeltg, St. Louis, Mo. 

(Professor of Clinical Siinacry, Washin-gton University School of Ilciicinc) 


T he chapter on newgrowths of the appendix is peculiarly compli- 
cated. One group, the so-called pseudomucinous tumoi’s, almost defies 
iudgment. Sometimes this A'ariety of tumor runs an appallingly malig- 
nant course; in other instances, it responds as kindly to treatment as 
docs the simplest chronic infiammation. Even after studying innumer- 
able serial sections, I have been unable to determine ivhether I was deal- 
ing ivith a malignant or a benign process, A careful study of the litera- 
ture docs not resolve the uncertainty and doubt. If the patient recovers, 
we are content to call the disease “pseudomyxoma peritonei”; if death 
occurs after a period of marked phy.sical decline and cachexia, -^ve are 
almost forced to entertain the thought that the disease was “dissemi- 
nated colloid carcinoma,” without typically demonstrable cell pic- 
tures. 

A second group of the perplexing tumors of the appendix are the 
so-called carcinomata. Here we may be able to predict the course of the 
disca.so with a fair degree of certainty, or we ma}’, again, be confronted 
vith great difficulty in correlating microscopic findings ■\rith the future 
cour.<^c. The frank adenocarcinoma or the eoUoid type of adenoear- 
well-marked proliferation of alveoli, is a definitely malig- 
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nant disease, comparable to adenocarcinoma elsewhere in the intestinal 
tract. The medullary type, however, furnishes an entirely different 
problem. These tumors practically never recur, metastasize or Idll. It 
is doubtful whether we can continue much longer to call this type of 
growth carcinoma. In my ovm limited experience I have never seen 
recurrence, metastasis or death follow the removal of this type of tumor, 
and I have been inclined strongly to regard these tumors as endothelioma 
of a rather inactive type clinically. Ewing^ says: “In some cases (of 
carcinoma of the appendix) the epithelial cells possess little growth 
capacity and become more intimately incorporated with the increasing 
stroma, so that the structure resembles that of endothelioma arising from 


o. 



A. B. B. 


ViS. 1. — Low power picture of section tJ’ansversely through appendix showi g 
lumen, wall of appendix, and endometrial tissue. Note the marked hypertropny _ 
muscle coats (myoplastic reaction). A, WaU of appendix; Sj endometrial us . 
G, lumen of appendix. 


the lymph spaces of inflammatory connective tissue. These cases have 
apparently been interpreted as endothelioma by Grlazebrook, Kelley and 
others. Sudsuld and Slillner regard the structure as indicating an in- 
flammatorj’- origin, and hold that the great majority of carcinomata of 
the appendix are spurious.” McWilliams- comments on the remarkable 
fact “that primary cancer of the appendix which microscopically aP" 
pears to be a malignant growth is a relatively benign tumor when viewed 
clinically, since it does not tend to involve the Ij^mphatics nor to fonn 
metastases. Recurrences after operation arc almost unimown,” Of 
course, the above quotations must not be construed to mean that cai- 
cinoma of the appendix may not run a very rapid course, spreading, 
involving the cecum and regional lymph nodes and destroying bfc- 
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McWilliams quotes a series of seventy-iiiue cases of carcinoma of tiie 
appendix reported by Rolleston in which there v'as a 1.2 per cent of 
recurrence after operation. The point is this : The surgeon, in attempt- 
ing to set a prognosis in tumoi-s of the appendix has, for years, been 
confronted with the perplexing problem of interpreting the colloid 
tumors and the carcinomata that attack this organ. 

hlore recently, the confusion has been increased by the description of 
a new type of cellular invasion of the appendix, endometrial implants. 
Here, however, the problem is not due to difficulty in predicting the 
course of the disease, but rather to the fact that we have not familiarized 
ourselves with the pathologic gi-oss and microscopic pictures of these 
endometrial implants, and that we therefore do not recognize the disease 
confronting us. These endometrial implants are, in all probability, 



Flpr. 2. — Uterine glnnd penetratinp: into rvnll oC appendix from surface. 


going to prove to be much more frequent in occurrence than present 
figures seem to warrant. In several respects they resemble carcinoma 
clinically and microscopicalh', and yet both clinically and microscopic- 
ally, they are clear cut in their benigirancy. The study of these tumors 
has, up to now, commanded the attention only of the jiathologists and 
gjmccologists. It is imperative that surgeons should also become fa- 
miliar with this chapter of the pathology of disease of the appendix; 
and it is on the ba.sis of this need that the following ca.se history and 
comments arc published. 


Mr?, n., a thirty -seven year oUl nuUiparous vroman, was sent to the hospital four 
days after an alHlominal crisis following the eating of raw pineapple. A few hours 
after the ingestion of tho pineapple, severe cramps set in accompanied by moderate 
vomiting and a mild diarrhea lasting two days. She thinlrs she had a pronounced 
elevation of fever during the tirst day of the attach, but no eliill. The cramps con- 
tinued up to the time of ndmi.^sion to the ho.spital. 
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The family and the past history did not contain any facts bearing significantly on 
her present illness, except that she has had drenching night sweats, suggesting the 
possibility of tuberculosis (ileocecal). In June, 1922, two years before tlio present 
illness, she complained of general body pains and malaise and was examined with 
negative results. Ten years ago she had a similar attack, also following the eating 
of pineapple. The menstrual history was negative, and there is no statement in her 
ease record establishing any relationship bcUyeen her abdominal pain and menstrua- 
tion. Urine, stool, stomach content and blood Wassermann examinations were nega- 
tive. The blood count showed, -i, 480, 000 red and 4,800 white cells, hemoglobin 90 per 
cent. Abdominal examination revealed an area of exquisite tenderness, the size of 
half a dollar, located on the right side, two finger-breadths' above Poupart’s liga- 
ment and two inches intemal to the anterior superior spine of the ilium. There was 
no muscle spasm, no rebound pain and no. evidence of general peritoneal involvement. 
Vaginal examination disclosed in the right vaginal foniix an egg-shaped mass, ten- 


B. A. 



Fig. 3. — Endometrial tissue (gland and stroma) near lumen of appendix. A, Muco.-ia 
of appendix: B, endometrial tissue (gland and stroma). 

der, elastic, and closely connected with the uterus, which was in antovcrsion, of 
normal size, movable and not tender. The mass extended well up to the point of 
abdominal wall tendenies.s. The case history records my impression a.s follou.s. 

‘ ‘ This mass is too low to be assuredly of appendicular origin and extends iip too 
high to be assuredly adnexal in origin. The avuiiptoms point to intestinal disease. 
Ileocecal tuberculosis mu.st be borne in mind. Ob.sen’ation is advised.” X-raj 
studies of the intestinal tract were negative. A note on the historj' next dav ic 
cords: “In view of the fact that the patient complains of gener.al abdominal p.dn 
after taking food, I am beriming to feel that the pelvic condition (if it is tubo 
ovarian) is incidental to a major lesion in the cecum or appendix.” 

Eleven days after admission to the hospital, there was so much distrc.ss folloniiiM 
eating that it was decided to perform an exploratory operation. During these elera-n 
days, there had boon no fever, and repealed oxandnations had failed to funiish anj 
conclu.sivc evidence leading to a definite diagnosis. 
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Exploration di.sclosGa a mass the size of a lion’s egg attached to tlic flare of the 
ileum. The fimbriated end of the right fallopian tube was fused in the mass. Eight 
ovary, left appendages and uterus normal. The cecum was involved in the mass, 
but the appendix was not demonstrable. By blunt finger dissection the mass was 
mobilized, releasing the cecum from the ileum. The posterior surface of the cecum 
was ragged and friable, bled easily and freely, and was covered with a layer of 
grayish green flbrin. A mass about the size of a pecan was felt in the posteiior wall 
of the cecum. By blunt dissection this mass was freed and proved to be an inch 
long appendix, coiled on itself like a snail shell. The bed occupied by the posterior 
wall of cecum and appendix was made up of a vascular granulation-like tissue that 
strongly suggested carcinoma. The appendix was removed and the wound closed 
around a small nibber dam drain. Gross examination of the appendix showed that 
it was completely steno^ed at its middle point. The distal segment contained im- 
prisoned feces. There was no demonstrable perforation. 

Dr, George Ire«, pathologi.st to the Jenish Hospital, was at a loss to explain the 


A. B. C. D. 



Fin. 1. — C.avlty wltliln wall of appendix partially nilcd with blood clot and 
i\tth I ndoinetrial tis.«!uc. A, uterine plund ; B, stroma; C, cavity In wall of appendix; 
I), blood clot. 


presence of acini in the null of tlie appendix and made a tentative diagnosis of 
adenocarcinoma. After more thought, he reached the conclusion that he nas deal- 
ing with a cai-o of endometrial imi>lunlation. Dr. Otto Schwarz, to whom T am in- 
dchted for many courtesies in connection with this report, concurred in the 
opinion of Dr. Ives. T am certain that, had I boon aleit or properly qualified, I 
would have realized or at least linto suspected the tnie state of alTaira at the time 
of operation. 

Here, Ihoit, was a c.n.se tliat defied accurate preoperalive diagnosis, 
eluded diagnosis at time of operation, and so nearly misled ns that we. 
were perilously dose to informing a distressed husband that his wife 
liad n cancer. A mere familiarity, on my part, with the fact that intes- 
tinal cndometri.al implantation a fairly common proce.ss miglit have 
protected me against all of lhe.se pitfalls. 
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There is no occasion to furnish a detailed description of the micro- 
scopic sections ; but, as a matter of record, five sections are reproduced. 

Sampson^ has described the lesion in his paper on “Intestinal Aden- 
oma of the Endometrial Type,’’ and he must be credited -with the honor 
of having recognized first the possibility of the escape of endometrium 
from the fimbriated ends of the fallopian tubes. He has shown, con- 
clusively, it seems, that the endometrial particles thus escaping usu- 
ally tend to drop on the ovaries and to develop as implants, growing 
into the ovarian tissue, which acts as a brood depot, Dming tlie 
process of growth of the endometrial implants small cysts develop. 
These cysts usually contain old blood (hence called chocolate cysts) 
because the endometrial implant functions just as does the normal 


O. B. A. 



Fig:. 5. — ^Well developed endometrial tissue just beneatli lumen of append!^ N 
the ciliated epitlielivim lining the glands. A, Lumen of appendix; B* stroma, » 
uterine gland. 


uterine endometrium. The chocolate cysts tend to rupture and to 
discharge their endometrial lining into the peritoneal cavity. Find- 
ing a new site on the serosa of the intestinal tract, the implants take 
on new growth and develop into the intestinal adenomas of endome- 
trial type. It is possible for intestinal implantation to occur without 
the intervenmg agency of the ovary. 

It is not withoi^ interest to note that Sampson published his^fimt 
studies in 1921,^ and then followed them tip with papers in 1922. u 
1925 he published his most recent studies of carcinoma originating 
endometrial implants.® As early as 1899, Ku-sscl described the pre.scnce 
of endometrial tissue in the ovary, and. in 190.5 Pick lent emphasis to 
the subject by publishing four eases of his own. The German gjuiceo 
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ogists and pathologists then worked over the field veiy thoroughly with 
the result that there were established two theories to explain the phen- 
omenon of endometrial growth in the ovarj^ One school contended that 
anomalies in muellcrian duct development were responsible for the con- 
dition, and the other school believed that the germinal epithelium of the 
ovary had the power to produce endometrium postnalally. The German 
investigators have rather unyieldingly refused to accept Sampson’s 
views, but there seems to be a tendency now to veer toward Sampson ’s 
theory. For instance, Lauehe'^ in a very recent article reverses himself 
and says, “We may agree with Sampson that all intraperitoneally situ- 
ated growths that resemble uterine mucosa and that are not real tumors 
(adeuomyomata) may be regarded as implantations of uterine mucosa.” 
Very recently, Halban^ advanced a new theoiy to the effect that the 
uterine mucosa elements burrow into the lymphatic spaces and are 
thence distributed intraperitoneally by the Ijnnph route. 

In view of the fact that this report represents only the sixth recorded 
case of endometrial adenoma of the appendix, it is not possible to con- 
struct a very clcai*-Gut pictui*e of the disease, to sexwe as a guide in rec- 
ognizing it. Judging, howcvei*, from the admirably detailed studj' by 
Sampson,® it seems safe to assume that, by being on guard, we shall rec- 
ognize it in manj’- more instances than we have in the past. 

The treatment of endometrial implants in the append’x is complicated 
by the fact that Sampson believes that in cases of intestinal endometrial 
adenomas, the uterus, tubes and ovaries should be removed when they 
show evidences of being the site of coincidental implants. He leaves 
the intestinal lesions untouched, because symptoms due to the groirth of 
the implants cease after the menopause. The wise course, it seems to 
me, in cases of the involvement of the appendix, with only insignificant 
lc.sions in the genital tract, would be to remove the appendix and to 
treat the demonstrable genital lesions as conseiwatively as possible. 

CONCLUSIONS 

1. Endometrial adenoma of the appendix is probably a more common 
disease than the few recorded cases warrant. 

2. It may so closely re.semble carcinoma, microscopically and clinically, 
that it is imperative for .surgeons to Icam to reeognizo the lesion. 

3. The characteristic features of the disease are: (1) its exclusive 
occurrence in women; (2) the age incidence of from the thirtieth year 
to the ago of the menopamej (3) the accompanying lesions of genital 
tract, rectum, sigmoid and higlior intestinal tract: (4) the history of 
sterility, acquired painful menstruation, symptoms of chronic intestinal 
obstruction and acute exacerbation of pain at the menstrual periods, 
aud (5) the tendency to spontaneous regression after the menopause. 
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4. Microscopically and macroscopically, the distinguishing morpho- 
logic features of the disease cannot he mistaken if one has familiarized 
himself with the appearance of them, 

5. Treatment consists in removal of the appendix, extirpation of im- 
plantation foci in the genital tract (if necessary panhysterectomy). 


REFERENCES 

lEwing, James; Neoplastic Diseases, 1922, p. 666, 

^McWilliams, C. A.: Amer. Jour. Med. Sc., 1908, cxxxv, 882. 
sSampson, J. A. ; Arch, of Surg., 1921, iii, 245. 

^Sampson, J. A.: Arch, of Surg., 1922, v, 217. 

^Sampson, J. A. : Dost. Med. and Surg, Jour., 1922, clxxxvi, 445. 
4Sampson, J. A. : Amer. Jour, of Obst. and Gynec., 1922, iv, 5. 
JiSampson, J. A.: Arch, of Surg., 1925, x, 1. 

•iLauche, A.: Deutseh. med. Wchnschr., May, 1924, p. 595. 
"Halban: Cent. f. Gynak., 1925, No. 7, p. 387. 

^Sampson, J. A. : Arch, of Surg., 1922, v, 217. 

University Club Bldg. 


Note: Since the manuscript of this paper was submitted Outerbridge has reported 
four cases of possible endometriosis of the appendix (Am. Jour, of Obst. and Gtnec., 
October, 1925, p. 545) and Sampson has urged the similarity of channels involved m 
the dissemination both of cancer and endometrial tissue. (Ibid., p. 649.) 


EXTRAMEATAL PROLAPSE OF THE URETHRA, WITH THE 
REPORT OF A CASE HAVING AN ACUTE ONSET* 

By Walter T, Dannreuther, M.D., F.A.C.S., New York 
(Professor of Gynecology, New York Post-Gradnate Medical School and BospiUd) 

T he terms “prolapse of the urethra” and “urethrocele” liave been 
used interchangeably by various authors in referring to two quite 
different le.sions. Literalljr, each may imply “the falling down or sinlv- 
ing of the part or viscus. Herniation of the urethral walls through 
a rent in the urethroi'aginal fascia frequently occurs as a result of the 
traumatism of labor, and although in a recent article Watkins- alludes 
to this condition as a prolapse of the urethra, it would seem moie log- 
ical to speak of it as a supravaginal urethrocele. Borland inter pxets 
the word urethrocele to mean either a diverticulum of the urethral hoc .j 
encroaching upon the vaginal canal or a prolapse of the urethra thioug i 
the meatus urinarius. Extrusion of the mucous membrane tluough t a- 
meatus is more unusual than the supravaginal sagging, and to distin 
guish the one from the other I would suggest that the circumfcientia 
protrusion be designated as an extrameatal prolapse. The confusion m 
nomenclature may henceforth be avoided by qualifying the uiefhioce c 
or prolapse by the words “supravaginal” or “e.xtramealal. 

■The supravaginal displacement appears beneath the sjmtihjsis, m 
volves all the walls of the canal, and is the prototype of a cystoce e. 

•Read before the American As.soclatlon of Obptctriclans, GynccoIoKlHLs, 
domlnal Surgeon.-. Hot Spring.-, Va., September 1C to IS. 
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Since it occurs so often after labor, either because of trauma, malnutri- 
tion, or chronic cystitis with residual urine, the etiologie factors con- 
cerned in its production are evident. On tlie other liand, wlien the 
urethral mucosa becomes everted and rolls out through the meatus, 
there is increased mobility of the inner tube (mucous membrane) only, 
and as this condition is seen occasionally in little girls and nulliparous 
women, its development cannot be attributed to the same causative 
alterations. StbckeP believes that the detachment of the mucosa may 
be due to atrophy of tlie underlying stroma. I liave observed a number 
of cases of extrameatal prolapse in which a concomitant hypertrophy 
of the labia minora was noted, suggesting tlie likelihood of masturbation 
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1. — Tilt' f-ilk transa.xlon p throupli tho of the tumor und 

uiethial lumen. Iinmeillately In front of tho inoiitus, 

Fhr. 2.~Strotrhln^' tho urethrnl cannl to make .>;urt‘ that llio trrin.«nx!on suture 
is I'roliorb" phtred. 


as an exciting cause. In most instances the extrusion of the mucous 
membrane lU'ogrcssc.': insidiously, and the lesion is chronic wlien first 
seen. Acute cases, with strangulation of the prolapsed tissue at the 
meatus, are comparatively rare. The histopathology of a recent speci- 
men arouses the suspicion that in casc.s with acute onset the patho- 
genesis may ho somewhat analogous to that of hemorrhoids. 


X. P., n F 7 >hi-tor, 'fifty-four yc-ir-i oM, n domestic by occupation, re.^iding in an- 
otlmr city. Mas 5-’i?ed with a sh.arp pain in tho region of the XTih-.a at 2 P.ir. on 
yiuy lah. The au.aci: Mai not pre-ceded t>y undue physical c.xcrtion, although 

car.Mir.ation had been ohMinnte for m.any year.i. There n-as c.xlremc urgency and 
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increased frequency of urination, but only a few drops of urine were .voided at each 
effort. On admission to the hospital at 5 P.M., examination disclosed the presence 
of a large tumor, projecting 52 mm. from the vulva and surrounded by the labia. 
It was 45 mm. in diameter at its widest part. The livid color, delicate surface, and 
the presence of a slit in its center through which a catheter could be passed into 
the bladder, identified the tumor as the urethral mucosa extruded through the 
meatus. The hymen was intact. 

In the hope of reducing the size of the congested mass so that replacement might 
be attempted, the patient was put to bed; hot, wet compresses were applied con- 
stantly; the diet was restricted to fluids, and the bowels were cleared with enemata. 
These remedial measures neither afforded the patient symptomatic relief nor lessened 
the tumefaction to the slightest degree. In fact, the surface color gradually became 
darker, indicating necrosis. 



A 


B 


Fig. 3. — Resection of the prolapsed tissue. A, Shows the incision bcEain on the 
anterior surface ; B, the line of resection. 


On May 12 the tumor was resected, following the technic recommended by 
Ashton.'* Tlio prolapsed mucous membrane was grasped with Allis clamps and drawn 
forward. A sillt ligature was then passed through the upper edge of the external 
meatus, directly across the canal, emerging at the lower margin of the urethra 
opening (Fig. 1). The orifice was stretched open by means of the clamps, to ma o 
sure that the silk thread traversed the lumen of the urethra (Fig. 2). The re 
dundant tissue was cut away in front of the ligature (Figs. 3 and 4), and the 
transfixion suture pulled out of the urethral canal with forceps. Thi.s loop was 
cut (Fig. 5), leaving Uvo sutures which controlled the edges of the wound at 
opposite points and prevented retraction of the mucosa (Fig. G). Tho circum er 
ence of the external meatus ■was then sutured with interrupted catgut stitches, ap 
proximating the severed mucous membrane and the margin of the urethral open 
ing (Fig. 7). A Pezzer catheter drained the bladder for forty-eight hours. 
though the patient was permitted to void thereafter, 2 or .3 ounces of residual nnno 
were recovered by catheterization after spontaneous urination for .several da}.«. 
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Hexametliylenainme and sodium benzoate were prescribed for one week. Eecovcry 
was uneventful and the patient free from symptoms when she left the hospital on 
the twelfth day. 

Pathologic Seport . — The specimen is an oval piece of tissue measuring 20x18x17 
mm. On gross examination, it is seen to • be extensively hemorrhagic, and shows 
marked thrombosis of the blood vessels. * 

On one edge, the sections show transitional epithelium, with' superimposed red 
blood, cells, polynuclear leucocytes, and desquamated epithelial cells. Most of the 
surface, how'cver, is denuded of epithelium. In the center of the sections there 
is a slit, lined by several layers of transitional epithelium, evidently the urethral 
ostium. Beneath this epithelial lining there are three glandidar structures on one 
margin, apparently Skene’s glands. The underlying stroma is extremely odematou.s, 
the dbrous connective tissue being heavily infiltrated with polynuclear leucocytes, 
lymphocytes, plasma cells, large mononuclear wandering cells, and extravasated red 



Fiff. 8. — Cross section of the urethral tumor, showing the tremcndoimly engorged 
blood vessels containing organized thrombi. 

blood cells. The most striking feature of tlie microscopic picture is the enormous 
number of blood vessels, which resemble sinuses and are separated by narrow' strands 
of connective tissue. They all show engorgement and beginning organization of 
thrombi. In some portions of these sinuses the epithelial lining is clearly recog- 
nizable, in some it is proliferated, and in others it is completely destroyed and the 
wall is infiltrated with polj'nuclcar leucocytes. The histologic picture is quite similar 
to that of hemorrhoids (Fig. 8). 

Oommenf . — In tlii.s ease no caiiScitive factor to account for the sudden 
extrameatal urethral prolapse other than chronic constipation could he 
discovered. At the same time, it is interesting to note that the jiatient 
did not snfL’er from hcmori'hoids. 

The most imiiortant detail of tlie operative treatment of prolap.se of 
the urethra is the placing of the transfixion suture, to prevent retrac- 
tion of the muco.sa after the tumor i.s re.sected. 
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An in-dwelling catheter helps to maintain the patency of the urethral 
canal during the first few postoperative days, and the bladder should 
be catheterized occasionally thereafter. Otherwise residual urine may 
accumulate. 
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WEIGHT ESTBIATBS DUEING PEEGNANCY AND THE 

PUEEPEEIU]\P 

By William Kerwin, M.D., P.A.C.S., St. Louis, Mo. 


O BSEEVING the weight gain in the pregnant woman should no 
longer be a question for discussion among obstetricians, as its 
value has been definitely established by the work of several recent ob- 
servers. The state of health coincides fairly accurately with the weight 
in the nonpregnant state, and in pregnancy this holds more or less true, 
although variations within physiologic limits occur. The patient’s atti- 
tude towards prenatal care is determined by the interest which the 
obstetrician shows in her general state of health, and there is no better 
way to stimulate this interest than to observe, at regular intervals, the 
weight gain the patient is making. 

In the nonpregnant state, a woman gives eonsiderable thought to her 
physique, but when pregnant, she slumps to a considerable degree and 
awakes with a much altered postnatal figure. The sagging breast, 
wrinlded bosom, bulging hips, pendulous abdomen, etc., are conditions 
to which pregnancy fat makes a liberal contribution. A too rapid gain 
in the late months may be a factor in tlie toxemia of pregnancy. 
Among those who have made a study of weights during pregnancy are 
Gassner, Zangemeister, Lorenzen, Nebel, Baumm, Heil, Kruger, Momm, 
Kemper, Davis, Hannah, Smith, and Eandall. 


Gassuer was interested in showing that gain in weight throughout the terminal 
months of pregnancy is within physiologic limits. Zangemeister found that the 
weight increases progressively from the twenty-seventh week to the end of preg- 
nancy, and states that “the average increase from the twenty-seventh to the fortieth 
week is 5.55 kilograms, 405 grams per week or 55 grams per day. The greatest 
u-cight is attained three days previous to ddiverv, although some patients make 
tins weight at an early date. During the last few days of pregnancy there is a 
decided decrease in weight in about 98 per cent of the cases, and this foretells the 

the GjmecoloRlcal Society, St Louis, Mo., December 11, 
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onset of labor,' Mnltipara and primipara increase equally and the terminal fall 
is equal. The increase in heavy -women is more than in light women. The increase 
and decrease depend on many factors; such as, age, size of fetus, etc; the increase 
is not only caused by the growth of the ovum, but the organism as such increases.” 

The decrease in weight is caused by processes in pregnancy and in the organism, 
and not alone by the loss of the ovum and the cause has not been determined. An 
increase in diuresis has been observed at this time. Intrauterine death of the fetus 
causes decrease in weight. 

Lorenzen found the average weight gain after the thii-ty-first week to bo 09 gro. 
per day. In the last four weeks the increase is greater than during any previous 
month. Maximum weight is attained two da3'S before deliver}'. He states, “there 
are tluve types at the end, of pregnancy: (1) Body weight increases up to the 
end of pregnancy without any terminal decrease. (2) 'Weight attains greatest 
height shortly before birth and decreases, (a) continuously up to delivery or (b) 
remains same. (3) ‘Weight increases up to three days previous to delivery and then 
falls decidedly.” 

Pat women increase more than lean. Multipai-ac increase more than primiparac. 
Davis gives an average weight loss of fifteen pounds follonnng deliver}'. He con- 
siders a weight gain of seven and a half pounds per month during the last three 
months as excessive, and the weight should be controlled. A rapid weight gain is 
a forerimncr of eclampsia. 

Hannah diets patients to control weight gain, because he considers it dangerous 
to mother and child when weight gain is excessive. Smith concludes, after an in- 
vestigation of 3721 records from London Hospitals and 2441 from Dublin Hospitals, 
that a state of bad nutrition of the mother at the time of labor, due to insufficient 
foods greatly increases the per cent of stillbirths and premature births; greatly 
decreases the average weight of full-term babies at birth; definitely increases the 
postnatal infantile moi'tality; has little if any effect on the progress of babies 
during the first eight or ten days of life and possibly increases the death rate of 
babies during the fir.st three days of life. A state of good nutrition, on the other 
hand, considerably increases the average weight of full-term babies and also the 
percentage of mothers able to suckle during the first eight or ten days. 

The figures on the whole suggest that average nutrition of the mother is the 
most favorable condition. 

Randall found that a too rapid gain in weight during the last two month-s of 
pregnancy occurred in a series of twelve patients with toxemia. 

It has interested us to watch the increase in weight during the differ- 
ent trimesters and the decrease that takes place during the first two 
weeks following delivery and the decrease that occurs during the nor- 
mal puerperium. Several hundred records of cases coming to the Cass 
Avenue Prenatal Clinic were reviewed to obtain the following data : 
The average gain from the end of twelve Aveeks to the end of tAventy- 
four weeks in 260 cases AA'as eight and one-half pounds. The avei’agc 
gain -from the tAventy-fourth aa'ccIc to the end of pregnancy in 127 ease.s 
Ava.s seven and one-half pounds. The aA'crage gain from the third montli 
of pregnancy to the end in 147 cases wa.s sixteen and one-Iialf pounds. 
The aA'crage loss during the six Avecks folloAving deliA'cry in 152 ease.s 
Avas sixteen and one-fhird pound.s. 

These weights Avere taken from records of patients of all nationalities, 
most of whom belong to the laboring class. The average lo.ss in Aveight 
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diiTmg tlie two weeks followiDg delivery m 73 hospital cases of the 
more leisure class was twenty pounds. These weights were taken at 
St. Mary’s Hospital at the onset of labor and again two Aveeks later 
when the patient was diseharged. The figures indicate that the loss for 
the first tAVO Aveeks following delivery is greater than during the six 
Aveeks following delivery; in other words, the patient regains some of 
the Aveight loss Avhicli must be attributed to the inactivity of the body 
Avhile at rest in bed. There are no figures to cover the change in Aveight 
during the lactation period, but this, needless to say, Avould be greatly 
influenced by the diet, the activity, and the enAuronment of the patient 
and the Augor of the child. 

The greatest weight gain from the twelfth to the twenty-fourth week 
Avas twenty pounds in a patient Aveighing 139 pounds at the end of the 
tAA’elfth week, attaining a Aveight of 159 pounds at the end of twenty- 
four Aveeks. The smallest gain during that period was one pound in a 
patient weighing 193 pounds at the end of twelA'e weeks and 194 pounds 
at the end of twenty-four weeks. This patient was on a diet low in fats 
and sugars. In the series between the twenty-fourth week and the end 
of pregnancy the greatest weight gain was 26 pounds in a patient who 
Aveighod 152 pounds at the end of twenty-four weeks, and 178 at the 
end of pregnancy. One patient in this series, Aveighing 230 pounds at 
the end of six months, weighed 231 pounds at the end of pregnancy. 
This patient was subjected to a diet Ioav in fats and sugars. The great- 
est gain from the tAvelfth Aveek to the end of pregnancy Avas 38 pounds 
in a patient Aveighing 142 pounds at twelve Aveeks and 180 pounds at 
the end. The smallest gain during that period Avas six pounds in a 
patient weighing 109 pounds at twelve Aveeks and 115 pounds at the 
end. "When the Aveight was excessive for the heiglit of the patient, 
diet Avas instituted with the hope of controlling the gain as far as pos- 
sible. In private practice Avith the patient under better control this 
could be accomplished in practically all cases. It was apparent that 
the patient felt decidedly better if the weight gain was kept low, pro- 
viding the initial weight was above par. 

The greatest loss during the first tAvo weeks following delivery Avas 
36 pounds in a patient who Aveighed 176 pounds at the end of labor and 
140 pounds tAvo weeks later. The smallest loss Avas 7 pounds in a patient 
weighing 125 pounds at the onset of labor and 118 pounds two weeks 
later. One patient Aveighing 182 pounds at the onset, howeA^er, weighed 
174 pounds two Aveeks later, a loss of 8 pounds, so that the weight of 
the body and the size of the oAuim do not necessarily determine the 
amount of Aveight loss. During six Aveeks of the puerperinm the great- 
est loss Avas 31 pounds, in a patient weighing 183 pounds at the end of 
pregnancy and 152 pounds six weeks later. One patient Aveighed 113 
pounds at the end of pregnancy and weighed the same six weeks later. 
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while another weighing 168 pounds weighed 166 pounds at the end of 
six weeks. 

It would be rather difficult to chart the individual eases shoving 
small losses and great losses, but the series show that certain facts are 
apparently true, namely: That the loss in weight during the puer- 
perium is not solely influenced by the weight of the ovum, by lactation, 
or by the weight of the body at the onset of labor. It therefore must 
be a combination of these factors, "with environment, diet, and exercise 
playing important roles. 

The gain in weight is not effected in all cases by the growth of the 
ovum, as it can be definitely controlled through diet, exercise, etc. 
Edema no doubt plays a very important role. Needless to say, the pa- 
tient who has lost considerable weight during the early months as a 
result of nausea and vomiting, will regain weight rapidly after these 
conditions have passed, and this she should be permitted to do. It is 
not advisable so to restrict the diet that the fetus is deprived of ingre- 
dients necessary for its development, although there is some doubt as 
to whether these products are procured through the diet of the mother, 
or can be obtained in sufficient quantity from the mother’s tissues. 
Figures compiled during the starvation period of the war suggest that 
the fetus is capable of normal development regardless of the mother’s 
diet. 

A summary of the above facts and the work of others force the fol- 
lowing conclusions: 

1. Obesity is pathologic in pregnancy as well as in the nonpregnant 
state. 

2. It can and should be controlled through diet and exercise. 

3. Excessive weight gain is detrimental to both mother and child. 

4. The weight gain is about equal in the second and in the third tri- 
mesters. (The rapid gain in the second trimester is probably due to 
the fact that the patient enters the second trimester with a weight be- 
low normal, brought about by the disturbance in digestion which fre- 
quently exists in the first trimester.) 

5. The weight lo.ss for the puerperium about equals the weight gain 
made during pregnancy. 

6. The greatest loss occurs during the Ijdng-in period, and this lo.ss 
is not due solely to the loss of the ovum. 

7. hlore consideration should be given to the futui'e health and 
physique of the pregnant woman. Improvement in these conditions can 
be obtained through the control of pregnancy fat. 
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INJURIES OF THE INFANT DURING DELIVERY* 

By P. Brooke Bland, M.D., Philadelphia, Pa. 

(From the Department of Ohstctrics, Jefferson Medical College.) 

I N ANALYZING the theme assigned to me, I was carried in retro- 
spect to the winter of 1907. It was my good fortune to spend 
several hours of each day with Dr. Stork, one of the pathologists in 
the Allgemeines Krankenhaus, in Vienna. Here it was not uncommon 
to witness from ten to fifteen or more autopsies almost every day. 
Adult autopsy material was always abundant, it being the rule that 
all patients dying in the institution be subject to postmortem investi- 
gation. Daily I observed large numbers of bodies of newborn babies 
in the morbid anatomy room, but in these, routine postmortem studies 
were not made. Naturally, I was led to speculate as to the cause of 
fetal death. Tlie question arose as to whether all were inevitable and 
whether some, at least, were not preventable. 

In recent years, the question of fetal injury and fetal death has 
been receiving more and more the long deferred attention it justly 
deserves. Noteworthy strides have been made in maternity work, but 
the high plane on which practical obstetrics should stand has not been 
attained. In this country, there is something woefully wrong, since 
from the standpoint of obstetric mortality, we stand fourteenth in 
the sixteen leading nations of the world. In New York City, accord- 
ing to Polak, “one baby out of every twenty-one is born dead and 
one out of twenty-six dies before it is one month old, while one mother 
in every two hundred and fifty deliveries dies from infection or as 
an indirect cause of it.” This author fui'ther claims that more than 
61 per cent of all gynecologic surgery is a result of poor obstetric 
practice. Dr. Barton Cooke Hinst, five years ago, in a paper entitled : 
“The Obstetrical Department of a Modern Medical School,” drew at- 
tention to the defects in the teaching and practice of obstetrics in 
America. In Pennsylvania, the maternal mortality has not changed in 
the past seventeen years. The mortality was 6.1 per cent per thou- 
sand in 1906, and it was precisely the same in 1923. Twelve hundred 
and fifty-one mothers died in confinement in 1922, and the toll in 
1923 was 1,373. 

•Head at a n.cotinK of Ue Philadelphia Ob.stctrical Society, November lO.' 1925. 
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It is impossible to compute tbe vast multitude of women rendered 
physically incompetent or at least partially handicapped by eoinpliea- 
tions arising in both pregnancy and labor. 1 helieve that no other func- 
tion 'performed Toy the human organism exacts such an enormous pen- 
ance in morhidity and mortality as does pregna/ncy loith its culmination 
in labor. It is said to stand second to tuberculosis as a cause of death 
in women between the ages of fifteen and forty-five. 

When the true status of obstetrics as a major surgical specialty is 
accorded the place it should rightfully own, the illusive term “physio- 
logic process” will no longer hold as a common medical phrase, since in 
so many instances pregnancy, with its consummation in childbirth, be- 
comes a pathologic problem. 

It may not be prudent to deal in prophecy, but it seems reasonably 
safe to assert that 50 per cent or more prospective mothers will inevi- 
tably suffer with some type of physical incompeteney, often of a most 
subtle form. With this knowledge gradually becoming ingrained in 
the mind of the profession, expectant mothers will receive the long 
deferred antepartum, intrapartum, and postpartum care their condition 
demands. 

Statistics disclose that from 3 to 5 per cent of all babies die during 
delivery. It is estimated, according to the United States Department 
of Labor, Children’s Bureau, that in this country the annual death 
rate of babies less than one year old, including stillbirths, totals 300,000. 
It is authoritatively stated that at least 50 per cent of these deaths 
(150,000) are wholly unnecessary. This report further shows that 
slightly more than 42 per cent of the babies dying under one year oi 
age did not live to complete the first month of life. Of the 42 per cent 
mentioned, seven-tenths died as a result of antenatal conditions or 
from accident or injury sustained at the time of birth. Of the babies 
who lived less than one week, 83 per cent died of the causes mentioned, 
and of those that lived less than one day, the causes named were re- 
sponsible in 94 per cent of cases. 

While statistics provide fairly reliable data respecting fetal death 
in its relation to pregnancy and parturition, statistics cannot compute, 
nor can the human mind fully comprehend tlie vast army of infants 
left physically disorganized or mentally crippled; herein lies the dark 
tragedy of childbirth. 

Fortunately, in recent years, this catastrophe affecting the human 
family is receiving more and more attention. Ehrenfest says : Widei 
interest in the causation and prevention of parturitional injuries of 
the infant, while of relatively recent date, is growing rapidly and is 
obvious to anyone conversant with modern obstetrical literature. 
Again, “Today we are facing the .surprising fact that in at least 4 
per cent of the autop.sie.s properly performed on stillborn infants and 
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those dying within the first few days after birth, some sort of intra- 
cranial lesion is found.” 

In this connection, it may be of interest to cite the status of ob- 
stetrics, especially as regards the welfare of the child, in countries 
other than our own. A relatively high puerperal infant morbidity and 
infant mortality is not restricted to any nation on earth. 

In England, according to Holland, infant mortality has been reduced 
one-half in the past twenty-two j’^ears, or from 154 per thousand in 
1900 to 77 per thousand in 1922. The number of deaths occurring in 
the first four iveeks postpartum, however (neonatal mortality), has 
shown only a slight decline. Holland points out that nearly one-half 
of the deaths “occurring” during the first year of life “occur” during 
the first month and nearly one-half of these “occur” during the first 
week. It has been shown clearly by Holland, that the large propor- 
tion of these are due to obstetric accidents or obstetric injuries. 

An analysis of the possible injuries to which the infant is exposed 
during delivery discloses that damage may be inflicted anywhere from 
the cutaneous envelope (the omnipresent caput suceedaneum) to the 
mucous lining, including in the area between the bony architecture and 
the parenchymatous organs as well. 

The most serious damage, both in its immediate and remote results, 
is that sustained by the cerebrospinal system. 

Schwartz, in a series of investigations on newborn infants asserts 
that the pathologic conditions arising in the first month of neonatal 
life are dominated by injuries sustained by the brain during labor. 
Fischer, from postmortem studies, found that 10 per cent of the deaths 
occurring in the newborn during the first four weeks postpartum, were 
the result of cerebral damage inflicted at the time of birth. 

Before considering this phase of parturitional damage, I wish to 
direct attention to the possible trauma inflicted to the buccal mucous 
membrane by the metliod customarily employed in removing secretion 
from the baby’s mouth. IManual removal with the gauze-enveloped 
finger must ine^'itably traumatize, more or less, the mucous membrane. 
With the mucosa broken, infection is certainly possible, since it 
is well known that the mother’s milk contains a wide variety of 
bacteria, including staphylococci, colon bacilli, and, in as high as 
49 per cent of cases, streptococci. Fortunately, only 2 per cent of 
the latter are found hemolytic. Furthermore, it is equally well 
known that shortly after birth myriads of bacteria appear in the 
baby’s mouth. To exclude or minimize the possibility of buccal infec- 
tion, wc have abandoned the usual plan of cleansing the mouth and 
are non using in the Jefi’erson Maternity Hospital an electric aspirator, 
fashioned after the aspirating device commonly used by the laryngolo- 
gist. This method is on trial, and whether or not it null afford any 
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safeguard against infection, only a fair test will tell. The method will 
at least keep traumatizing fingers out of the baby’s mouth. 

Another condition, though not strictly an injuiy, yet one which may 
legitimately be placed in the category of birth accidents, is infection 
of the stump of the umbilical cord. Some authorities consider such 
infection responsible for as high as 10 per cent of the mortality of 
infants less than one month old. What part the constantly soiled silk 
braid commonly used in ligating the stump plays in acting as a culture 
medium, one cannot say. It may have an influential role and it may 
not, though the method does not rest upon sound surgical grounds. 
Eecently, we devised a “metallic ligature.” This is composed of Ger- 
man silver and it is now used instead of ordinary silk braid. Whether 
or not it iirovides the bactericidal power silver is thought by some to 
possess or any other advantage over the old method, remains for further 
study alone to reveal. It does exert constant pressure and hemostasis 
is assured. It does not cut the cord, no tying is required, and it may 
be used, alwaj^s resterilized, a great many times. It is inexpensive and 
may be purchased at a cost not exceeding ten cents. 

Passing now to the serious accidents and injuries of parturition, I 
shall briefly consider those affecting certain nerves, the spinal cord, 
and the brain. To these special types of birth injury considerable at- 
tention has been directed during the past few years. 

Trauma, according to Von Eeuss, results either from trouble in the 
genital passage of the mother, or from obstetric maneuvers, cither 
manual or instrumental. In artificial deliveries it is either manual 
manipulation in breech or transverse presentations (version and ex- 
traction) or the obstetric forceps which damage the child. In spon- 
taneous delivery the cause lies chiefly in disproportion between the 
child and the mother’s pelvis, in pelvic deformities, or in malpresen- 
tations. 

Damage maj'' occur particularly after long labors and also in pre- 
cipitate labor in wdiich the child is forcibly driven through the pelvic 
canal. While it is well to recall that almost all forms of injury to 
the child may arise during spontaneous or normal delivery, the large 
proportion of injuiues occur after difficult manual or instrumental 
labor. It is of interest to note at this time that accumulated evidence 
tends to disclose that conditions heretofore regarded as congenital arc 
in reality late expressions of damage su-stained during birth, condi- 
tions which, in the beginning, did not give rise to prominent symptoms 
and which were undetected because of indifferent care or lack of knowl- 
edge on tlie part of the obstetrician. 

The late recognition of many birth injuries may probably be at- 
tributed to the attendant, w’ho regards his obligation discharged when 
the umbilical cord is tied and dre.ssed. We .should not leave the pa- 
tient with the assumption that our duty ceases with the birth of tm 
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batiy. In order to afford every possible safeguard for tbe child, those 
born in our department in Jefferson Hospital are placed under the 
immediate care of a competent pediatrician. This ideal method is 
not practicable in general •work, but it should constitute a routine 
feature of neonatal work in institutional practice. 


NERVE INJURIES 


Parturitional nerve injuries are limited almost exclusively to the 
facial and brachial plexus. These are nearly always the result of 
complicated labors and usually of artificial deliveries. E, Stransky 
analyzed 94 case records of birth palsies which he collected from the 
literature. In these the tjiie of delivery was as follows: 


Manual assistance (Extraction, freeing of arm), 
Forceps, 

Protracted and difficult labor, 

Asphyxia, 

Spontaneous labor, 


50 cases. 
31 cases. 
27 cases, 
11 cases. 
2 cases. 


"While nerve injurj- may occur in all varieties of presentations, most 
authorities believe that the Duchenne-Erb type of palsy, which involves 
the fifth and sixth cervical nerves, is found almost exclusively after 
breech presentations. This jioint, however, still seems open to contro- 
versy. Ehrenfest assigns direct pressure of a forceps blade as occasion- 
ally responsible. jMore frequently, he states, trauma inflicted in de- 
livering the after-coming head is the causative factor. Respecting the 
mechanical factors as influential in obstetric paralyses, those upon which 
responsibility is usually placed are: 


1. Direct compression, manual or instrumental. 

2. Traction resulting in overstretching. 

3. Traction causing plain tearing. 

4. Compression or traction follo'wcd by blood e.xtravasation or inflammatory 
disorganization. 

Either of these destructive forces mat' follow the Prague or 
]\rauriceau-Smellie-Veit method of breech extraction. Direct pressure 
by the tip of one blade of the obstetric forceps is said to be definitely 
causative in a certain number of cases, but this, according to Stolper 
(quoted by Yon Reuss) is only possible when the forceps are applied 
to the head in oblique position or when the rules of proper application 
are not observed or deflection is overlooked. In certain cases serious 
nerve trauma has resulted from pressure of a hematoma, and even 
pi essure of the umbilical cord may sometimes, though rarelv, account 
for nerve damage in the region of the brachial assembly (Roulland). 
Pressure of the clavicle on the brachial nerves is said to be a cause 
in some cases, especially if the arm locks over the head in vertex pres 
entation, and Dr. Burr, of Philadelphia, in 1920, referred to trauma 
of the cord itself as sometimes causative. 
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A paper by Gilmour recently appeared, reporting twenty-five cases 
of brachial birth palsy, of which twenty-three were of the Duehenne-Erb 
variety. Two were of the general arm variety, but there was no in- 
stance of a pure Klumpke type. As to the cause in these cases : all but 
three of the births were described as long or difficult, tliough in one 
case the period of labor was short, only lasting five or six hours. In 
two, delivery was natural and unassisted. In the rest, chloroform was 
used to facilitate instrumental or manual deliverjL Three infants were 
said to have been asphyxiated and to have required prolonged resuscita- 
tion. The presentation was vertex in sixteen cases ; breech in four cases 
and irregular in type in five eases. 

Six forms of brachial plexus damage are described, according to the 
site and extent of the injury. 

1. The most common form is the Duehenne-Erb type, in which the 
upper part of the plexus is affected. The damage involves the fifth and 
sixth cervical roots or the trunk formed by their union. Functional 
disturbance is observed in loss of power in the muscles about the scapula 
and arm, giving rise to the typical deformity in the arm, forearm, and 
hand, described sometimes as the "tipping” attitude. 

2. Involvement of the eighth cervical and first thoracic nerves or the 
trunlv formed by their fusion is usually described as Klumpke’s type. 
Loss of function occurs in the muscles of the hand and also in the 
large flexor muscles of the forearm. The second thoracic root is some- 
times affected, and, as a result, the muscles supplied by the musculo- 
spiral, the extensors of the hand and fingers, are also palsied. In addi- 
tion, owing to the intimate relationsliip of the first thoracic to the 
sj’-mpathetic, changes in the oculopupillary reaction occur. Damage of 
the lower section of the plexus is followed by more extensive and seri- 
ous paralytic disturbance than injury of the upper section. 

3. In certain instances the damage of the plexus is more or less com- 
plete, resulting in loss of power of all of the muscles of both the arm 
and forearm. In this type serious bone lesions, it is claimed, are usu- 
ally an accompaniment of the primary damage. Posterior subluxation 
of the humeral head has been pointed out as a cause by Thomas, of 
Philadelphia, and others. 

4. In certain other eases thei'e is a combination of the upper and 
lower types, with transition from partial to total paralysis. 

5. In still other instances damage is more or less isolated and palsy 
of a single muscle, such as the deltoid or supinator longus, occurs. 

6. The damage may involve both sides, resulting in a bilateral palsj, 
though this is extraordinarily rare. 

Paralysis of the Loxoer Extremity . — ^Damage of the cord or lovei 
spinal roots, resulting in paralysis of the lower extremities, is exceed- 
ingly uncommon. Von Reuss refers to a case of complete paraplegia. 
It e.xisted from birth and was not a,s.soeiated with lo.ss of .sphincter con- 
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trol, tlius indicating an injury involving the spinal roots of the second 
and fourth lumbar and the first and second sacral segments. Injurj 
was thought to be caused, in' this case, by excessive traction during 
delivery. 

Ohstetrh Facial Paralysis.— From the obstetric standpoint palsy of 
the muscles supplied by the seventh nerve fall into two groups: those 
following spontaneous labor and those following manual or instrumental 
delivery. 

In the first group injury is sustained only when there is frank dis- 
proportion between the diameters of the fetal head and the maternal 
pelvis. The trouble is seen chiefly in the various forms of contracted 
pelves, especially the flat pelrns, the head presenting transversely, with 
excessive cranial stress being directed from the sacral promontory, the 
sjonphysis, or an abnormal bony prominence. As a rule, the trouble 
arises after primary cephalic presentations, rarely after breech presenta- 
tions. 

The palsy may result: first, from damage in the central origin 
(basal) of the nerve; second, from injury of the cortical motor area; 
and, third, from damage of the peripheral portion of the nerve itself, 
especially that portion about or just beyond its emergence from the 
stylomastoid foramen, or of its branches. Tlie palsy, therefore, may 
be the result of intra- or extracranial injury. 

The third type of damage is by far the most common (this applies to 
tlic second group), resulting in most instances from direct pressure of 
a forceps blade. Some cases, probably a relatively large number, re- 
sult from violent edema or a large blood collection following forceps, 
trauma. At any rate, it is estimated that at least 10 per cent of the 
facial birth palsies follow difficult forceps delivery, and only occasion- 
ally is paLsy observed after spontaneous labor. 

The incomplete nature of the paral 5 ^sis and the fact that in most 
instances the damage is not permanent is explained on the basis, finst, 
that severe compression is not made on the trunk itself but on its 
branches, especially those coursing through the soft parotid gland ; and, 
second, that damage of a temporary nature only is, therefore, sustained. 

Von Reuss, whose work has been drawn upon constantly in the prep- 
aration of this paper, also directs attention to the temporary and 
incomplete nature of obstetric facial paralysis, and, owing to this 
feature of the disorder, he prefers the term “paresis” instead of 
"pai’alysis.” 

Intracranial injuij of the nerve may be suspected if the character- 
istic signs of the facial palsj'’ are associated with evidences of hypo- 
glossal paralysis or a simultaneous palsy of the third nerve with ptosis 
of the eyelid. 

Facial nerve palsies, like those involving the brachial plexus, are 
nearly always unilateral. Bilateral palsy is exceptional. 
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Since it is not possible to determine accurately the site and extent 
of injuries resulting in paralysis without postmortem investigation, we 
are naturally led to the study of lesions resulting in death. 

One of the most noteworthy monographs on this phase of birth injury 
has been contributed by Eardley Holland, of London, England. This 
work was taken up under the auspices of the Local Government Board 
of London. It was begun in March, 1914, and the report was pre- 
sented in March, 1922. It is based on the most painstaking autopsy 
studies of the bodies of three hundred newborn babies of viable age. 

The examination was undertaken to determine the cause of death in 
“stillbirths.” 

In this report it is pointed out that death may occur at three periods: 

A. Antenatal (when the fetus is usually macerated.). 

JB. Intranatal, (during labor). 

C. Postnatal, (when fetal heart beats at birth but respiration is never estab- 
lished) . 

The deaths were classified as accurately as possible, according to the primary 
causes, as follows: 

1. Maternal states, such as syphilis and toxemias. 

2. Complications of labor, such deformed pelves and placenta previa. 

3. Placenta states, such as retroplacental hemorrhage. 

4. Petal states, such as prematurity and deformities. 

Among the actual causes of death, reference was made to the two conditions 
which were considered of special interest, namely: syphilis and excessive cranial 
stress; the first, because of its low incidence, and the second, because of its un- 
expected importance. By most writers syphilis is regarded as the most common 
cause of stillbirths, but, according to Holland’s report, only a relatively small 
percentage can be attributed to this disease. His investigations respecting this 
feature of the studies were most complete, yet among the three hundred fetuses 
examined there were only forty-two cases of proved syphilis and six of probahlo 
sypliilis, or 16 per cent in all. Fourteen cases were classed as possible syphilis, 
but in these there was no evidence of the disease in the fetus or placenta. The 
observations made with respect to excessive cranial stress, defined “as a compound 
compressive stress, roughly regarded as consisting of two elements, first, a gen- 
eral compression of the whole head and, second, a simple longitudinal compression 
by opposite forces, acting at the ends of the long diameter of the pelvis,” and 
their bearing upon the use of forceps and the conduct of breech deliveries ato 
exceedingly valuable and suggestive. 

Tho effect of cranial stress upon the brain and membranes is discussed in 
detail, and many interesting theories regarding the effect of molding upon tho 
cranium and its contents are presented. Of 167 fresh fetuses examined, the 
tentorium cerebelli was found tom in eighty-one (48 per cent) ; the injury uas 
associated with laceration of the falx cerebri in five cases, and with subdural 
hemorrhage in all but six. 

Of tho cighty-ono cases, forty-six were delivered by the head and thirty-fire 
by tho breech. 

Forceps were used in twentj'-fivo of tho vertex presentations, the indications 
being: Contracted pelves, placenta previa and prolonged second stage. In some 
of the cases signs of considerable force having been employed wore evident, 
Holland in this connection stales: “while the forceps may save many lives it )s 
also responsible for the unnecessary injury and death of many others.” 
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The tliirty-five breccli deliveries represent 75 per cent of tbe total number 
of breecb deliveries examined. The frequency with which the tentorium is tom 
during breech birth is due, in the opinion of Holland, to the haste customarily 
advised and employed in extracting the after-coming liead. He urges a revision 
of obstetric teaclung with respect to this procedure. 


From this report it is apparent that more babies were killed by the 
complications of labor than died during pregnancy or from maternal 
or placental diseases. 

The observations made by Holland regarding the incidence of fetal 
injury and fetal death in breech deliveries are in accord with those 
made by Pierson in the Sloan Hospital, New York. 


This author reports 142 viable primary breech deliveries, vdth natal or neonatal 
death in eighteen, or 12 per cent. He also reports eighty-seven viable version and 
breech extractions with natal or neonatal death in eighteen, or 26 per cent. 
As regards the cause of death, Pierson found spinal cord hemorrhage in seventeen, 
or 47 per cent of the total of tliirty-six cases. Fractures of the vertebrae were 
found in fourteen, or 38 per cent. Intracranial hemorrhage was present in 44 
per cent, though this was marked in only 25 per cent. 

In an analysis of the spinal fluid of 423 newborn negro babies, Roberts found 
that sixty, or more than 14 per cent, contained blood. In the sixty babies in 
whom spinal hemorrhage was found, the tronblo was attributed to trauma in 
fifty-eight and to hemorrhagic disease in two cases. 

Sharpe and Maclaire, in a series of noteworthy studios nlado of 400 newborn 
babies in whom spinal puncture was performed within twelve to forty-eight hours 
after birth, found crideuco of excessive cranial stress by the presence of blood in 
the cerebrospinal fluid in from 7 to 13 per cent of the cases. 

Spencer, in a study of 130 stillborn children, found intnacranial hemorrhage in 
fifty-three or 40.7 per cent. Twelve of the babies V'cre delivered by forceps, and 
in all of these hemorrhage was found. Wallich, quoted by Birabaum, in 143 post- 
mortem studies of stillborn babies, found intracranial hemorrhage in fifty-eight, 
and Litzmann, also quoted by Birnbaum, found spinal meningeal hemorrhage in 
thirty-three of eighty-one autopsies performed on stillborn infants. 

Sharpe and hlaclaire, in a verj* recent series of one hundred spinal punctures 
pel formed on newborn babies, foimd blood contamination in six. 

Pierson, in studj-ing his series of cases with reference to the nature of delivery, 
encountered difliculty with the head in 57 per cent; with the arms and shoulders 
in 25 per cent; with the cervix in 11 per cent, and with the placenta and cord 
in 28 per cent. 


This author points out that trauma alone was the probable cause of death in 
56 per cent of the tliirty-six cases. Asphj-xia, thought to be the most prominent 
cause of death in breech deliverj*, was probably accountable in only 5 per cent. 
Trauma with asphyxia was thought responsible in 39 per cent. Pierson believes 
that birth injuries and shock following breech delivery cause a greater fetal mor- 
bidity and mortality than asphyxia. Accordingly he advises against unnecessary 
haste in brcodi extraction and indicates that hasty action, prompted by fear of 
aspln-xia. is not justified. The diagnosis of death from asphyxia in breech de- 
l.vcr.c,., 1,0 chim, is joslidcd, wta, there is strong dinien] oridence of 

nsphjetm 1™t none et .njnrr-, nnd seeonj, rrhen eompleto nntopsy stodies show 
characfen.^tjc signs of asphyxia, but none of injury. cs now 

In emphasizing the importance of undue haste ’in breech exfraoftnr, n 
io Potter and others who elai. thnt fron. r,f.ee„ to s'S,” 



486 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

be allowed to elapse in delivering tlie after-coming head. Potter has taken as long 
as twenty-three minutes in performing an extraction without injury to the child. 
Indeed, this well-knoum proponent of the operation of version, on more than one 
occasion, has even with safety delivered the placenta before the cliild. 

From a study of injuries of the infant during delivery, it is observed 
that many are largely preventable. The means of prevention may be 
divided into: first, a vdder adoption and higher standard of prenatal 
care and, second, more thorough intranatal training and better practice. 

In conclusion, may I again quote from Holland, who says: “Ante- 
natal methods are the strategy and intranatal methods the tactics of 
obstetrics.” “Obstetrics,” he states further, “is the Cinderella of 
medicine and she is only beginning to ascend to a proper position among 
her sisters.” 
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VULVOVAGINITIS IN INFANTS AND YOUNG CHILDREN'^ 
By Philip F. Williasis, M.D., Philadelphia, Pa. 

V ulvovaginitis in infants and young children is one of the 
topics of common interest to the pediatrist and gynecologist. The 
importance of this problem and the difficulties encountered in solving 
it have been recognized for many years. Dr. Bedford, in a textbook on 
diseases of women and children in 1856, remarks concerning this topic, 
“that the diagnosis merits all tlie attention of the iihysician” and again 
“that often treatment is utterly unavailing.” 

The term ^nllvovaginitis is neither accurate nor sufficient!}’’ descrip- 
tive, for in the mild cases of vulvitis the vagina is rarely, at least mark- 
edly, involved ; 'ivhile in the prolonged complicated cases the many 
lesions to be met are not sufficiently covered. Kahn suggests this term 
be reserved for localized affections of the vulva and vagina, and that 
disease of the infant female organism, caused by the gonococcus of 
Neisser be designated as “gonorrhea puellarum.” 

There is doubt that a large percentage of the cases are caused by the 
gonococcus. Many outbreaks, especially of the epidemic type in babies’ 
homes, schools and hospitals, are caused by the ordinary mucous mem- 
brane infecting organisms responsible for colds and upper respiratory 
infections. Masturbation prompted by mechanical irritation of undis- 
turbed secretion about the labia and clitoris causes a certain percentage, 
and a flagrant disregard of cleanliness is the basic cause in many oth- 
ers. Contamination from the rectum to tlie delicate tissues anterior 
must be considered. Weakened resistance in poorly nourished or ill 
cared for children in the lower grades of society heightens the suscepti- 
bility to infection of the genital organs. Dissemination at times arises 
in birth infections, communal towels, toilets, baths and thermometers. 

During the first twenty-four hours of life the vagina is said to be 
sterile, but by the third day it contains microorganisms. These include 
the various .staphylococci, streptococci; later on the bacillus coli has 
been found, and in older children intestinal bacteria form about half 
the organisms present in the vagina. The finding of organisms so con- 
stantly in tlie vaginas of young children might negative the existence 
of a natural antiseptic function at this age. The vaginal bacillus of 
Doederlein is said not to appear until puberty ; thus the vaginal canal 
in infancy does not have its later natural protective function. 

The gonococcus has been recovered in smears in from 10 to 50 per 
cent of ca.ses in various series, and in many cases in pure culture. In 

‘Head before the PliiladelplUa Obstetrical Society, meeting of November, 10, 1925. 
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a large group of cases streptococci of intestinal origin, colon bacilli, 
gram-positive bacilli resembling diplitlieroids, and various types of 
gram-negative cocci form the buUc of the organisms present. Vulvo- 
vaginitis is rarely caused by the Klebs-Loefiaer bacillus, but has been 
noted frequently as an extension of the process in such exanthemata as 
measles and scarlet fever. 

There has been considerable discussion and much laboratory work on 
the identity of the gonococcus of infantile genital infections, Stein 
and his coworkers did not find any marked differences serologically be- 
tween gonococci recovered by culture in their series and the various 
strains of adult gonococci against which the reactions were made. On 
the other hand Bonarscu, carrying out the reactions of agglutination, 
precipitation and deviation of complement, using serums from rabbits 
inoculated with gonococci isolated from female children and adult 
males against strains of gonococci of different origin, brought to light 
a difference of behavior of the gonococcus of the adult from that of 
children. It would seem proved clinically that the gonococcus recov- 
ered from the majority of eases of vulvitis in children represents a less 
virulent type than the gonococcus of adults. Various types of intes- 
tinal protozoa, pin- or §eat-worms, or trichomonas, have been regarded 
as the original source of infection or inflammation of the vulva, the 
rubbing and scratching consequent to the mechanical irritation excited 
by their presence opening a fair field for the propagation and effect of 
the skin surface or rectal bacteria. Possibly in some of the nonspecific 
eases an examination of the feces may explain the long continuance of 
the condition under otherwise correct treatment. 

As a rule the typical case of gonondieal vulvovaginitis presents the 
picture of a moderate desquamative erythema of the vulva. The ex- 
ternal genitalia and neighboring folds of skin are covered by a thm 
whitish mucopurulent or purulent discharge. There is at times in older 
girls an acne-like folliculitis of the labia. Often tlie inner aspect of 
the thigh presents a slight dei-matitis. In many cases the vagina is 
affected coincidentally, the soft, thin vaginal epithelium being pene- 
trated easily by the invading cocci, the reddened areas on tlie vaginal 
walls being seen easily when the coating of purulent leucorrhea has been 
.swabbed away. Not infrequently the urinary meatus partieipate.s in 
the general inflammatory reaction. Lesions of the cervix, tlic body of 
the uterus and the remainder of the internal genital organs are infre- 
quent. Bartholinitis is infrequent. Local suppuration, that is, of the 
vnlva, is not common, but inguinal adenitis with suppuration often 
occurs. Both German and American observers recognize the frequency 
with which rectal infection coexists with gonorrlieal vulvitis, but an 
English author, Kidd, in his recent book on gonorrheal conditions in tJie 
female doe.s not seem to agree with this finding. 

Scomazzoni had the opportunitj* of making histologic examinations 
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of the portio vaginalis and cervix of an infant who had suffered with 
gonorrhea of the genitals, hut who had died of diphtheria. The changes 
in the cervix were similar to those observed in gonorrheal cervicitis of 
the adult, which explains at once the occasional prolonged resistance 
of the disease to the most assiduous attempts at treatment. He found 
typically chronically inflamed glands on the external surface of the 
portio vaginalis. 

With the variety of etiologic factors present and recognized it is not 
surprising that the casuists have evolved several methods of classifying 
the inflammatory conditions of the vulva and vagina in children. Pos- 
sibly the easiest method is to classify the eases as specific, when the 
gonococcus is recovered in culture or demonstrated in smears, and to 
classify all others as nonspecific. This latter group would include 
everything from the simple catarrhal condition of physiologic origin 
due, in early infancy, to desquamative processes, and later to changes 
in metabolism, and further the mechanical reactions with their result- 
ing inflammatory changes originated by uncleanliness or rectal infesta- 
tion, and the various auto-infections, micrococcus catarrhalis, etc. 

Complications are rarely seen in the internal genital organs. At 
times infantile gonorrhea may take an ascending course and lead to 
severe and lasting lesions. What effect such conditions miglit have 
upon the later functions of the pelvic organs is speculative. Many cases 
of otherwise unexplained acquired vaginal atresias maj’- be laid to the 
adhesions produced by the inflammation of the vagina in this disease. 
The bladder seems to be but seldom affected. Randal found the cervix 
dcfinitelj'^ infected in a number of intractable cases; some of tliese pre- 
sented ectropion of the cndocervix. The invasion of the rectum has 
been noted many times, especially in the epidemic form of the disease. 
The rectal mucosa may be infected by direct extension or by the use of 
a common thermometer, irrigating nozzle or other instrument, and may 
often be the source of tlie reinfection of the vulva in relapsing cases. 
The pathologic changes in proctitis are not marked, the rectal mucosa 
is reddened and covered at times with a thin seropurulent exudate in 
which the gonococcus may be demonstrated. Byfield and otliers have 
pointed out a rectal infection in male children as a source of origin of 
outbreaks in infant wards. Gonoridical ai-thritis may follow vulvo- 
vaginitis in infants and children. Holt states that a pyemic arthritis 
in a young infant is more frequently due to the gonococcus than to any 
other organism. Ophthalmia and endocarditis are rare complications 
of vulvovaginitis. 

Relapses and second attaclcs arc extremely frequent. These may be 
the result of insufficient treatment or to reinfection from the original 
source. Thus one uncured patient in an institution may be the source 
of a second attack among cured patients, or a cervical or rectal gonor- 
rhea may persist and cause .succeeding attacks of vulvovaginitis. In 
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many cases relapses occur more than once. The criteria of cure vary 
so greatly that the term relapse would have to be used guardedly in 
some instances. Gonorrhea of the rectum takes longer to cure, hut 
relapses of gonorrheal proctitis are said to occur comparatively rarely. 

The diagnosis of gonorrheal vulvovaginitis rests essentially upon the 
demonstration in the stained smear preparation of the diplococeus of 
Neisser. Material for smears should be obtained by means of a wire 
loop. In .the opinion of Stein, cultures are unnecessary, as in his series 
positive cultures were found in only 50 per cent of cases presenting 
positive smear preparations. In some instances it has been found 
advisable to stain the sediment obtained by vaginal irrigation to arrive 
at a positive diagnosis. Smears from the cervix may be obtained 
through a- small (No. 26) urethroscope. The uncertain value of the 
complement-fixation test in gonorrheal conditions in adults has prob- 
ably led to its not being used generally in juvenile gonorrhea. 

As a general statement the prognosis of infantile vulvovaginitis is 
regarded as favorable. The duration of the disease should be rela- 
tively short, provided that the causative factor is not continuously 
active or that the greater irz-itation of too active treatment is not re- 
sponsible for the continuance of the disease. The basic principle in 
treatment is cleanliness, ordinary soap and water cleanliness. This in 
itself will effect a cure in a large proportion of the simple catarrhal, 
mechanically produced types resulting from dirt irritations, and non- 
specific bacterial cases. Combined with such simple hygienic therapy 
may be added soothing dusting poAvders. In some instances tonic treat- 
ment may be added. In cases of oxyuriasis the proper helminthic must be 
added. In the specific cases, or in the nonspecific cases resisting treat- 
ment, local antiseptic measures are in vogue. The medicaments used 
are many. The various silver salts, especially the colloidal silver prep- 
arations, various dyes and other chemicals have been advocated for use 
locally by applications, irrigations, douches or by suppositories or bou- 
gies, and by injection in pastes or ointments. The diflSculty of treating 
easily terrified young children makes the actual carrying out of al- 
most any form of treatment not an easy matter. 

GelUiorn and Stein recommend the use of silver nitrate and mercuro- 
chrome, respectively, in a 1 per cent strength in an ointment base con- 
sisting of equal parts of lanolin and Avhite vaseline. This is injected 
into the vagina by means of a simple glass syi’inge to which is attached 
a small rubber tube. The vagina is filled with the ointment, and the 
excess is alloAved to spread over the vulva. The injections are made 
daily. Stein reports the gonorrheal patients are cured in ten weeks, 
Ihe suspicious cases in six Aveeks, and the nonspecific cases in five weeks 
by this method, and the follow-up Avork demonstrates its efficiency, 
there being no recui’rence in tAA’enty cases after a year. 

If the condition resists simple hygienic therapy or the locally applied 
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chemicals, vaccines should he tried. Indeed the benefits from the use 
of vaccines are so confidently recommended by many observers that it 
is a question whether this method should not always be adopted 
as a specific part of the treatment. Consequently it would 
be advisable to take a culture, at the time of making the 
early smear preparations, to obtain a growth of the organism 
present for an autogenous vaccine. Naturally autogenous vaccines 
are to be preferred, and for an initial seines of injections, the 
administration of from 25 to 50 million of organisms are recom- 
mended to bejnjected at intervals of from five to seven days for 
five weeks. In every case in which the gonococcus is found it should 
be regarded as the primary infecting agent, and in case it is impossible 
to obtain autogenous vaccines a stock gonococcus vaccine may be used 
for the class reaction produced. The initial dose for a child of one 
year of a stock gonococcus vaccine is given as from one to three million 
organisms. It may be remarked that prolonged local treatment may be 
injurious, by the constant chemical irritation and by lessening any 
chance for recovery of the natural defensive resources of the vagina 
against bacterial invasion. 

That any type of gonorrhea is cured Is always a difficult conclusion. 
Therefore it is not surprising tliat various observers differ greatly in 
Iheir ideas on this point. The method elaborated upon by Stein seems 
to be quite practical ; that all clinical evidence of the disease must have 
disappeared ; tliat negative smears be obtained weekly for three weeks, 
and that no clinical evidence be noticed during a period of observation 
equal in length to that used in treatment. In stubbornly resistant 
cases the disappearance of the gonococcus may be determined by using 
the method of Van Gieson. The method depends upon the irritation 
produced bj- a solution of silver nitrate and the examination of the 
sediment obtained by irrigation twenty-four hours after the silver has 
been applied. 

In conclusion, one might remark upon the questions of hospital prac- 
tice regarding isolation, observation of new cases, the question of han- 
dling outbreaks, as to laundry, etc., but the time allotted is too short to 
dwell upon these all important points. 


(For discussion see page D 29 .) 



DUODENAL ULCEE PEOM PARTIAL OBSTRUCTION AT THE 
DUODENOJEJUNAL JUNCTION^' 

By Edwin P. Sloan, M.D., Bloomington, Illinois 


I N A paper presented to this organization at its thirty-fifth annual 
meeting in 1922, fifty-four cases of duodenal ulcer from partial ob- 
struction at the duodenojejunal junction that had been relieved by 
surgical removal of the obstruction were reported in detail. Prom 
Julj’’, 1922, to Jidy, 1925, surgical intervention at the duodenojejunal 
junction alone has been done sixty-four times for duodenal ulcer; 
associated ivith appendectomy twenty-four times, with appendectomy 
and cholecystectomy nineteen times, and associated with gastroenteros- 
tomy’' five times. Visible ulcer of the duodenum was demonstrated at 
the time of operation by transillumination in eighty-four of the one 
hundred and twelve cases. 

Conditions found at operation and thought to be responsible for the 
partial obstruction and the development of duodenal ulcer were as 
follows: Definite jejunomesoeolic bands, 28; veils or light adhe- 
sions definitely kinking the jejunum near its origin, 12; irregularities 
of the opening through the mesocolon, 8; ptosis of duodenum, acute 
angle at terminal portion, 14 ; and tuberculous tumor in mesocolon nar- 
I’owing the opening and making direct pressure upon the terminal por- 
tion of the duodenum, 1. More than one of the above conditions Avere 
present in 39 cases. 

Associated conditions requiring gastroenterostomy included four eases 
of ulceration extending through the pylorus with definite constriction 
at the pylorus and one cicatricial constriction of the pylorus and sus- 
pected ulcer of the cardia. 

The operative procedures employed were as folloAA'S: Separations of 
the jejunomesoeolic bands, 34 cases; separations of veils or light adhe- 
sions, 29; severing part or all of ligament of Treitz, 32; partial resec- 
tions of one leaf of mesocolon, 4; mi.scellancous procedures for mobiliza- 
tion of gut at junction, 46; duodenojejunostomies, 3; plications of 
lower layer of mesocolon and mobilization of terminal iiortion of duo- 
denum, 3, and gastroenterostomies, 5 cases. 

Tliirty-oiglit of these patients AA'ere opei’ated upon more than Lvo 
years ago and forty-four more tlian one year ago. Thirty Avei’e operated 
upon during the last fourteen months. While not enough time has 
elapsed to slate that the results are permanent, yet the symptoms have 
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I’eturned in onlj’- one case, and tliat patient had gastroenterostomy as 
well as intervention at the duodenojejunal junction. 

Of the fifty-four cases that were included in our previous report, 
two died from other causes, one had a cholecystectomy performed, and 
two required reoperation. In the two cases that were reoperated upon, 
the sjunptoms were those of p3doric obstruction. But visualization of 
the duodenum bj^ fluoroscopy' after filling it through the Kehfuss tube, 
demonstrated that the pylorus was not obstructed but that the obstruc- 
tion had recurred at the duodenojejunal junction with marked dila- 
tation of the duodenum. In both of these cases duodenojejunostomy' 
gave relief. 

Visualization of the duodenum by injection of air or warm bismuth 
solution through the Behfuss tube is the usual means of arriving at 
a diagnosis of partial obstruction at the duodenojejunal junction. 
Another method is to watch the last portion of the test meal when 
it leaves the stomach until it passes into the jejunum. As long as 
portions of the stomach contents are being thrown into the duodenum 
the contents arc forced along and there is no appreciable .slowing up 
of the current even though j)artial obstruction near the terminus is 
present. But when the duodenal content is small in amount there is 
not enough bulk to force it through the obstructed portion, and re- 
verse peristalsis occurs. The last .portion of the test meal has fre- 
quently been observed to make the excursion from the pylorus to the 
distal end of the duodenum and back. Tliis usually' occurs about 
every twenty minutes and pain is present during the time that re- 
verse peri-stalsis is active. 


CONCLUSIONS 

Partial obstructions at the duodenojejunal junction are sometimes 
the direct cause of duodenal ulcer; they are sometimes the indirect 
cause, creating conditions favorable for its development. In some 
appropriate cases removal of the.se partial obstructions without gastro- 
enterostomy will be sufficient for the cure of the ulcer. 

(For discussion sec puffc 52.'!.) 



ON A POSSIBLE CAUSE POE PEMPHIGUS NEONATOEUM. A 

PEELIMINAEY EEPOET 


By Eoy E. Krigbaum, M.D., Columbus, Ohio 

^ (Instructor in Obstetrics, Ohio State University, Columbus, Ohio) 

I T WAS tile Avriter’s good fortune in 1920 to be a house physician at 
the 'Chicago Lying-In Hospital, at the time Dr. Fred Palls lA'as con- 
ducting his baeteriologic investigations of the cause of so-callel “Pem- 
phigus Neonatorum,” His conclusions Avere that the infecting organ’sm 
Avas a staphylococcus of Ioav viruleney. Some authorities have classified 
pemphigus neonatorum as one form of the common impetigo contagiosa, 
although these tAvo conditions differ both in the clinical manifestations 
and virulence of the organism found in them by cultural methods. Dur- 
ing recent epidemics in three of our local hospitals, Ave Avere able to con- 
firm Dr. Palls’ conclusions from investigations conducted by the Bac- 
teriological Department of Ohio State University. At this time, it AA'as 
impossible to transmit this infection to the inA’-estigator’s skin, to produce 
a lesion by talcing material from one lesion and rubbing it into the sk’n 
at another site in the same babj’-, or to inoculate an uninfected baby by 
direct contact. The hospitals in combating this infection were us'ng all 
of the standard methods in technic to prevent transmission of infections 
of all kinds and they Avere only partially successful. Prom this work aa'C 
felt that the organism found in these lesions was probably no more viru- 
lent than the organisms AA'-hich AA^ere present in most hospitals, and Avhich 
probably do not cause any lesion in normal individuals. About this time 
we AA’ere receiving reports that physicians Avho Avere conducting cases 
in patients’ homes were also reporting cases of pemphigus. We Avon- 
dered if the primaiy etiologic factor in this disease might not be some 
I)reliminary irritation of the babies’ skin Avhich made it susceptible to 
this otherwise innocent organism. We, therefore, felt that we should 
make an 01107*1 to diseoA*er some agent Avhieh Avas used by both hospitals 
and men AA*ho aa’ci’c reporting cases of this infection on babies delivered 
in the home. 

Going over the possible sources of irritation, the antiseptic solutions 
came under our scrutiny and Ave found that all of the institutions Avere 
using the commercial liquor cresolis compositus and not the proprietaiy 
preparation. There came also to our attention at this time these facts: 
First, that A\*hen these epidemics .stai*ted in hospitals, the first fcAv cases 
.seemed to haA'c mild le.sions Avhich I’csponded readily to treatment, but 
after the epidemic had continued for some time, the organisms seemed 
to have become more virulent. Second, that carlj* in the epidemic the 

W4 
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preliminary lesions were located under the mandible, around the umbil- 
icus, in the arm pits, and in the inguinal region where an obstetrician 
most frequently touches with his hands a baby being delivered, his hands 
just previously having been dipped in lysol solution. Third, we discov- 
ered that one epidemic started a very short time after the hospital had 
received a new barrel of liquor cresolis compositus. Fourth, about six 
months ago, when this thought came to mind, one of the three hospitals 
discontinued the use of liquor cresolis compositus and adopted a propri- 
etary preparation and since that time they have had no eases of skin 
lesions in any form. 

With the foregoing observations in mind, we went to the delivery 
rooms of five of our local hospitals and secured samples of the antisep- 
tics which they were using. We also secured a sample from the Depart- 
ment of Chemistry of Ohio State University. These six specimens were 
submitted to the Department of Ph3'siological Chemistry of the Medical 
College of Ohio State Universit5’', and investigated, and the following is 
a report of these investigations for which we are indebted to J. B. Brown 
of that Department; 

The preparation, liquor cresolis compositus, i.s essentially a solution of crcsol in 
potassium soaps of the unsaturated fatty acids, the soap being prepared by direct 
saponification of some oil, such as linseed, ivith potassium hydroxide, the crcsol being 
added after the saponification is complete. “Lysol” is merely the proprietary name 
for such a preparation. From the chemical standpoint tlirec causes for the patho- 
logic condition described above liavo occurred to us, 

1. Variations in the crcsol, vith the presence of irritant impurities, such as 
phenols or other substances. 

2. Variations in the oils used in the preparation of the soaps. 

3. Differences in the amount of free alkali in the soaps due to carelessness in 
preparation or other causes. 

Variations in the crcsol might be a very plausible cause for the trouble rvere it 
merely irritation of the skin, but, if this were so, one would not expect to find infec- 
tion following the irritation. If enough phenol were left on the skin to cause a 
blister, it is difficult to see how microorganisms could enter, particularly of the tj-pe 
found there. 

It is likewise difficult to see how variations in the soaps, or, more particularly, 
in the fatty acids in the soaps, would make any appreciable difference^ certainly not 
enough to cause the trouble described. 

The principal possibility for difference in actions in the preparations seemed to 
lie in variations in the free alkali in the soaps. Experimentally, we have had as yet 
no opportunitj' to trj* out the other two possibilities. "With respect to the third, 
however, we have determined the free alkali and the hydrogen-ion concentration of 
several preparations. One of these was a sample of lysol which came from the hos- 
pital which had been free of any lesions since its adoption, as mentioned before. 
The other five were samples of liquor cresolis compositus, of which the latter four 
were suspected to have produced the trouble described. 

The sources of the six specimens were as follows: 

1. Maternity Hospital, Ohio State University, using “lysol” for past six months 
with no skin lesions since its adoption. 

2. Liquor cresolis compositus from the Department of Chemistry, Ohio State Uni- 
versity, the product furnished the medical students by the University. 
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3, 4, 5, 6. Prom hospitals where epidemics have occurred at intervals during the 
last few years. 

The hydrogen-ion concentration of the lysol and sample No. 2 was 7.5 to 8.0, the 
high color making more accurate detemination impossible by the colorimetric 
method. That of samples Nos. 3, 4, and 5 was 9.0 to ’9.5 or even slightly above that. 
The results were the same vdien the indicator was added drop to drop of the sample 
or whether the sample ivas higlily diluted with water with subsequent possibilities 
for hydrolysis. The free alkali in the ttoxic sample^ Nos. 3, 4, and 5, was deter- 
mined as follows: 5 c.c. of the preparation was added to 150 c.c. of water; phonol- 
phthalein was added, and the mixture was titrated with tenth normal sulphuric acid 
to disappearance of the pink color. Sample No. 3 required 4 c.c.; sample No. 4, 
G.5 c.c.; sample No. 5, 3.8 c.c., to bring about tliis change. As determined in this 
manner, therefore, the sample No. 3 had a free allcalinity amounting to 0.08 N.; 
sample No. 4, 0.13 N.; and sample No. 5, 0.07 N. Lysol and sample No. 2 were 
neutral or possessed no free aUralinity with this procedure. Sample No. G turned 
white when added to water so was not used, as it evidently contained some other 
agent. 

These results are not proof that this free alkalinity is the cause of trouble, but 
the fact that the lysol with a zero allcalinity has no toxicitj' and the three prepara- 
tions with high allcalinity have toxicity suggests to us a possible correlation between 
the two. The results also show considerable variation in the free alkalinity of dif- 
ferent preparations of the liquor. 

Sample No. 2 in tlie above experiment compared favorably with 
the proprietary preparation, wbicb proves that liquor cresolis com- 
positus can be made without lai'ge quantities of free alkali being retained 
in the solution. The writer believes that preparations with as much free 
alkali as' reported in specimens Nos. 3, 4, and 5, should produce the same 
amount of irritation as ordinary washing powders, composed largely of 
sodium carbonate, or laundry soap Avould produce if we used these prod- 
ucts in the nursery to bathe the babies. We feel, also, that there is a 
strong possibility that the irritating alkaline solution is at times the 
cause of pemphigus. 

SUMMARY 

Prom the foregoing observations we can say positively that: first, no 
liquor cresolis eompositus which has not been titrated to determine its 
fi’ee alkalinity should be used in deliveiy rooms or nurseries in such a 
way that it might come in contact with babies’ skins, no more than we 
would wash diapers in strong alkali; second, that one cannot eradicate 
an epidemic of pemphigus by changing the solutions in the delivery 
room or nursery without resorting to the usual methods of isolation and 
prevention, because, when an epidemic is once started, the mild staphyl- 
ococcus increases in virulence as a result of its rapid transmis.sion from 
one host to another, to such an extent that it becomes capable of infect- 
ing a normal nonirritated baby; third, as a precaution against the com- 
mon form of impetigo, young children should be prohibited from visit- 
ing ncwboni babies during their confinement to the hospital. 

240 E. State Stixet. 



A METHOD OP OBTAINING VAGINAL SECRETION FOR 
BACTERIOLOGIC EXAj\IINATION WITHOUT THE POS- 
SIBILITY OP VULVAL CONTASIINATION" 

By Jorix W. Harris, JLD., and J. Howard Browx, Ph.D. 

Baltuiorc, j\Id, 

(From the Departments of Obstetrics and Fathotogp and Bacteriology, The Johns 

Hophins Ilospiial and University) 

W ISHING to investigate certain phases of the bacterial flora of the 
vagina, we were early imiwcssed with the difflenlty of obtaining 
secretion which could be regarded with certainty as the uneontami- 
nated contents of the vagina. Because of the anatomj’^ of the genitalia, 
exposure of the vaginal vault without the probability of contamination 
from the labia has in-csented difficulties which we do not believe have 
been overcome up to this time. In most of the reported hacteriologic 
investigations the vaginal cultui'es were obtained in one of two wa3^s: 
by the exposure of the vaginal vault witli a sterile speculum; or bA’- 
the use of the !Menge tube. Both of these methods have been described 
rcpeatedl}' so that repetition of them .seems unnecessaiy. 

Williams'^ ha.s pointed out the difficulties encountered in obtaining 
uncontaminated secretion from the vagina b.v means of the speculum. 
In this method contamination of the A’aginal secretion by bacteria 
from the labia as the speculum is introduced is highlj* probable. This 
probabilitA* becomes almost a certainty in the case of nulliparae in 
Avhom the introitus is so tight that its margins can be separated onlj" 
to a limited degree. To overcome the possibilit}" of such contamina- 
tion, many investigators have attempted to sterilize the vulva by means 
of chemical antiseptics. Two objections maj'^ be offered to this. It is 
more than doubtful if Ave possess an antiseptic that can be applied to 
the delicate structures of the external genitalia in ^sufficient strength 
to insure complete sterilization. ■ Granting, hoAvcA-cr, that such .sterili- 
zation is possible, there is always tlie danger that some of the anti- 
septic maA* be carried up into the A'agina bj’ the speculum and thus, 
partl.v at least, affect the groAvth of the bacteria in the A-aginal secretion. 
To test the force of the latter objection the labia of a number of 
AYomen Avere thoroughlA’ painted Avilh a 2 per cent aqueous solution of 
mcrcurochi’ome. A small speculum AA'as then introduced, care being 
taken to part the labia as widelj* as possible, and in every instance the 
tip of the speculum aa-rs found to be stained Avith the antiseptic. 

The hlcnge tube Avould seem to have at least one adAuntage OA'er the 
speculum in that it is only 5 mm. in diameter and thus does not afford 

•Rccolvcd for pubUcation, Janviarj- 11, 192G. 
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SO wde an area for contamination as the speculum. It would appear, 
however, that there is no way to protect the edges of the fenestrum in 
Its outer tube from contamination by bacteria in the lowermost part 
of the vagina or on the labia. Obviously, if the edges of the fenestrum 
become contaminated the contents of the inner tube will not truly 
represent the bacterial flora of the upper vagina. That the jMenge 
tube possesses little if any practical advantage over the speculum has 
been shown by Fricke,^ who, after a study of the vaginal secretion of 
50 pregnant women, came to the conclusion that streptococci were 
found with equal frequency when the secretion was obtained by the 
speculum or Menge tube. 

DESCRIPTION OP METHOD 

To obviate tlie dangers of contamination inherent in botii the speculum and 
Menge tube, ve have developed a device which enables us to obtain a sufficient 
quantity of vaginal secretion for bactei'iologic stud}', and which we think can be 
regarded as representing the true secretion, uneontaminated by organisms from the 



Fieure 


I'ig'. 1. — Device assembled and ready for use. 

J’lg’. 2 . — Device in the vagina, after swab has been pushed out. 

labia. This consists of a tube of ordinary S mm. laboratorj' soft glass, 120 mm. 
in length. Pitting snugly, but permitting free motion within it, is a second glass 
tube, made of the same- material and measuring 220 mm. in length. A rubber 
cylinder made of ordinary thin rubber glove stock, measuring about 120 mm. in 
length and 7 mm. in diameter, and open at both ends, is drawn over the lowermost 
30 mm. at one end of the outer tube, in such a way that about 45 mm. of it projects 
beyond the end of the glass tube, while the rest of it is rolled on itself so ns 
to form a cuff, which secures a tighter fit, as shown at (a), Figs. 1 and 2. The 
inner glass tube is then pushed through the free end of the outer tube and, when 
its extremity reaches the lower end of the latter, the projecting end of ihe rubber 
cylinder is invaginated into the inner glass tube, the rubber being tlirown into 
folds, as shown at (b), Fig. 1. To prevent slipping, the junction of the outer and 

inner tubes is wrapped with a wi.sp of cotton, as shown at (o) in the figurrs. An 

ordinarj- wooden applicator, 300 x 2 mni., covered with a cotton swal) at one end, 

is inserted through the free end of the inner tube until it comes to rest upon the 

infolded end of the rubber cylinder and is fixed at that point by wrapping the 
junction of the applicator and the inner glass tube with a wdsp of cotton, as 
shown at (d) in the figures. Fig. 1 shows tlie device completely as.«cmbled. It is 
placed in a largo test tube, wrapped in a double cover and sterilized in the auto- 
clave. These tubes may be prepared in quantity and used as desired. 

When taking a culture, without preliminary di.«infcction, the labia are parted 
as widely as po.ssible. The rubber-covered end of the outer tube is geriiiy placed 
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witliin the introitus, cjvvo being taken that it is not pushed up into the vagina. 
Tiien, while holding tiic outer tube in place with the left hand, pressure is exerted 
upon the inner tube with the right. As the latter is pushed down, the infolded 
rubber cylinder gradually emerges and unfolds until finally the free end of the 
inner tube slip.s through the rubber covering and comes to lie higli uji in the vaginal 
vault. It should be particularly noted that the rubber cylinder is not pushed up 
in the vagina, but simply unfolds from the end of the tube, so that the end of 
the inner glass tube is not exposed until it emerges from the end of the rubber 
cylinder. The applicator stick is then pushed down until the cotton swab comes 
into contact with the vaginal wall. A few tuims of the stick enable the swab to 
collect enough of the vaginal secretion for bactcriologie study. The stick and swab 
arc then withdrawn while the tube is still in place and arc placed in a sterile test 
tube or the appropriate media are directly inoculated. Fig. 2 shows the tube as it 
lies within the vagina with the cotton swab projecting beyond the end of the inner 
tube. 

In using this device the only difficulty tve have encountered is that 
the rubber cylinder may stick as it emerges from the inner tube. This, 
liowevcr, can be obviated by dusting the cylinder with talc as the 
device is being assembled. The glass tubes, as well a.s tlie rubber 
eylinder.s, may be used repeatedl3^ At first we determined the point 
of emergence of the inner tube through the rubber cylinder by a mark 
on the inner tube, but, with a little' in-actice, this was found unneces- 
sary, as it is evidenced h}' a slipping sensation transmitted to tlic 
fingers. 

In our liands the above de.seribed apparatus has proved very satis- 
factory. After it has been a.ssembled and sterilized a vaginal culture 
can be taken within one or two minutes and requires no preparation 
on the part of the patient or operator. 

Since the point of prime importance is to make sure that no bacteria 
arc carried up into the vaginal vault from the labia, we subjected 
our apparatus to the following test. Tlie external genitalia of ten 
women were generously swabbed Avith a tAventy-four-hour bouillon cul- 
ture of Bacillus prodigio.sus, which can do no harm, as it is a non- 
pathogcnic organism Avhich is characterized by the formation of red 
pigment. Then, Avithout attempting to sterilize the labia, vaginal cul- 
tures Avere taken by means of the device described above, and the mate- 
rial Avas immediately planted on potato slants. After forty-eight hours 
of incubation no red colonies of the Bacillus prodigiosus Avere found on 
any of the ten slants, tliereby conclusively demonstrating that no bac- 
teria had been carried up into the A’agina from the labia. 
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SPONTANEOUS RUPTURE OF THE UTERUS IN LABOR FOL- 
LOWING STURMDORF TRACHELOPLASTY 

By Nicholson J. Eastman, A.B., M.D., Peking, China 

(Associate in Obstetrics and Gynecology, Feldng Union Medical College) 

P OSTOPERATII^ cicatricial atresia of the cer\ax has long been rec- 
ognized as a cause of dystocia. As early as 1883 Murphy^ reviewed 
eleven instances of this occurrence. Audebert® in 1898, GuiboU in 1900, 
and LePage^ in 1903 reported difficult labors following trachelectomy, 
LePage’s ease necessitating Porro-cesarean section. In 1913 Leonard® 
tabulated the immediate and late results of one hundred and twenty- 
eight patients upon whom high amputation of the cervix had been done, 
and found that ‘‘fifty per cent of the pregnancies occurring after cervix 
amputation terminated prematurely, while among the few who pro- 
gi'essed to full term, even a larger proportion experienced difficulty and 
prolonged labor.” A subsequent analysis by the same 'writer® of thirty- 
nine eases of tracheloiThaphy indicated that following this operation 
labor was almost always normal. Rawls’" on the other hand, in an ex- 
haustive study of the end-results of two hundred and eleven cervical 
operations at the Woman’s Hospital, New York, showed that in this 
series at least trachelorrhaphj’' rather than amputation predisposed to 
dystocia. Of his thirty-two trachelorrhaphy cases later becoming preg- 
nant, three required cesarean section on account of ceiwical rigidity. 

While the older operative procedures on the cervix have thus been 
carefully investigated concerning their effect on subsequent labor, sim- 
ilar quantitative studies on the now widely used Sturmdorf trachelo- 
plasty are apparently lacking. Polak,® in a review of the end-results of 
three hundred and fifty cermeal operations, reports that both trachelec- 
tomy and tracheloplast}’’ (Sturmdorf) may result in dystocia, the latter 
less frequently than the former. He cites two cases of cesarean section 
done in his clinic for cervical dystocia of this Irind, but does not mention 
whether the antecedent operation had been amputation or traeheloplasty. 
In a later communication® he sounds an emphatic warning against the 
too widespread use of cervical surgerj'' on women in tho child-bearing 
age. IMagid’® and Coventry,” ho'wevcr, feel that the Slurmdorf trachelo- 
plasty has no influence on labor, the former reporting nine and the latter 
two cases of successful delivery after the operation. 

The following instance of rupture of the uterus subsequent to Sturm- 
dorf traeheloplasty is, as far as the writer could determine, the fii'st of 
its kind to be recorded. 
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Hosp. 2so. 9699 . — Korean woman, age tlurtj'-tT\-o, entered the Out-Patient De- 
partment of tho Peking Union Medical College December 17, 1924, complaining of 
profuse, intractable leucorrliea of ten months' duration. She had had four full term 
spontaneous deliveries, tho last just prior to the onset of tho present complaint. Tlie 
patient, being a Korean, did not speak the language of North Cliina, and conse- 
quently linguistic difficulties rendered tho liistorj’- rather scanty and unreliable. Tho 
date of her last menstrual period was uncertain, probably near November 21. No 
important abnormalities, except a massively hypertrophied, nodular cervix with deep 
stellate lacerations were found. There was extensive cyst formation on tho upper 
lip and eversion of tho lower lip, which bled easily. She was advised to enter the 
hospital for operation. This she did on December 20. 

Operation . — ^Following a week’s i)repaTatory treatment, operation was done on 
December 27. Ether anesthesia (open), cervix dilated to 10 ram., using Ilcgar dila- 
tors. Circular incision and dissection of cuff of mucous membrane was carried out 
just exterior to infected area. The cervical canal and surrounding tissues were coned 
out, and four sutures of chromic catgut. No. 2, twenty day, were taken after tho 
manner of Sturmdorf. Ilcgar dilator No. 5 passed easily thiough tho con-ix. 
Uneventful convalescence. Examination, Januarr 12, 192.1, showed cervix completely 
covered with pale pink, glistening epithelium. Discharge slight. Cervical canal open 
to probe. Result recorded as “good.” Discharged with advice to rctuni in a month 
for examination. 

Examination of ccnical tissue showed chronic endocervicitis. 

Second Admission . — Patient did not return for examination as directed and failed 
to amswer follow-up inquiries, but entered hospital again August 28, 1925 at 10:30 
A.ii., in active labor. Pains had started at 4 a.m. Tho membranes had not rup- 
tured. Pelvic measurements normal. Position L. 0. A., fetal heart left lower quad- 
rant, rate 130, good quality. Head engaged and low in pelvis at level of ischial 
spines. Cervix 3 cm. dilated (rectal). 

2 p.tr. Labor pains severe in character, occur every 3 to 4 minutes, lasting 30 
seconds. Slight vaginal bleeding with e.ach pain. Patient anxious and restlos-s. 
Suffers inordinately from pains. Cervix 4 to 5 cm. dilated, oval in shape; cer\ix 
and lower uterine segment thinned out (rectal). Diagnosis of threatened uterine 
rupture made. Husband sent for in order to obtain permission for immediate 
cesarean section. 

2 :40 r.M. Pains suddenly ceased. Climeal picture entirely changed. Patient now 
apathetic and oblivious to surroundings. Head lolls from side to side. Her eyelids 
are closed, her eyeballs rolled up so that only tho sclerao are visible. Sho refuses 
to lie on her back and insists on sitting up, but needs support for this. Pulse weak 
and becoming more rapid, finger tips cold and blue. Blood pressure 90/50. P.ationt 
complains bitterly if pressure is made anj-wherc on abdomen. Vaginal bleeding in- 
creased in .amount. Fet.al heart not heard. Vaginal examination: Head now high 
in pelvis. Cervix (or laceration) now 0 to .S cm. dilated. A diagnosis of rupture 
of tho uterus was made and tho patient prepared for celiotomy. 

Operation. — Infant weighing 3,050 grams found with head and right arm extruded 
into pcrifonc.al cavity. Left uterine w.all site of laceration 12 cm. long extending 
upward from vagina, through cervix, and into lower uterine segment. Supravaginal 
hysterectomy. Uneventful, afebrile convalescence. 

The case presentf? several notnlilc features : 

1. Rupture occurred after less than eleven hour.s of labor. 

2. The patient was from two to three weeks’ pregnant when the tra- 
choloplasty wa.s done. Under the circumstances mentioned, this coin- 
cidence was nnavoidable. It is striking, however, that the operative 



502 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

trauma, including a dilatation to No. 10 Hegar dilator, did not precipi- 
late abortion. It would also have been thought that the piiysiologie 
softening which the pregnant eemdx undergoes would have hindered 
postoperative fibrosis sufficiently to prevent the intense cicatricial rigid- 
ity present in labor. 

3. Convalescence following the hysterectomy was surpris'ngly smooth, 
attesting the favorable prognosis of those eases which have had no con- 
taminative vaginal manipulation, and have had immediate d-agnosis and 
early operation. 

4. The cervix was patent to a No. 5 Hegar dilator at the close of the 
operation and to a probe fifteen days later. Any gross blunder such as 
actually ‘‘sewing up” the eeiwix can therefore be dismissed. (Cases are 
knovTi in which this has occun’ed, hematometra resulting.) 

It is impossible to draw conclusions from one isolated ease. Stiirm- 
dorf tracheloplasty has in general given excellent results in tlr’s clinic ; 
we find it the only adequate means of treating many advanced eases of 
endoeervicitis, and we would not want to condemn its use even in women 
of the child-bearing age simply on the score of this one unfortunate 
experience. We would like, however, to record the case in order that it 
may have due consideration in any ultimate summary that may be mad? 
of the late results of the operation. 
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INTRAPERITONEAL HE]\rORRHAGE COoilPLICATING 

ABORTION 

By Wendell L. Do^^'NIl^G, jM.D., Le ]\Lvr.s, Iowa 

(From ihe Lc Mars Clinic) 

I NTRAPERITONEAL liemorrliage complicating spontaneous abortion 
is a condition rarely met with iii gynecologic practice. Few text- 
boots even mention it as a possible complication of abortion. It undoubt- 
edly occurs often but in so slight a degree as not to be recognized. Pos- 
siblj' much of the pelvic pain and tenderness in abortion is due to the 
iridtation from a slight hemorrhage into the peritoneal cavity. Only in 
cases where the hemorrhage is of sufficient quantity to produce severe 
.symptoms, necessitating operation, is .such a condition recognized. If 
uterine blood and mucosa so frequently reach the peritoneal cavity 
through the tubes during menstruation, as Sampson has shown, may 
they not also do .so in abortion? 

During menstruation the tubal mucosa becomes congested and a slight 
effusion of blood into the lumen may take place. This is probably infre- 
quent, however, and is of little practical importance as a source of men- 
.strual blood. Evidences of tubal effusion arc, that tubes fastened in the 
abdominal wall often .show a periodic bloody discharge and, that a 
decidua menstimalis has been found in the tube. 

During pregjianey the tubes arc stretched out, varying in length from 
five to nineteen cm. and they hang perpendieulai’ly at the sides of the 
uterus. The tube wall becomes thickened, but no muscular hypertrophy 
normally occurs. The mucous membrane becomes thickened and con- 
gested and a moderate decidual change has been obseiwed in the tube in 
normal intrauterine pregnancy. The uterine end of the tube is closed 
normally by the decidua during pregnancy but the fimbriated end is 
open. 

Occasionally at operation blood may be found escaping from the fim- 
briated end of the tube during menstruation. This may readily happen 
as both ends of the tube are patent during the menstrual phase. Samp- 
son has recently .shoum that uterine stroma and blood frequently reach 
the peritoneal cavity during menstruation, with consequent tran-splanta- 
lion of the uterine .stroma in the ovary, intestine and other organs. 

During pregnancy the uterine end of the tube is closed by the intra- 
uterine decidua. Thus intraperitoneal bleeding from the uterus during 
pregnancy prc.suppose,s a patent interstitial portion of the tube. Several 
conditio7is causing backflow of uterine blond during pregnancy or dur- 
ing an abortion arc believed to exist. 

.•(fi.t 
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1. The uterine end of the tube becomes patent, due to dilatation of 
the muscularis, much as the change taking place in the cervix, the 
uterine decidua vera separating from the wall of the fundus and 
cornu. 

2. Uterine blood is dammed back by an undilated and closed cervix 
or by blood clots or tissue blocking the uterine canal, the back pres- 
sure being sufficient to cause bleeding through one or both tubes into 
the peritoneal cavity. 

3. Uterine tumors, as myomata, or uterine malposition may occlude 
the cervical canal with resultant back pressure. Two small myomata 
were present in the posterior uterine wall of the case reported but 
their size and location make it improbable that they were a factor 
in the intraperitoneal bleeding. 

The following ease, apparently one of intraperitoneal hemorrhage 
complicating abortion, came under our observation. 

CASE REPORT 

Patient, wMte, age tliirty-two, married, was first seen Peb. 22, 1922. December, 
19, 1921, was tke first day of the last menstrual period. Por six weeks she had some 
morning nausea and felt as she did in her two previous pregnancies. On Peb, 20 
she felt well all day, but on going to bed she noticed a slight bloody vaginal dis- 
charge, with no pain. Peb. 21 the flow continued, was of moderate severity and a 
few small clots were passed. That afternoon she began to have a dull and aching 
pain in her left lower quadrant and in her pelvis. Peb. 23 the pain was more severe 
and her side was very tender, but the vaginal bleeding was less. That afternoon she 
had five or six severe sharp bearing-down pains in her pelvis and left side. She did 
not feel faint; there was no nausea, vomiting or chills. That night at nine o’clock 
she was brought to the hospital. Her pain was severe and knife-like and was local- 
ized in her left lower quadrant. 

The patient had had no previous illnesses. Her menses began at thirteen years 
of age, were regular twenty-eight-day type and lasted four or five days. She had 
two children, five and three years of age. Her labors were normal. She had had no 
miscarriages. 

The patient ’s general condition was good. She walked in a stooped position. Her 
color was good. Her temperature was 99.4°, pulse 85 and respirations 24. The 
breasts showed evidences of early pregnancy. The abdominal wall was thick, but 
there was no distention. There was marked tenderness and slight rigidity in tho left 
lower quadrant. Ho mass was palpable. Bimanual examination showed a scant 
bloody discharge with no odor. The cervix was soft, the os barely admitting one 
finger. The uterus was enlarged to the size of a two months’ pregnancy; it was 
soft and movable but seemed displaced to the right. The right tube and ovary wore 
normal. To the loft of the uterus and in tho culdesac there was marked tenderness 
and a definite boggy feel, but no mass was palpable. A cathetorizod specimen of 
urine was normal, her hemoglobin was 80 per cent and leucocytes 18,000. 

Tho clinical picture was clearly that of abortion, though not nil of her symptoms 
or findings could bo explained on that basis. Tho slow onset with hemorrhage and 
later bearing-down pain was typical of abortion. Tho sharp pain in her loft side, 
tho tenderness, tho displacement of the uterus to the right and tho marked doughy 
feel to tho left and posterior to tho uterus were obviously duo to some other con- 
dition. Tho findings, along with a 19,000 leucocytosis, indicated a localized peri- 
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tonitis, -with probabh’ a collection of blood to the left of the uterus. The diagno'^is 
of ectopic pregnancy could not be ruled out. The pain, tenderness and localised 
findings could bo explained by an ectopic with a slight hemorrhage. 

Operative Kates , — ^Ether anesthesia. The parietal peritoneum was dark, there 
were no adhesions. Approximately 300 c.c. of dark, grayish rod blood, with no clots, 
were present in the culdcsac. The uterus was sjunmetrically enlarged to the size of 
a two months’ pregnancy. Two subscrous myomata, each 2 cm. in diameter were 
present in the po.stcrior uterine wall. 

The left tube %vas enlarged in its middle third for a distance of four cm,, its 
serosa was normal, no mass was palpable in tho tube. By prC.ssuro on tlio uterine 
fundus or by repeated milking of the tube from tho uterus to tho fimbriated end, 
fluid blood could be obtained through the fimbriated end, two or three c.c. being 
obtainable at each milking. Tho right ovary contained a corpora vora. There was 
no broad ligament mass, tho tube was not twisted and there was no engorgement of 
tho veins of tho broad ligament. The right tube was normal. 

Tho left tube was removed and tho culdcsac mopped dry. Tho appendix contained 
fccaliths and was removed. Tlio abdominal wall was closed without drainage, 

Tho specimen removed consisted of an amputated fallopian tube, 8 cm. in length. 
Tho middle third was swollen and felt cystic. It had a diameter of 18 mm., 
its serosa was normal, no mass was palpable. On section, the mucosa of tho 
middle third was swollen and red. There was no ulceration or bleeding point. The 
mucosa was smooth and velvety. 

Paraffin sections made by E, T. Bell of tho University of Minnesota showed many 
clumps of poljnnorphonuclear and mononuclear cells in tho mucosa, particularly in 
tho middle third, but also near the fimbriated end. There was no evidence of a 
decidua or of a tubal pregnancy. It was diagnosed as acute suppurative salpingitis. 

Postoperative Kotes . — Tho patient’s convalescence was normal. Tho night of the 
operation she expelled several largo clots, thirty-six hours later she expelled fetal 
elements. She passed a few small clots for tho following three days. Her pain was 
moderate, her maximum fever was 100®, and she had no distention or evidence of 
peritonitis. Her wound healed by first intention and she was discharged from the 
hospital on tho sixteenth day. 


COMMENT 

In this ca.se an intranterine implantation imquestionabl}' was present, 
the pregnancy having readied approximately the eighth weclc. A spon- 
taneous abortion then loolc place, complicated by a localized acute inflam- 
mation in the left tube, llcmon’bage into the peritoneal catuty also 
occurred. 

The blood had its origin from one of two soui'ces. It may have come 
from the uterus il.sclf or a tubal bemorrbage may liave occurrod, caused 
by the acute salpingitis. IIcmoiTliage does occasionally occur in acute 
salpingitis. Tu this case a considerable quantity of blood could be ob- 
tained repeatedly at the fimbriated cud of the tube liy compressing the 
uterus or by milking the tulie. 

The tube, ^yllcn examined immediately after the operation, showed an 
intact, sliglitly reddened muco.sa, but no evidence of an oozing surface 
or a bleeding point could be seen. It seems hardly possible that such a 
quantity of blood could be obtained from the tube merely by making 
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pressure on the tube or uterus without some source of hemorrhage being 
'^’isible. 

It seems more probable that the blood came from the uteims through 
a tube with a patent interstitial portion, the uterine decidua being sepa- 
rated or torn. The local inflammation in the tube, may have been sec- 
ondary to the uterine bleeding. The dilatation of the cervix was slight 
and the cervical canal was naiTOw. This' and the jiresence of a blood 
clot could have produced sufficient back pressure to force tlie blood out 
through the tube into the peritoneal cavity. 

The literature available contains no ease reports of intraperitoneal 
bleeding from the uterus complicating abortion. Sampson states he 
believes such a backflow from the uterus is possible. IModern texts on 
obstetrics and gynecology do not mention such a condition as occurring. 
Sampson has shown that there is a great difference in the diameter of 
the tubes in women, especially the intei’stitial poi'tion. He thinks escape 
of menstrual blood would be verj’’ frequent if the interstitial portion 
were large in all women. DeLee in his text states that in curettage for 
incomplete abortion the curette may slip into the tube. 

Possibly the woman in the case reported, iiad tubes witli a large inter- 
stitial portion. A break or separation in the decidua vera and back 
pressure from any of tlie causes mentioned would have made possible 
hemorrhage into the peritoneal cavity by way of the tube. This com- 
plication of abortion may possibly occur quite often but be of so slight a 
degree as not to be reeogniaed. 



SUPERXUI^IEKARY BREA.ST NEAR LABIUI^I 


By J. ■Wahren' Bell, IM.D., Prr.D., ^VrixNEAPOETS, IVIixx. 

(From Ihc Department of Ohstctrica, St. Mary's Ilospital) 

T he patient ^vas tn'entj* -three years old -when she noticed this 
tumor and pregnant for the third time. She fell on some .sharp 
object and was injured in the region of the vulva. She thought that a 
boil developed because some thin yellow-Avhite fluid appeared at the 
site of the injurj*. After that, with each pregnancy the mass enlarged 
someAvliat, never receding between pi-egnancies. There were nine suc- 
ceeding pregnancies, the patient having miscarried Uvice, one miscar- 
riage being a tAvin pregnanej*. Her normally situated breasts were 
small when at rest but swelled up and remained hai*d for a Aveek Avhen 
lactation began. 

I first saAA’ her in August, 1922, at the University Out-Patient De- 
partment, UniA’crsity of IMinnesola. She Avas then fifty-nine years old. 
The mass aams about the size of an egg, attached just in front of the left 
labium majus by a pedicle 3 cm. in diameter. The mass Avas of A’ariable 
consistencj’, quite elastic and not attached to the skin, AA'hich .slid over 
it easily. 

Pelvic -examination revealed a senile uterus. The adnexa AA-cre seem- 
ingly normal. 

On September 8, 1922, because of inconvenience Avhich the tumor 
caused the patient, I infiltrated the pedicle AA’ith 1 per cent noA'Ocaine 
and removed the tumor. The AA'ound healed by primary union. Tlie 
pathologic examination was made by Dr. E. T. Bell, AA*ho changed the 
diagnosis from lipoma to accessory breast. 

The specimen measured 7 by 5 cm. and Avas covered by wrinkled 
skin except for the cut surface of the pedicle. The tumor Avas .slightly 
elastic, smooth and symmetrical. No evidence of a nipple could be 
found. Oh section the tissue appeared shiny and pink Avith a fcAA’ small 
cystic areas. 

The inner portion of the tumor appeared to be made up of loose con- 
nective tissue containing a number of large plasma cells and areas of 
lubes and acini lined with epithelium, Avhich as a rule is cuboidal. 
Where the acini Avere dilated the epithelium Avas proportionately 
thinned out, and in the larger cysts Avas of a very flat ty])e. The Avhole 
apiAcarancc is that of a resting breast Avith cystic disea.':e present. 

In November, 1925, she reappeared A\-ith the story that she had a 
cancer in the pelvis. Examination revealed a change in the pelvic con- 
dition, involving induration of the broad ligament.s, a nodule in the 

oOi 
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Pig. 1 


. — Microscopic section of outer portion of tumor showing- skin and areolar tissue. 
The skin Is looselj' attached. 




Fig. 2. — Microscopic section of inner portion of tlie tumor sliows breast tlsKUC wltli 

cystic disease present. 



STTPKIlN'UMEitAUY m;!:A:=;T NKAK EAnil’M 


509 


rectovaginal septinn and infiltration of llie vesicovaginal septum, with 
bleeding on manipulation. The scar of the old tumor site showed no 
sign of recurrence. A verj’ cAudent inoperable carcinoma of recent 
rapid growth had developed since the time of the operation, September 
8, 1922. 

A later report from the University Hospital where the patient was 
.sent for palliative treatment states that there Avas an ulcerated crater 
present and that the tissue Avas squamous carcinoma. 

Tlie subject of i)olymastia is completelj’ covered by DeaA'cr and 
SIcParland, aa'Iio bring out the fact that a single su])ernumerary breast 
has been reported more than forty times in males and about tAviee as 
frequently in females, accessory breasts in the female being chiefly 
bcloAV the normal site, occasionally being found in the region of the 
labia. IMy case, I believe, is the third single accessory breast reported 
in this location. According to Dcaver, tAvo other eases appear in the 
literature Avith breasts located in the labial region. 

Referring to comparatiA'C anatoinj' of tlie primates, Tarhis apcctruvi, 
in addition to the pectoral glands, lias an inguinal pair. 

In the ayc-ayc, Glnromys mad'afjascarknsh, there is but one pair of 
nipples situated about an inch and a half in advance of the A’uh’a and 
about an inch apart. 

The loAver animals not uncommonly have inguinal lireasts, some hav- 
ing breasts on the outer side of each thigh. All cetacea liaAm the mam- 
mary glands upon the vuh'a, i.e., labia. 

De Blasio observed a young Avoman Avho had upon each side of the 
A’ulAm on the outer side of the labium majus a mammaiy gland the size 
of a hen’s egg, surmounted by a v'cll-formcd nipple. Up to the age of 
puberty only the nipples Avere obscrA'cd, the glands developing later and 
only reaching their maximum size Avhen she became pregnant. Tlie 
location of these supernumerary organs is precisely that seen in ceta- 
ceous animals. 

Deaver and jMcFarland note the formation of the accessory breasts 
from “anlagen” extending from the axillary to the inguinal regions. 
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REPORT OP A CASE OP GANGRENE OP THE CECUM IN A 

• NEWBORN INPANT-= 

By Lucius A. Wing, M.D., New York City 

Maternal History. — Airs. AI. Z., a primipara twenty-two years of age. Tlio mother 
of tliis infant was admitted to the Lying-In Hospital on July 5, 1925. The pro- 
visional diagnosis on admission was placenta previa. 

The patient was at full term, and had noticed irregular uterine contractions 
together with slight bleeding from tlie vagina for about three hours before ad- 
mission. The bleeding had increased somewliat in amount during a period of one 
hour preceding her coming to the hospital. 

Examination showed a firm cervix, rvith one finger dilatation. The membranes 
were intact, and the placenta was not palpable. There was a continuous, moderate 
flow of fresh blood from within the cervix, with occasional small, dark clots. 

The bleeding continued during two hours’ observation. There was no further 
dilatation of the cervix, and the uterus became somewhat tonic. A diagnosis of 
premature separation of the placenta was made, and the patient was prepared for 
delivery by, cesarean section. While preparations were being made in the operat- 
ing room the fetal heart became very irregular, varying between 120 and 80. The 
high incision type of operation was done, and a living baby 54 cm. long, weighing 
3730 grams was delivered. The placenta measuring 20 by 20 cm. was found high in 
the uterus, on the right side. It showed an area of separation covered with 
partially adliercnt clot, and about a pint of partially clotted blood was found in 
the uterine cavity. The umbilical cord was 55 cm. long, with two tight coils about 
the child’s neck. 

All's. Z. made an uneventful recovery, and was discharged from the hospital on 
the twelfth day in good condition. The mother’s previous historj' was irrelcv.ant. 
Her Wassermann reaction was negative. 

History of Infant . — The baby was a well-developed male, perfectly normal in 
appearance. On account of the mother’s operative delivery he was not put to the 
breast during the first twelve hours after birth. During the following twelve hours 
the baby vomited on several occasions, tlio vomitus consisting of clear fluid and 
mucus, slightly bile tinged. During the third twelve hours a marked abdominal dis- 
tention developed, vomiting continued at inten-als, and the baby refused to nurse. 
Tliere •n'as no meconium in the vomitus. Ho abundant stool was observed, but a 
colonic irrigation brought meconium stained fluid. 

An exploratory laparotomy was done under ether anesthesia when the infant was 
thirty-six hours old. A right rectus incision was made, and upon opening the 
peritoneal cavity a largo amount of free gas escaped, and a small amount of meconium 
was observed. The meconium was found to be coming from several minute perfora- 
tions in the cecum, and the whole of the caput coli was found to bo in a condition of 
early g;ingrenc. The lower portion of the ileum was moderately distended, and filled 
witli meconium. Further exploration revealed three peritoneal bands which passed 
obliquely across the cecum in its upper portion, binding it down firmly to tho posterior 
abdominal wall. AVhen these bands were divided, the cecum could bo lifted up in a 
normal manner. Each band was about 3 mm. wide, and 3 cm. long, and tlicy lay to- 

•Uf'.'id at the ThIrty-f‘IiT)it)i Annual iteellnfr of the American 7Vs«ocIatIon of Ob- 
•I'etrlci'in';. GvnecoloclsLw. ami Abrlomlnal Pnrfreon=!, hehi at Hot Sprlntrs, Ya., Sep- 
tember ill. 17. IS 
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gctlicr like a Finail kuiiclle. Xo fuitUcr anoinalicF were obscived. Some ineeoniiini 
lunl pa??e{l into the largo intostinc. The cecum was brought into tlio wound {in<i 
secured there with several fine sutures, and the abdominal v.’onnd closed except for 
a drainage opening in the lower angle. 

For twenty-four hours the vomiting subsided and the baby seoinod improved. 
After this period, however, the vfuniting recurred, an actively spreading peritonitis 
developed, and the baby died on tlie fourth po.'toperative day. 

Cultures taken from the peritoneal cavity at the time of operation showed :i 
mixed culture of Bacillus coli and Staphylncoecn.s aureus. 


Ol'.SEUVATIOXJ; 

Farr and Brunkotv, in a recent article.’ .state tlnit tlie incidence of 
into.stinal occlusion from all .sources is about one in twenty thousand. 
These authors make the comment that since many infants which die 
are not examined po.st mortem, a certain number of cases tnay not he 
recognized. It is my belief from observations at the Lying-In Hos- 
pital during the past ten years that inte.stinal defects are much more 
frequent than was formerly believed. iMost observers agree that de- 
velopmental faults arc the mo.st frequent cau.se of the various abnor- 
malities and defects of the intestinal canal. Among additional causes 
may he mentioned blocking, or interference with the mesenteric ves- 
.scls, infections, i)articularly .syphilis, the develo])ment of adherent hands, 
and twisting of the gut. The development of an imperforate portion' 
of the intestinal canal, cither .single or multiple, appears to he con- 
siderably more frequent than a .stenosis due to pressure from without. 

Congenital defects in other parts of the body Jiave been frequently 
noted in association with defects of the intestine. 

The cardinal .symptoms of inte.stinal occlusion in the ncwboi'n are: 
vomiting, abdominal distention, and failure of the bowels to move in a 
normal manner. It may be noted with em])basis that an irrigation of 
the colon may bring away material which ap]iear.s to be meconium 
stained without ruling out complete obstruction. 

The prognosis in inte.stinal occlusion in the newborn is rather poor, 
allhougli recoveries have been reported. Surgical treatment must be 
early to be of any value. The invasion of the in1e.stinal caiial, and sub- 
sequent infection of the peritoneal cavity is very rapid in the.se cases. 

In the present instance the baby was delivered by ce.sarean section, 
performed while the membranes were still intact. The amniotic fluid 
was presumably sterile, yet bacterial invasion of tlie peritoneal cavity 
occurred early in the second twenty-four hours after birth. As .stated, 
cultures of the peritoneal C4ivi1y taken thirty-six hours after birtii 
showed an abundant growth of Bacillus coli and Staphylococcus aureus. 
So far as I have been able to ascertain, this is the only recorded case of 
intestinal occlusion in Avhich the infant was delivered “sterile” and, 
tlierefore. without opportunity for the bacteria to enter the mouth or 
inte.stinal canal until after birth. 


i.\Toh. Surg., ia2.‘>. 55. Xo. 
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The general subject of developmental defects of the intestine is one 
which merits further study and observation, as many of the lesser de- 
fects are not incompatible with life, and are now being found a fre- 
quent source of digestive and other disturbances during the period of 
childhood, and even later in life. 

114 East Fifty-Eourth Street. (For discussion sec page 521.) 


REPORT OP A CASE OP TRUE OVARIAN PREGNANCY 

By James R. Manley, M.D., Duluth, IMinnesota 

T his patient, twenty-six years of age, with one child three years old, complained 
of pain in the lower abdomen, with a slight vaginal bleeding, when I first saw her 
on November 22, 1925. She stated that her last regular menstrual period was 
October 9, six weeks before. On November 15, wliile at dinner, she was suddenly 
seized with abdominal pain which caused her to faint, and there was slight bleeding 
from the vagina. 

She got over tills in a few days and felt well until November 22, when she had 
another attack of pain, not so severe. Therc was also soma slight spotting of 
blood. Physical examination was negative with exception of the lower abdomen, 
.wliich was distinctly tender on the left side. Vaginal examination showed the 
uterus slightly enlarged in anteflexion and a small mass in the left culdesac the 
size of a crab apple, which was extremely tender. Diagnosis was made of extra- 
uterine pregnancy. She was operated upon the following morning. 

The operation disclosed about six ounces of free blood in the abdominal cavity; 
the left ovarj’’ was the site of a hematoma about an inch and a half in diameter 
which had ruptured. The left .tube was free; there were no adhesions, and aside 
from a slight congestion, the tube was perfectly normal. The uterus was enlarged 
to about a six weeks’ pregnancy and had the appearance of a pregnant uterus. The 
ovarian hematoma wms removed and the wound closed. 

The patient made an uneventful recovery, vaginal bleeding starting on the third 
day, about normal in amount for a regular menstrual period. The nurse stated 
that some membrane was passed but unfortunately it was not saved for examination. 

The specimen removed was nearly round, about an inch and a half in diameter 
and formed partly by blood clot, which on section was shenvu to form about one- 
half of the mass, and partly by ovarian tissue in which was a large area of corpus 
lutcum, which formed the bounderics of the hematoma. Inside of the blood clot 
part of the tissue was reddish gray in color, easily distinguished from tlic blood 
clot, and in the center was a cavity in wdiich an embryo measuring a centimeter in 
length was found. Outside of the coj-pus lutcum ovarian tissue could bo recognized 
grossly, completely surrounding it, with the exception of an area about three centi- 
meters wide near where the rupture occurred. 

The microscopic description by Dr. G. Berdez was as follows: Sections through 
the embryo show degenerative change.s, several structures, however, are easy to recog- 
nize. Sections through the corpus lutcum and adjoining blood clot show that the 
hematoma contains numerous typical fetal villositics, which are lined by an epi- 
thelial and F%-ncj-tial layer. In places the syncytium shows a verj- fine ciliated lining. 
The villositic.s, together with the surrounding blood, penetrate into the superficial 
layers of the ovary. There the ovary shows a layer of decidua-like cells, which 
at one place gof's over rvithont shaip transition into the cells of the corpus lutcum. 
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Scvernl Kcctionc in dilTeiciit fimip f-how the n\nri:in mitf-idc of the corpna 

luteum and blood clot. Ovarian li.'-fue nb-o sIkavf sovonil pTiinitive follicles and 
also a fibrous body, an ntresic follicle. Anatomical diagnosis: ovarian prepnnne\. 

Comment . — A primary ovarian prcrrnancy is live result of i'eeunda- 
lion of the o\nim tvlvile still Avitbiii the "raafiau follicle. The conditions 
tvhicli must be fulfilled if the specimen in cpiestion is to bo reirarded as 
one of proved primary ovarian gc.station are as follotv.s: 

1. The tube on the affected side must be intact. 

2. The fetal sac must occupy the position of the ovary. 

3. The pregnancy must be connected to the uterus liy the utcro- 
ovarian ligament. 

4. Ovarian tissue must be found in the sac ivall. Williams adds to 
this a fifth condition; that ovarian tissue must be found in several 
portions of the Avail, at some distance from one another. Another con- 
dition, that the embryo itself mu.st be found, is probably not e.s.sential. 

In the case reported all of these conditions were fulfilled, even to 
finding the embryo within the ovary. 


500 FiPEury Buiu>i.xo. 



Department of Maternal Welfare 


Conducted by Fred L. Adair, M.D. 


THE DISTRICT NURSING ASSOCIATION OP BUFFALO 

'T^HE District Nursing Association of Buffalo, among its other activities, includes 
that of a maternity nursing service, which includes tlie care of the pregnant 
patient during the prenatal period as well as in labor and puerperium. This, as 
well as other seiwices, is rendered free to those who are unable to pay. "The 
actual cost of the visit of the nurse must be paid whenever possible, and those 
able to- pay more than the cost of the visit are required to do so." 

The association has "maternity baskets" for rent to persons who are unable to 
procure the necessary linen, etc., for the time of confinement, for which it charges 
a rental fee of five or six dollars. There is no necessity for any pregnant woman 
in the city of Buffalo to be without nursing care. The fee is always in proportion 
to the means of the patient, from twenty-five cents to one dollar and a half per 
visit. Those unable to pay are, of course, not cliarged. Nurses are furnished for 
the period of labor for seven and one-half to ten dollars per case. The nurso is 
the intimate link between the patient and her physician. As every child has a 
right to be well boni, so every woman has a right to trained nursing and medical 
protection. 

The association has four night nurses for obstetrics. The work during the day 
is done, first, by one special nurse, and after she has been called on a case, jiurscs 
from the general division are called upon in turn to take care of obstetric cases. 
No case is carried without the consent of the doctor in attendance. If no doctor 
has been engaged, the family is instructed to call one. If they are unable to pay 
a physician, the clinic and hospital are recommended. If a ■widwife is to take 
charge, an examination at the "Prenatal Clinic" is advised, after which the 
nurse follows the directions of the doctor at the clinic, until the midwife assumes 
charge of the case. The nurses, at all times, try to make each prenatal visit one 
of cheer and friendliness, as well as to obtain a report of the exact physical con- 
dition without causing any fear or misgiving. 

The rules governing the relations to physicians are quoted from the ' ' Manual : ’ ’ 

"1. A staff nurse of the Association responds to a call without comment, but 
no case can be carried for longer than two ■visits without a licensed, medical prac- 
titioner in attendance. 

"2. TVhen there is no physician in attendance and tho family is able to prove 
inability to paj' a doctor, the nurse shall call the City Health Center for free 
medical care. When a family is able to engage a private physician it must make 
its own choice; the nurso is prohibited from recommending one. 

“?>. Nur.sos are forbidden to receive orders from patients or any member of the 
f.'imil.r, even though they are said to come from the doctor. When talking to 
doctors, nurses should request thorn to leave written orders whenever possible and 
especially at time they decide to call tho nurse. 

"t. Nurses must communicate v.-ith phj'siean in charge at least once on every case, 
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Society Transactions 


AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOL- 
OGISTS, AND ABDOMINAL SURGEONS 

THIRTY-EIGHTH ANNUAL MEETING 
UOT SFBIKGS, FA., SEPTEMBER 16, 17, AND 18, 1925 

Dr. Asa B. Davis of New York, Presiding 

(Goniinued from March) 


REPORT OF THE JOINT COMMITTEE ON i^IATERNAL 

WELFARE 

rNURING the past year the -work of the committee on Maternal Welfare has been 
^ prosecuted as it could best be done, handicapped by the conditions -which have 
been encountered. 

Dr. Sch-warz has addressed several important medical gatherings in the south- 
■west, and Dr. Kosmak kept appointments in New York, Pennsylvania, and New 
Jersey, dealing with the subject from various angles, medical and sociologie. The 
chairman was invited to appear before the Detroit Obstetrical Society, the Wayne 
County Medical Society, the Public Health Section of the Detroit Federation of 
Women’s Clubs and the radio audience of the Detroit Free Press, April 7, where 
“klatcraal Welfare” was given one afternoon and evening. 

The annual meeting of the Public Health Nurses of Missouri, combined with the 
County representatives of the Missouri State Board of Health, was the occasion 
for a talk on Slaternal Welfare by the chairman. 

A number of district and county medical societies in Kansas and Missouri have 
invited members of the committee to furnish a program at some meeting during 
tlic year; whenever possible, this engagement has been fulfilled by personal accept- 
ance. Wlien this has been found inexpedient, it has been arranged that the service 
of one of our appointees in whichever state the meeting was to bo hold should bo 
solicited to attend, and in every instance the response has been favorable. 

We feel, therefore, that the work of the committee has beeome really organized 
and is well under way, and hence is no longer experimental. 

Some idea of the appreciation of the work of the committee may be realized 
when we note that our report of last year was quoted by Dr, H. MacMurchy, in the 
1925 Canadian Public Health Congress; abstracted by the Year Book in Obstetrics, 
by the Dental Cosmos, of Philadelphia, by Hospital Progress, a journal pubb’slied 
in Milwaukee, and by editorial commerit of a number of State Medical Journals, 
throughout the year. 

In the early summer a meeting of a committee, under the chairmanship of Dr. 
Robert L. DcNoymandic, of Ilarv.ard Medical School, was called by the Children's 
Burc.au, to meet in Washington, to formulate a simple sLandard for prenatal care 
and obstetric.al technic, and also to suggest a practical prenatal chart for general 
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tiEO in tlic obstetrical scn'icc of plijVicians v,-lio?c patients arc confine'! in the home. 
Tliis committee, in addition to Dr. DeNorniandic, con'^isted of Dr. P. E. Krahcr, 
Director of Division of Matcrnit}’ and Infant lIvRicne, Children ’.s Bureau, Depart- 
ment of Labor, Washington, D. C. ; Dr. Pred L. Adair, of tlio University of Minne- 
Bota; Dr. Ralph Waldo Lobenstino, of the Iscw York Maternity Center; Dr. Frank 
W. Lynch, of tlio University of California; Dr. Fiorcnce L. McKay, Director of 
the New York State Board of Health; Dr. A. M. Pickett, of the University of 
LouLsville; Dr. Otto II. Sclnvarz, of Washington University and your Chairman. 
The material for the final report is now in the hands of the chairman. Dr. Dc- 
Normandie, and will soon be ready for release by the Bureau. 

A meeting of the Joint Committee on ^Maternal Welfare was held on the follow- 
ing day. This committee consists of three members from each of the following or- 
ganizations — the American Gjmccolopical Society, the American Child Health A-s^ocia- 
tion, and the American As'oeintion of Obstetricians, G.mecologists, and Abdominal 
Surgeons. The report of the Joint Committee has already been presented to the Ameri- 
can Gynecological Society. In this rojiort the .actiritics of the committee were stated 
and some resolutions which had been drafted were approved and recommended for 
adoption by the various constituent societies. Groups of states had been assigned to 
the various members of the Joint Committee with the idea that they should push the 
idea of Maternal Welfare in those states through slate leaders. 

These are to select spe.akers, associated with the conslituent societies if pos- 
sible, and other qualified obstetrici.ans, to aid in the work of addressing medical 
and lay gatherings on maternal welfare. 

Work of this type has .already been done through the Bureau of Regional Con- 
sultants of New York, and that of Ohio, and of the recently elected Bureau of 
Missouri, under the auspices of Dr. Ira Brown Krause, Director of Welfare of the 
Mis.souri Sl.ate Board of He-alth. 

Dr. George W. Kosm.ak, Editor of the Amhuican Joun^'AB or OnsTETP.ic.s Airn 
GYNECor.OQY, announced the inclu.sion of a Department of Maternal Welfare to be 
established by the Journal, and outlined the scope of the undertaking. This is the 
first effort made by any mcdic.al publication to stress in a definite way our activities 
and we hail with delight the promise of this publicity. 

In 190.0 Dr. Kchw.arr. was a member of the Committee of One Hundred of the 
American Mcdic.al Association, on reform of the medio.al college curriculum, at the 
meeting held in Cliicago; and your Chairman attended the meeting in Baltimore 
of the Curriculum Committee of the American Medical College Association, as a 
roprcscnt.ativo on obstetrics. We were both impressed with the incongruity of tlm 
dmsion of the time of the undergraduate student of medicine, with reference to 
the importance of the subjects which go to make up Ids hours in the third and 
fourth year.a. 

No great adv.anco w.as made following these meeting-?, and from the report made 
last May, before the Medical College Association, by Dean Rowland, of the Univer- 
sity of Maryland, whose paper w.as published in the Journal of the Jmrrican .Ifrd- 
ical Af’^ocialion. 192.", very little change has since been observed in the medical 
college curriculum. 

It has always occurred to us that eurgery in general which, for the average 
practitioner, is a matter of din,gnori5 and of minor emergencies, has been accorded 
an import.ancc quite out of proportion vrith the other lines of work that he will 
have in his future practice. In relative value the ratio will be about as follows: 
medicine fiO per cent; obstetrics 3.1 per cent; minor surgery, fractures, life insur- 
ance e.vaminntions, etc., 1." per cent. 

With this thought in mind in order that the schedule for the hours .assigned 
to the various brandies of the curriculum for this year could be made available for 
a comprehensive study of the comparative limits of the various required and 
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optional courses, tlie Chairman asked the Secretary of every medical college in the 
United States to send us a copy of the school’s catalogue announcement. Since a 
large proportion of the colleges responded, the figures as presented are approxi- 
mately accurate. A careful analysis agrees with the report of Dr. Howland, tliat 
the time allotted in the college to obstetrics is about 4 per cent; and 18 per cent 
is the general average of the hours for surgery, exclusive of the surgical specialties. 

Now let it be clearly understood that the Committee is not finding fault with 
the teachers of surgery for securing these hours of instruction. The contrast be- 
tween the practical need, in the student’s course in obstetrics, which is to become 
so large a A'olumcrof his life’s work, and of major surgery, of which the general 
practitioner will make so little use, is the point emphasized. lie must know his 
obstetrics. It comes in his daily problems and the end -of each emergency may be 
fatal. The glaring fault of high morbidity and mortality in obstetrics, as Dr. Lynch, 
Dr. Newell, Dr. Davis, and Dr. Howland argue, 'is that the neophyte in medicine is 
self-taught in obstetrics. He has forgotten the didactic lectures he has heard 
before his final examination and he had not had sufficient clinical training to give 
him control of the principles of obstetrics, necessary for the recognition of toxemia, 
malposition, pelvic deformitj*, and all the dangers he must encounter, perhaps in 
his first private case. Consequently he goes into the home of the unsuspecting 
woman who, ndthout knowledge of his lack of training and experience, has called a 
doctor to care for lier in her labor. In absolute contrast to the work in the lios- 
pital, where he had constant supervision, an expert in attendance to arrange his 
patient, ho takes charge in an unknown field. In the hospital and clinic he had 
been dependent on the result of his* diagnosis, technic, and the postpartum con- 
dition of the patient for his grades, which are to play no small part in his final 
examination. In the homo, with little or no material for asepsis, no assistance and, 
above all, no intelligent supervision, he takes the chance that what he fails to do 
will not find him out; often this bluff succeeds, more often it fails. 

Without careful measurements, or diagnosis of presentation and position, with 
a desire to get through and away, he becomes restless; or the family shows a dis- 
position to want something done. He m.akcs a vaginal examination, repeats it 
again and again. This expedient reveals nothing to him, but it is a basis of an 
assurance that “everything is all right.’’ -If the delay is extensive, he puts on 
forceps, without knowing whether dil.atatioii or rotation has occurred, or he does 
a version with equal temerity. The result, perhaps, for the infant, an intracranial 
hemorrhage; for the mother, certainly, a badly lacerated cervix and perineum, and 
again a severe postpartum hemorrhage. The third or fourth day a chill and tem- 
perature disturb his equanimity; sepsis develops. Another death from malaria or 
“flu’’ is to be added to the maternal risk rate. 

This is not an imaginary sketch, but simply an illustration ns to wlij* Dr. Lynch 
says the .self-taught doctor adds to the score of our needless mortality. 

Dr. Howland, in his paper, quotes liberally from our Report on Maternal Wel- 
fare, lf>24, as to the convincing facts of this most radical defect in teaching, and 
his deductions arc in iiarmony with these we liavc set forth. 

Tills subject is so vast and so essential that it can only be mentioned in a 
general way in our brief report. The committee would like every teacher of ob- 
stetrics to read Dean Howland’s paper, .and to call it to the .attention of the 
authorities of the schools, so that the defect in medical education may be corrected. 

Dr. Lynch's ambition that each student before graduation must have attended 
.seventy-five ca.se.s of labor, all under supervision, is perhaps Utopian, with the 
pre.^'cnt amount of clinie.al material .available; but every one should have Jiad at 
iea.'^t the management of thirt 3 ' cases each under an instructor. 

The plea of the committee is that less time be devoted to lho«c branche.s of 
.<;t!idies more or le.i-s cultiir.al, in the curriculum, -and more hours given to this one 
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subject, which does uot hoav have the attention its importance makes essential. It 
is not expected that the general practitioner -will do cesarean section, or other 
operative obstetrics, but he will do many phases of the work which demand a thor- 
ough apprenticeship. 

The specific recommendations of the Committee are that the Association use its 
influence to increase the amount of obstetric teaching, so that instruction in the 
third year should consist of at least three hours a week, throughout the year. This 
to include a review of anatomy, physiology of the pelvic region, with a study of 
normal pregnancy and the mechanism of labor. Consideration of version, breech 
extraction, forceps delivery, and so forth, should not be included, but these should 
be taught in small classes by use of the manikin. History taking, diagnosis, and 
examination of the clinical patient demands at least thirty hours. During the last 
half of the third year, the student is to attend, as an observer, fourth year lec- 
tures on clinical obstetrics. The fourth year, group work in physical examinations 
in the hospital wards and dispensary are supplementaiy to the drill in manikin work, 
with which it should go hand in hand. It is imperative that the student should see 
as much operative obstetric delivery as possible. Bj' visualizing the actual demon- 
stration, he is brought face to face with the difficulties, before he is forced to 
assume the responsibility of the personal management of the abnormal type, de- 
pendent on his own unguided resources. Obstetrics should occupy in this scheme 
of curriculum 15 per cent of the hours of the last two undergraduate years in 
the medical school. 

There are several subjects which preeminently dem.and consideration by our 
Association, The committee has chosen “The Teaching of Obstetrics “ as the topic 
to emphasize in 1925-1926, as logically follo^ving the survey of this last year. 

Heniy Schwarz, M.D. 

George W. Kosmak, M.D. 

George Clark Mosher, M.D., Chairman. 


A paper oii Precancerous Lesions in the Uterus, was read by Dr. 
Palmer Findley, Omaha, Nebr. (For original article, see page 450.) 

DISCUSSION 

DR. HENRY SCHiMITZ, Chicago, III. — ^The question arises in my mind, how can 
we utilize the message that Dr. Findley has brought to us today? I feel that as 
long as the diagnosis of carcinoma, even the time of treatment, is left to the 
general practitioner or to those outside of our specialty, we will always have to 
contend with conditions as they exist at present. How can we correct this? Let 
us begin in the medical school and imbue the students and practitioners with the 
necessity not to treat diseases that require a special training. Let us train general 
practitioners first and specialists afterwards. If a general practitioner should 
decide to enter a specialty, then let him return to the medical school to receive 
adequate training of at least three years in his chosen specialty. 

DR. HERMAN E. HAYD, Buffalo, N. Y. — ^I agree nith the Doctor that everj' 
suspicion of traumatism of the cervix is potentially a subject for most serious 
consideration. I think it is a very dangerous tiling to leave abrasions and erosions. 
For instance, I have twice curetted where there was no pathologic condition of 
the cervix — perhaps simply for a dysmenorrhea — and after a lapse of five or six 
years an epithelial cancer resulted on that surface, without any question being a 
result of the traumatism from the dilatation. 

dr. JAMES E. DAYIS, Detroit, Mich.— I appreciate tliis paper very mucli 
because it attacks a subject ' that needs to be dealt with almost every day in 
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hospital work. As I see it, there have been two extremes taken by physicians; 
one is occupied by the exclusive laboratorian, and the other by the exclusive 
clinician. The first may say that the diagnosis should be made only with the 
microscope; the second perhaps dwells exclusively upon the symptomatology. Those 
are the two extremes and we will not get very far proceeding with such extremes 
or if we teach, as we have been doing in the majority of schools, that the students 
must learn cancer from the microscope or from the patient when ho shows definite 
symptoms. Particularly has the symptom of bleeding been emphasized over and 
over again, and the presence of the tumor. As you all know, when there is tumor 
and bleeding then the case is so far along that it is not mnch use in making a 
diagnosis, speaking from the patient's standpoint. All over this country, and in 
most other countries, there has been neglect in teaching gross pathology and I am 
sure from the student’s standpoint — both the undergraduate and the postgraduate — 
there is neglect of the opportunity to correlate what is clinical with that which is gross 
and microscopic pathology. As I see it, if we are going to improve our resources in 
this particular we must, proceed along different lines. I believe less time should be 
given to training the student in microscopic diagnosis and much more time in the 
training of gross diagnosis, and the correlation of the gross pathology with the 
clinical findings, and after that the confirmation, if you will, with the microscopic 
picture. If we can get those three impressions in the minds of our students wo will 
then begin to progress in this particular. 

It is a most difficult problem to diagnose cancer where there is no tumor. Even 
if we have the three conditions present that Dr. Schmitz has spoken of, I would 
add two more: one, in cancer the cell never reaches maturity; and, secondly, the cell 
or cells begin to degenerate early. So there are really five different phenomena 
that you can note. 

DE. WM. SEAMAN BAINBEIDGE, New York City. — ^There are some facts con- 
cerning cancer which are definitely recognized. For example, we know, today, that 
irritation does cause cancer. This has been demonstrated in experimental work on 
animals and, to a more limited extent, on man. In cancer of the cervix, the primary 
irritation may be caused by the work of the surgeon, the obstetrician, or the 
gynecologist. True, the scar on a cervix may not prove the direct cause of the 
cancer, but the irritation of neighboring cells by the scar tissue, may prove an in- 
direct factor in the production of cervical carcinoma. As wo know, it is not the 
fibroid itself, as a rule, but the irritated tissue in the vicinity of the fibroid, which 
becomes the cancer site. 

The first danger, therefore, in the use of caustics and electric applications to the 
cervix, is that of unduly producing scar tissue, followed by irritation of the cells 
in the neighborhood, epithelial proliferation and, finally, cancer. 

Another aspect of the application of these measures to the cervix is that of 
terminating an early pregnancy in the patient. Twice, recently, I have known of 
such cases, one of which may assume a medicolegal character. 

The third menace in the application of caustics and electric treatments to these 
erosions of the cervix is that it may cause sterility, thus endangering the individ- 
ual’s happiness and, possibly, her health ns well. 

In the use of these measiircs as applied to prccanccrous erosions of the cervix, 
one must consider the apparent disadvantages as well as the advantages involved, 
and it seems to me that among the most obvious of disadvanlage.s, arc the three 
which I have just cited: the possible termination of an early pregnancy, irritation 
of the cells adjacent to the cervical scar tissue and the likelihood of producing 
sterility. Ilowcver, in carefully selected cases I have been eraplojung the cautery 
for cervicitis with distinct benefit. With Dr. Findley, I feel that the method has 
a re.al field of usofnlncss. 
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DE. A. J. EONGY, New Yoek City. — have not seen a single case of cancer 
of the cervix during the past year. That is not my experience only but also the ex- 
perience of those who practice among the Jewish people. It is not at all a prob- 
lem in our hospital service. I have been in charge of a large gynecologic service 
for twelve years and we seldom get a case of cancer of the cervix, either early or 
advanced. "Wliether it is the sexual regulations, instituted thousands of years ago, 
that have something to do with tliis, I don’t know. 

I think ^ecologists have been very negligent so far as the treatment of the 
genital tract is concerned. A sore is never allowed to remain unattended by a sur- 
geon, but a gynecologist will let a sore on the cervix go on for months or years. 
That, to my mind, is a great mistake. YTliile we do not know the cause of cancer, 
I cannot see how we can rationally allow an ulceration of the cervix to go on 
untreated. 

For the past year or two I have treated every case of ulcerated or lacerated cervix 
by the electric knife, not so that the knife destroys the cervical tissue but sufficiently 
to destroy the irritated and inflamed surface so that at the end of six weeks a 
new mucous surface is formed and the discharge is practically stopped. 

BE. MILES F. POETEE, Fort Wayne, Ind. — I believe one reason that we 
have made so little progress along the line of understanding cancer to the end 
of curing it is because we have been paying too much attention' to the laboratory 
and not enough to the clinical findings, and I want to emphasize what Dr. J, E. 
Davis has said. I believe that our hope lies in teacliing our students the gross 
appearance, the clinical aspects, not of early cancer alone but of potential cancer. 
When we do that and depend less upon our laboratory findings I believe our 
statistics will begin to grow better. 

I want to cite just one incident. Within the last two months a section of a 
questionable lesion was sent to three of the best laboratories in this country, in- 
cluding New York and Ann Arbor, and the result was that we got three diametrically 
opposite reports. One report was that it was an entirely benign affair, and it was 
so long before we got the report back that by that time it was evident the patient 
was going to die of maligancy, and we didn’t need the laboratory report. I don’t 
want to underrate the laboratory facilities, but I do want to emphasize the im- 
portance of curing these cases before they develop into cancer. 

DE. FINDLEY (closing). — ^Answering Dr. Polak’s question about the treatment 
of endocervicitis, I have tried everything and am now resorting to the electric blade. 
I think if we do away with the discharges due to the so-called endocervicitis, the 
erosion will take care of itself. The discharge will be increased for the first two or 
three weeks. I have been satisfied so far with the results I ain getting from the 
electric cautery. I don’t know what the remote results will be. 

DE. POLAK. — Do you use it as a circular application? 

DE. FINDLEY.— By no means. I go from the internal os back to the external 
os. I bum fairly deeply through the cervical mucosa after dilating the cervix the 
width of the knife. I take in the four points of the compass. I do not believe 
there is much danger of stenosis. 

A Case of Gangrene of the Cecum in a Newborn Infant was reported 

by Dr. Lucius A. Wing, New York City. (For original article, see 
p. 510.) 

DISCUSSION 

DE. H. O. PANTZEE, Indianapolis, Ind.— The case described by Dr. Wing 
represents an extreme degree of the type of anatomic deformity which in my 
observation prevails in more than 90 per cent of all cases of appendicitis that 
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come to operation, irregularities, which dislocate, constrict, twist or angulate 
variously the appendix, cecum, and adjacent ileal loop. These abnormalities, I 
deduce, are primarily owing to faulty application during fetal growth of the peri- 
toneum to these organs. The parts thus afflicted are disturbed at once in their 
physiology, and in time — ^being loot minoris resi.stentme — ^they become the seat of 
infection. If at operation the appendix alone is removed and no attention is given 
to these constricting bands, . the patient may make a good surgical recovery, yet 
continue to have the symptomatic distress of the preoperative period. In ray 
appendicitis operations, I have bestowed attention to these peritoneal constrictions 
for more than twenty-five years, and as a consequence have found relatively few 
cases that continued the symptomatic disturbances in these parts. 

Moreover, these anatomic irregularities can be recognized in the adult with 
palpation, practiced as do the blind palpate. A dislocated, angulated, compressed, 
•widened or thickened, and tender cecum, and an angulated, thickened, tender 
near ileal loop, can be made out distinctly by such procedure. And, ■\vhat is of 
paramount interest, -u’hen such conditions are found, evidence of their existence 
since birth is obtainable, namely 19 out of 20 times, when I ask the mother of 
such a person, did this child cry the first year, the response will come, “Yes, right 
from the first day, and through a long year.” Furthermore, asking the patient; 
“Has there been suffering — such as fugitive colic, tenderness, distention in these 
parts, off and on through the years?” will oftenest bring an affirmative answer. The 
essence of all this: let us look for e'vidence of such conditions in the infant, and 
where found, resort to operation during the first year of infantile life when the 
operation -n'ould entail only the snipping of a few peritoneal bands, here and there. 
This procedure then relieves not only suffering at once, but also obviates tlie suffer- 
ing through long years which yet may eventuate ultimately in the crises of an 
acute appendicitis, intestinal obstruction, malignancy, etc. 

HR. "WING (closing). — Some pediatricians have discovered through radiographic 
studies that there is considerable variation to be found in the conformation of the 
intestine. 

My idea in reporting this case was that apparently tiiis type of lesion is very 
rare. I have seen about a half dozen cases of imperforate portions of the intestinal 
canal. The difficulty always is 'with infants that before the diagnosis is arrived 
at the infant has developed a peritonitis and there is very little to bo done. 


A paper on Extrameatal Prolapse of the Urethra was read by Dr. W. 
T. Dannreuther, New' York City. See page 468.) 

DISCUSSION 

HR. HERMAN E. HAYD, Buffalo, N. Y. — I have never seen such a marked 
extrusion as in this case, but I am sure we have all encountered the lesser degrees. 
Unless the condition were marked, it seems to me that it would be very rarely 
neces'-'ary to employ this very ingenious .mrgical procedure which has been shown. 

I used to treat the condition by touching the mucous membrane with chromic 
acid on a wire, just as ■v\‘c used to treat a .slightly hypertrophied condition of the 
mucous membrane of the nose. That waa not satisfactory because the acid ran 
ami therefore produced a good deal more reaction than ■\vas necessary. The last few 
years I have been applying, and with a great deal of satisfaction, the electric 
wire. It seems to me that an oper.ation of this character, if it be us^d frequently 
will result in strictures. 

Hli. DANNREUTHER (closing). — IVc need not worry about .subsequent stricture 
in these cases because the stroma is not involved; it is the mucosa only that is 
prolapsed. I !)elieve that it is wise to operate early on acute cases lK'eau“c of the 
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tendency to thrombosis. In this specimen -particularly, the histopathology -was en- 
lightening and impressed upon me the necessity of removing these thrombi. With 
regard to lesions of the chronic type, which are insidious in onset and tolerated 
by the patient for some time, I agree that conservative measures should be tried 
before resorting to radical treatment. 

Dr. B. P. Sloan, Bloomington, III., read a paper on Duodenal Ulcer 
from Partial Obstruction at tbe Duodenojejunal Junction. (See 
page 492.) 

DISCUSSION 

DR. WAI. SEAMAN BAINBRIDGE, New York City. — Cases with distinct kinlc- 
iug at the duodenojejunal junction are not very rare but, in spite of this fact, I 
believe we fail to recognize this condition as often as we should. Tliis, doubtless, 
is due to the fact that we examine our patients in a prone position, and it is im- 
possible fully to study anatomy, on either the living or dead, with the individual in 
tins position. If it were always possible for us to visualize the patient upright, 
naturally, wo should be able to form a mental image of the many kinks and angles 
which are to be found associated with the intestinal tract. We could, also, be able 
to separate better those which are normal and those whicli may cause .symptoms. 

(To 1)6 continued.) 


OBSTETRICAL SOCIETY OP PHILADELPHIA 

STATED MEETING OF MAY 7, im 

The President, Dr. Brooke M. Anspach, in the Chair 

Symposium on the Obstetric Forceps 

Dr. Wm. E. Studdiford of New York (by invitation) demonstrated 
the instrument of Barton, of Plattsburg, N. Y. 

Dr. Richard C. Norris described the Dewees Forceps, Dr. E. A. Schu- 
mann, the Kielland Forceps, and Dr. E. B. Piper a Special In- 
strument Designed for Use on the Aftercoming Head. 

Dr. Norris spoke as follows: 

With the ever increasing popularity, usefulness and safety of cesarean section 
and the effort to substitute routine version for natural delivery, together with the 
widespread use of pituitrin in delayed labor, it would seem that the forceps would 
in the future run some chance of being relegated to the obstetric garret. In the 
past this instrument, unwisely and destructively used oftentimes, has nevertheless 
been a blessing to cdvmtless women and unborn children. Wisdom can only follow 
knowledge and experience and it seems fitting that our Society should give an eve- 
ning to a discussion of the old and well chrystallized principles of the obstetric 
forceps and a review of the newer ideas and instruments that have appeared in 
recent years. 

By way of introducing the topic of' forceps deliveries may I stress the particular 
dangers to the mother. The modem method of “protecting the perineum” to use 
the old phrase, has placed in our hands the operation of episiotomy, which I believe 



524 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


should be used iu almost all primiparae .and most multiparae whose previous lacera- 
tions have been repaired. The central operation, is the one of choice in my hands, 
incising from a point where one feels the ridge of the constriction on the posterior 
vaginal wall, doivn to the sphincter, manually dilating the sphincter in many cases 
and protecting it always ■with a temporary figure of eight stitch through its anterior 
marg-in. This opening of the door and securing a very slow exit for the visitor, and 
appropriate closure is salutary to all parties concerned and examination of the pa- 
tient after a month or two rewards one for his temerity. Not so, however, with 
what I shall call the upper pelvic diaphragm, after one has unwisely resorted to his 
forceps too soon. The vesicouterine and uterosacral ligaments, the cervix, bases of 
the broad ligaments and of the bladder, and the upper third of the vagina, cannot 
be handled so deftly by any procedure at our command save only cesarean section. 
Diihrssen’s vaginal hysterotom}' was a step in this direction but its difficulties and 
dangers prevented its popularity. As gynecologists we know that extensive damage 
to this upper pelvic diaphragm, cannot be repaired perfectly by any operation yet 
devised. In ■view of this fact, we must realize that no forceps can be invented that 
will dispel this limitation to its use. Until some one is bold enough and skillful 
enough to open a door through this upper plane for the first step in the exit of the 
child, and close the door with the same facility and success as attends the passage 
through the lower perineal plane, there is but one resource, — ^preparatory dUatatioii, 
safely, slowly, intermittently and with obstetric patience, which is the wth degree 
of that quality so rare in these days. In obstetric practice I find the necessary 
degree of patience can best be attained by watching a clock which I think should 
have a prominent place in the equipment for every forceps deliver)'. This is a con- 
venient means to time the intermittent duration of tractions and release of compres- 
sion and even the experienced operator will find this precaution a salutarj' check upon 
his speed. Since 1877 ■u'hen Tai'nier presented his final axis traction model, for high 
arrest of the head, the value of the axis traction principle has generally been 
acknowledged and in recent years most obstetricians utilize this principle in all for- 
ceps deliveries up to the moment ■ndien the mechanism of labor requires the final 
movement of extension of the head over the perineum and through the vulva. As 
time passed and major degrees of pelvic obstructions were recognized in advance of 
labor and treated by the improved cesarean section, the dangerous features of the 
Tarnier instrument to the child — the too close approximation of the blades and their 
tips, and their great power of compression and consequent injury to the head, were 
recognized. Major disproportion ■n-as discovered before the onset of labor and no 
attempts were made to use forceps for such cases. From that day the popularity 
of Tarnier ’s forceps began to wane. The value of the principle of axis traction, 
however, remained and the application of that principle to all tj’pes of forceps 
became popular. It was during this period that Dewees, after several years of con- 
centrated study of physics and dj-namics as applied to the obstetric forceps, gave 
up his practice and became a peripatetic and somewhat pathetic figure, as ho visited 
various parts of the country in his efforts to liave his work appreciated. He once 
came to see me and the inventor’s enthusiasm had so possessed him and my conserva- 
tive principles had so poE.scssed me, that mj" reaction to his visit was to utterly fail 
to appreciate the value of hi.s instrument. Several years after the visit his death 
occurred before his work or his forceps had received recognition and his forceps had 
brought; him only disappointment. Believing, as I do, in the unquestioned advantage 
of an axis traction instrument in all forceps deliveries, Dewces forceps soon demon- 
strated its great advantages. The shape of the blades, the cephalic and the pelvic 
curves, their generous grasp of the head with a minimum amount of compression, 
the length of the instrument, — ample for all deliveries except the verj- high arrest 
of the head wliich itself spcak.s against an attempt at forceps delivery, — the evident 
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utilization of accurate axis traction, Tvhicli vre can feel and later see as the delivery- 
advances, — all these qualities convinced me of its gerat value. Besides 'this, I soon 
learned in delivering arrested posterior occiput, that the instrument vras especially 
valuable to favor flexion of the head, so essential in these cases. The tips of the 
blades are placed -well back on the occiput, the handles being carried upward and 
toward the patient's opposite thigh. The forceps is then held in this position of 
elevation with the left hand while the right hand makes the traction on the handle 
bar. During this traction as the head descends, the tips of the blades -will cause the 
occiput especially to be drawn downward and increase the flexion. When the head 
is well flexed, as shown by palpating the posterior fontanelle, has reached the peMc 
floor and is beginning its anterior rotation, — ^but not until then, — the traction handle 
, is loosened at its attaclunent, enough to swing to the median line. Traction is now 
made in the median line, directly outward, and the left hand upon the forceps han- 
dles gently sweep them intermittently through the arc of the circle that secures a 
slow and safe Scanzoni anterior rotation of the occiput. The use of Dewees for- 
ceps in this manner in my hands has given me gi'eater satisfaction in the delivery 
of occijmt posterior positions, than any other insti-umeut I have ever employed and 
adds distinctly to its value. With a year’s satisfactory experiencei nith the Kielland 
forceps, for relatively high transverse arrest of the head, I feel that the instruments 
of Dewees and of Kielland, have made the Tarnier instrument, obsolescent in recent 
years, now obsolete, and I am convinced that skillful forceps deliveries with one or 
the other of these two tjqpes of instrument in appropriate cases, will continue to 
express in the highest degree the artistic accomplishment of the well trained obste- 
trician. 

With the surgical environment of hospital obstetrics, after the head has dilated 
the upper pelvic diaphragm and the upper third of the vagina, the routine use of the 
forceps and episiotomy, to shorten labor, diminish the suffering of the mother and 
conserve the best interests of the infant, far surpass, in my judgment, the much 
extolled routine use of version, which, as practiced today, attempts delivery through 
an insufficiently dilated upper pelvic diaphragm. 


Dr. Edward A. Schumann presented his Observations Upon the Use of 
the Kielland Forceps. 

The forceps invented by Professor KicUand embody a -wide de-viation from the 
models in common use in that they -u-ere conceived for uso primarily as rotators and 
flexors, the element of traction being a secondary consideration. 

The KieUand forceps possess three distinctive features: there is no pelvic curve, 
the blades forming an almost straight line with the handles although made with a 
slight offset, in a somewhat bayonet shape j the lock is a sbding one, permittting the 
blades to be applied at different levels upon a head in marked asynclitism and the 
handles are long and slender to prevent too vigorous traction. 

A great deal of controversy has arisen regarding these forceps, one group of 
obstetricians advocating their use to the exclusion of aU other models while another 
element of the profession vehemently denies any possible advantage in the new de- 
sign. This conflict has waged with gi-eat fury in Vienna where violent differences of 
opinion are expressed both in debate and in the literature. 

As is usual in such circumstances the views of the inventor of the forceps are 
entirely ignored and his indications for their use are not considered. 

Inasmuch as the deviser of a new instrument is presumably the person best 
qualified to speak upon its advantages and limitations, I have consulted Kielland ’s 
original paper for instruction and in my o-wn practice have adhered rigidly to his 
technic and indications for its use. 
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The title of the paper in question, at once explains the purpose of the forceps. 
“The Application of the Forceps to the Unrotated Head with a Description of a 
New .Instrument and a New Method of Application.” (K!ielland, Ch., Monatschr. 
f. Geburtsh. u. Gyn., 1916, xliii, p. 48.) 

The principal indication for the emplojunent of this instrument, then, is a liead 
arrested high in the pelvis and engaged in the transverse diameter of the basin. 

Kielland lays especial stress upon the necessity for absolutely accurate diagnosis 
as to the position of the head and goes so far as to say that his forceps are not to 
be used by those who are not competent to make an accurate diagnosis as to pres- 
entation. 

The most noteworthy feature of the instnunent and the one which most commends 
it is the ease with which a true application of the blades may be made to the sides 
of the head when the latter is arrested liigh in the transverse diameter of the pelvis.i 

My own experience Avith the instniment leads mo to the following conclusions as 
to its value: 

1. Tlie field of usefulness is at best a small one, since the forceps were devised to 
facilitate the extraction of a iiead impacted at the pelvic inlet. Inasmuch as the 
Avhole trend of American obstetric practice is strongly opposed to delivery by for- 
ceps under these conditions, cesarean section being the procedure of choice, the 
opportunities for the emplojunent of Kielland ’s device are sharply restricted. 

2. The usual untoward results of high forceps deliveries apply for the most part 
to extraction by means of this instrument. Petal intracranial liemorrhage, maternal 
sacroiliac relaxation and the possibility of the production of vesicovaginal fistulart, 
being noted with about the same degi-ee of frequency as when the ordinary .type 
forceps are used. 

3. \Vlien, from the nature of the case, high forceps delivery offers the only mean.s 
of terminating labor, the Kielland instrument is vastly preferable to any other type. 
Application is simple, entrance of the head into the oblique diameter of tho pelvis 
is facilitated and fetal traumatism is minimized by its emplojuncnt. Indeed, the 
performance of craniotomy may unquestionably be averted, in many instances. 

4. The Kielland forceps is an instrument designed for use by practitioners trained 
in obstetric diagnosis and technic. Its substitution in general use for the ordinary' 
axis traction types of forceps is to be strongly decried. 

DISCUSSION 

DB. B. C. HIEST. — Dowees brought his original model to me, which I condemned 
and showed him how to correct the faults. I believe I am correct in sajdng that, 
everyone who used Tarnier’s forceps and then tried the Dewces has discarded the 
Tarnier. I also believe the Barton forceps will surely supplant the Kielland for- 
ceps. If one conceives the position of the transverse licad in tho superior strait 
directed at an angle of 5° downward and backAvard it is at once apparent how much 
better grip this forceps takes than the Kielland forceps. It is also much safer. 

DR. WILLIAM E. NICHOLSON.— I agree that the patient’s legs should be 
hold by the nurse or assistants, instead of using any mechanical contriA'ance, not 
only from the standpoint of the woman’s subsequent comfort, but also because the 
application of the instrument is often greatly o.xpcditcd, and the force used in 
delivery may often be lessened, since by a change of position of tho logs under direc- 
tion of tho operator, appreciable increase in the various diameters of the pch'is may 
be obtained. 

With regard to the Kielland instrument, I cannot .spc.ak from personal experience. 
Tlieoretic.ally I can s.ay that 1 do not belioA-c that any in.stnimont is to be advocated 

’Tlie tectinlc of the .ipnllcation !.•< described In dct.'ill In the .Tuly. JD25 Issue of 
tliii Journal. 
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in a primiparous woman, with the head arrested at the superior strait. This, to my 
mind, is a distinct step backwards. Not that it ist not possible to deliver a certain 
percentage of these cases with instruments, but that it is not the safest and best 
way to do it. At the present day the safety of the cesarean operation, even after 
a sufficient test of labor, has been definitely demonstrated. If we open the abdomen 
to remove a chronically diseased appendix which will never be the cause of the 
woman’s death, even if it is not removed, why should we not open the abdomen to 
remove a living baby? In other words, I believe that the purpose for which these 
instruments were devised is an illegitimate indication for their use, and I have no 
question that if enough interest is excited in the minds of the general practitioner, 
the use of these instruments will result in unfortunate sequella, both to the mother 
and baby. 

The modification of these instruments, the Barton forceps, as sliown here tonight, 
decidedly appeals to me, if they are to be used only after the head has well entered 
the pelvic cavity. Tliis, to my mind, is a differential point as regards the use of any 
foim of forceps. I can readily understand that with a tranm'erse liead in the pelvis, 
this hinged forceps may well be a distinct addition to aimamentarium. My own 
particular preference, up to this time, is the Dewees instrument, as it is the safest in- 
strument for the baby, in any part of tlie birtli canal, between the brim and the 
perineum. 

I believe that this Society should definitely go on record as waniing the general 
profession that the use of the obstetrical forceps before the head has passed the 
brim, is bad obstetrics, unless the case has been neglected before being seen, and 
any abdominal operation is therefore contraindicated. In other words, I personally 
feel that forceps at the brim is not to be considered as an alternate to cesarean sec- 
tion, but as an alternate to craniotomy. 

DR. JOHN A. McGLINN. — I confess, that w'ith .experience, . I use forceps very 
much less than I formerly did. The majority of cases are difficult and they are try- 
ing on the individual who uses the forceps and often more trying on the patient and 
baby. We are so apt to use forceps where forceps should not be used, and more 
often to use forceps before the time approaches for their use. Simply because the 
woman is in labor for a comparatively long period of time does not necessarily mean, 
that in the interest of the woman or baby, she must be delivered by the use of 
forceps. Twilight sleep has showed that many cases can be saved from forceps by 
putting the woman to sleep, gimng her rest, and allowing normal forces of labor to 
come into action again. So often we are called to deliver women before adequate 
dilatation of the cervix. I find now the majority of men have learned their lesson 
and there is not the great demand for forceps application as formerly. The Kielland 
I think is an advance on the Dewees. It seems to me that from the practical stand- 
point, as far as forceps are coucenied, the difficulty in their use by the average 
doctor is that he knows nothing about the niechanism of labor. 

DR. WILLIAM E. PAJR-KE. — Every one ■who has used Kielland forceps when 
properly applied Itnows tliat the handles press far back on the perineum. The 
Barton forceps seem to avoid that. During the demonstration it occurred to me 
that one would have to have pretty strong fingers, stronger than I have at least, to 
press the head domi. I know the amount of liaul one puts on Kielland, or any 
forceps, and in order to get pull in the direction of the axis of the inlet it would 
seem to mo to require a great deal of strength in the fingers. 

DR. STUDDIEORD (closing). — I have used the Dewees forceps with a great deal 
of success. I tliink there is no better forceps than the old Simpson forceps. It 
lias never been equaled by any forceps I know of and the axis traction forceps of 
Dewee.q lias added a great (leal to its value. Now we have to use the new Barton 
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forceps in that typo of -svomen that is increasing I tliink in frequency, rather 
short, nutli heavy pelvic bones, with a bad inclination of the promontory that you 
could not reach if you had your whole hand in. They are apt to rupture their 
membrane early. They have weak first stage pains, with slow dilatation 
of cervix, usually with a great deal of pressure on the anterior wall and the 
head partially engages and sticks. One trouble with these cases is the fact 
that they are unable to “push the head around the comer” and take up all the 
room that they have in their pelvis, and the Dewees and Kielland forceps by then- 
traction, which necessarily must be downward and against anterior wall, fails to take 
up that room. 'With the Barton forceps, if you sldft position of the head so that 
the sagittal suture is directly in the axis, the head drops into the cavity. If you 
cannot do it that way you better take your forceps off and do something else. 

DE. EICHAED C. NOEEIS. — I claim that the Dewees instrument is not to be 
used in competition with either the Kielland or Barton forceps. It is not meant for 
liigh transverse an-est of the head. It is to be used for the ordinary mid and low 
forceps operations and is of especial value in posterior occiput positions. In using 
the Kielland forceps you must pull directly downward and that means you are push- 
ing the handles against the perineum and anus. This is so inconvenient and so dan- 
gerous from the standpoint of contamination of fingers and instrument, that I had 
my head nurse eonstmet a i-ubber apron so that this part of the forceps and one’s 
hands do not come in contact with the anus. This seems to be a disadvantage as 
compared with the Barton forceps which has the handle away from the anus and 
perineum. To effect delivery with the Barton forceps, an axis traction push is ap- 
plied; I believe that is the principle of this forceps’ success. With the Kielland 
instrument an axis pull is attempted. With the former you push the head back into 
the hollow of the sacram. As soon as I saw the Barton forceps I could see its 
probable advantages over the Kielland forceps, if one can push hard enough to bring 
the head into the pelric cavity. Dr. Schumann did not bring out that the Kielland 
instrument -has a iielvic cun'e and the rule in using Kielland ’s forceps is to have the 
pelvic curve toward the occiput. To get the pelvic cuiwe in the right direction you 
mu.st remember that the small button on each blade locates for you the direction of 
the pclric curve. Also when appljdug the second blade one must do so as to permit 
locking of the blades. If the occiput is towards the right you must have the buttons 
towards the right and vice versa. The anterior blade will then bo the one that goes 
behind the sjanphysis. The value of the Kielland and of the Barton instrument too, 
is in the cephalic application. Any compression you make on the child’s skull is 
wherd you want it. If you tear the mucous membrane away from its attaclunents by 
violence, no matter what forceps you use, the patient is injured. Now there is no 
question in my mind that this instrument replaces Tamier’s instrument entirely, and 
theoretically I can see how the Barton forceps ■\rith its axis push should be even 
more efGciont than the Kielland. As to forceps on the aftercoming head, I agree 
with Dr. Piper. Wiy not routinely save effort and injuiy to the child and deliver 
with forceps the aftercoming head? I believe forceps to the aftercoming head would 
prevent cervical, spinal and other injuries. It would Im important to (he routine 
versionists to have a good forceps built for the purpose of getting out of dilllcnlty 
in extracting tho head in some of the mi.scalculatcd Potter’s routine versions. I 
don’t see wliy in all aftercoming heads there should not be an instrument at hand 
to gently extract the head over the perineum after a median cpisiotomy in primip- 
arac with rigid outlets. 



JOINT MEETING OP THE OBSTETRICAL SOCIETY OP 
PHILADELPHIA AND THE PHILADELPHIA 
PEDIATRIC SOCIETY 

Novcmher 10, 1925 

Dr. P. Brooke Bland read a paper entitled Injuries to the Infant 
During’ Delivery. (See page 477.) 

DISCUSSION 

DR. RALPH M, TYSON. — Recently I had occasion to see two very inter- 
esting cases. One was that of a child bom at home. The labor was sudden of 
onset and the mother was standing erect when the child was born. The baby 
dropped to the floor with sufficient force to tear the cord. Bleeding from the 
cord was small in amount. The baby was brought to the hospital later with 
definite symptoms of intracranial hemorrhage. Ocular sjunptoms were present, 
indicating some injury, possibly at the base of the brain. There was also 
hemorrhage into the vault of the pharynx. Tlie x-ray picture of the skull was 
negative for fracture. A similar case, but without the history of injury, was 
that of a baby who developed symptoms and signs of cerebral hemorrhage w’hen 
two weeks old. The x-ray picture in this case showed a definite fracture of the 
base of the skull. 

DR. NORRIS "W. VAUX. — As regards injury to the after-coming head in 
breech cases, we no longer extract the head by traction on the mouth but use 
a special forceps devised by Dr. E. B. Piper and have seen no bracliial or tentorial 
injuries since. 

DR. EDWARD A. SCHUMANN. — ^This comprehensive analysis of injuries to 
the newborn leads naturally to the question of w'hat is to be done to prevent 
such injuries in the future. The delivery' of a baby with a cranial injury is an 
indictment, not of the particular physician, but of the entire guild of obstetricians, 
because I feel that our teachings in regard to birth passages are entirely faulty. 
McColls in the early part of the nineteenth century described the pelvimeter, and if 
the measurements conform to a certain standard, we assume that they will probably 
pennit the passage of the child without injury. Every obstetrician can recall 
numerous instances where this was not true, owing to some minor degrees of 
disproportion or variation in the molding of the child’s head. Have we any- 
thing to substitute for pelvimetrj-? Nothing, as yet. It is my belief that with x-ray 
diagnosis, the possibly somewhat cumbersome plan of determining mensuration 
of pelvis and fetal head may possibly offer a .solution. 


Dr. Philip P. 'Williams read a paper entitled Vulvovaginitis in In- 
fants and Young Children. (See page 487.) 

DISCUSSION 

DR. CAMILLE J. STAMM. — Hospital epidemics are serious, and an epidemic 
of gonorrhea among newborn infants in a maternity hospital is especially so. 
During the months of August and September and the first ten days of October, 
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1924, there M-ere delivered in the Jewish Llatemity Hospital, 232 women. About 
the third week in August, several of the babies developed fever and a slight 

rash. A day or two later there was swelling of one or more joints. 

We immediately tried to determine the cause. All sorts of local applica- 
tions were used in the treatment of these diseased joints but were apparently 

of no avail; some joints were incised, smears taken, and staphylococci reported; 
others were aspirated and smears taken and staphylococci reported. Then other 
cases appeared at our postnatal clinic. 

We tried to determine the source of the infection. Blood cultures were taken 
from joints, and by a process of elimination, a pure gonococcus was obtained. 
A'aginitis developed among some of the female infants. 

We sent our social workers out to see what had happened, and by the time we got 
thiough we had collected in all 6S cases of gonorrhea among the infants. We had 
been using a Ziegler clamp in the hospital on the cord and we thought probably 
the clamp was the means of carrjdng the infection. We cultured the clamps and 
found notliing. We then discontinued using the nursery, and all other infants 
were placed in another nursery and all clothing, bed linen, etc., used in the nurserj* 
were sterilized. Prom that time infection ceased. 

We then believed that someone in our midst was infected and investigated 
further, finally convincing the nursing force in the hospital that it was absolutely 
essential that we find the source of tliis infection. Smear’s from all the female 
nurses and help in the house were negative, except from one colored woman em- 
ployed in the laundry. While this was a possible source we could not be sure, be- 
cause at the same time we had two women in the house who were ha’ving a rather 
stormy time; while not really septic, they were not running the kind of tem- 
perature our patients usually run. They wore private patients, and we did not 
feel justified in investigating them as if they had been ward patients. The 
doctor in charge as-sured us there was no neisserian irrfection. We took his word 
for it. 

During this epidemic every joint in the body was involved: toes, fingers, wrists, 
ankles, knees, elbows, shoulder joints, hips, and spine. One child showed a record 
of nine joints involved at one time. There were however, a large number of 
cases of vaginitis wliich failed to show any further complications. We had 
liroctitis complicated, by ischiorectal abscess, and one child, delivered by cesarean 
section, was unfortunate enough to have gonorrheal proctitis, later developing a 
hip joint complication. 

It was definitely decided that tho hospital should be closed; that no more 
women should be admitted; that we should bring back all of the infected babie.s 
whose mothers were willing to bring them, and that we should treat them in our 
' own institution. 

In a survey 232 homes were visited and GS infected babies found. In the case 
wliere tlio lower genital tract was infected all known remedies were u.scd and 
tho result was the same. We made vaccines. We had complement-fixation tests 
to confirm the fact that it was really a gonorrheal infection, but the real work 
V!is done from October 8, 1024 to about the first week of February, 192.}. We 
were closed during the entire period and did nothing but take caro of tbese 
sick infants. 

When we thought tho babies had reached such a stage that it was better to 
treat them in tho dispensary, rather thnn in the hospital, we discharged them 
and they were, sent to lilount Sinai Ilo.spital, where they were treated with elec- 
tricity and orthopedic appliances under tho direction of Dr. Coopemmn. We 
employ to this day a nur.^e who does nothing else Init vi.sit tho home.s of thc'-’C 
babies to Fee how they are getting along. 
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We had two cases of ophthalmia; the one is blind in one eye, and the other 
made a complete recovery. There were 27 males and 41 females infected. 

Proctitis occurred in 7 males and 2 females; of the male children, 7 cases were 

complicated by ischiorectal abscesses; the females had none. Of uncomplicated 
vaginitis we had 10 cases; of complicated, 30. At the present time 23 of these arc 
clinically negative. There was one premature child with gonorrheal infection; 

it died. Also, there was the child that I mentioned before with nine joints in- 

volved, plus vaginitis and spine complications, who died of pneumonia at the 
Philadelphia General Hospital. 

Joints were involved as follows: Shoulder joint — male G, female 6; elbow — 
male 5, female 5 ; wrists — male 9, female 14 ; fingers — male 5, female 7 ; hips 
— male 6, female G; knees — ^male 12, female 12; ankles — male 6, female 11; 
toes — male 3, female 7 ; spine — female 3 ; ophthalmia — male 1, female 1. Cases 
under treatment — male 2, female 11; under observation — male 9, female 15; unim- 
proved — female 3. 

After w’e closed the hospital to treat these babies, wo had the mothers come 
back to nurse them; we fed the mothers and paid their carfare to and from 
the hospital, and during the four and a half months that wo were closed, wc 
spent nineteen thousand dollars. That is what that one particular epidemic cost 
us in dollars and cents. When -we discharged the children we cleaned the insti- 
tution from top to bottom, scrubbed the walls, repaired the plaster, and painted 
the entire place. 

When wc were ready to open wo made some new rules, hoping to prevent future 
outbreaks. Wc found only one thing we could do; insist that eveiy patient admit- 
ted to the hospital for delivery have urethral, cervical and vaginal smears taken; 
that the smears be examined by our pathologist, and that said smears not be 
taken before the eighth month. 

DR. CHARLES klAZER. — As to vulvovaginitis in cliildren, I wash to give my 
personal experience, covering a period of nine years in active gjuiccologic prac- 
tice. 

First, I wish to emphasize the fallacy of laying too much stress on a negative 
smear. During the first twm or three weeks of the infection, we get the char- 
acteristic intracellular organisms. Following the acute stage of the disease, wc 
are rarely able to demonstrate the gonococcus in the vaginal smears procured 
by the usual methods. A larger number of positive smears during the chronic 
stage are obtained when the vagina is distended with sterile wnter by means of 
the jumbo syringe and the washings, thus obtained by aspiration, are examined 
after sedimentation. 

To illustrate the fallacy of depending on negative .smears, I shall cite the 
case of a woman whose two children were treated in the gynecologic clinic of 
the kit. Sinai Hospital for vulvovaginitis. After many weeks of probation, the 
children were discharged as cured. Later on the mother brought one of the 
children to the hospital for a tonsillectomy. She held a poorly corked bottle of 
the child’s urine in her hand when someone hit her elbow, and a drop of the 
urine entered her eye. Witliin twenty-four hours she developed a virulent gonor- 
rheal ophthalmia. Enucleation of that eye was performed within two weeks after 
tlie onset of the infection. 

Wo do not regard the repeated absence of gonococcus in the smears as a cure. 
M'e search for pus cells and attach great importance to the clinical condition of 
the affected parts. • 

The usual method of instilling argj-rol under ordinarj' pro.csuro by means of the 
medicine dropper is futile. The method used by Dr. Wachs and the speaker 
is as follows: The vagina is washed with a jumbo syringe of a two or three 
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dram capacity until the mucosa is free from secretions. An antiseptic solution is 
then instilled under pressure, whether it is argyrol, Dakin’s oil or acraflavine 
mattering very little. The child is put in the Trendelenburg position during this 
procedure. The important thing is that these antiseptics be brought into contact 
with the vaginal mucosa that was primarily freed of tenacious secretions. 

A considerable number of these patients were permanently cured by direct 
application of silver nitrate and tincture of iodine to the ceivix through a Kelly 
cystoscope. Very frequently the cervical infection is responsible for the chronicity 
of the condition. 



A DELIVERY ROOM jillRROR 

Bt Howard P. Kane, A.B., M.D,, P.A.C.S., Washington, D. C. 

F ob. the purpose of keeping the anesthetist informed as to the progress of the 
perineal portion of the second stage of labor, the use of a mirror suggested 
itself. 

The mirror is placed at the foot of the delivery table and adjusted to a con- 
venient angle. Tliis permits the anesthetist to watch the effect of each uterine 
contraction and to administer the anesthetic according to the need of the moment. 
The view of the vulva and perineum is improved by placing a douche pan imder 
the patient's buttocks as soon as the perineum begins to bulge. 



Fig. 1. 


While the primaiy object of the mirror is to aid the anesthetist, it has been 
foimd to be of value in demonstrating deliveries to students. The students stand 
at the head of the table, away from the sterile area, out of sight of the patient, 
and obtain a perfect view of the delivery. 

In several hospitals the apparatus has been improvised by hanging the mirror 
from the top of a one-panel screen, with a strip of muslin stretched behind the 
lower edge of the glass. More satisfactory, however, is the mirror with a stand. 

The accompanying illustiation shows the mirror as used in the National Homeo- 
pathic Hospital of Washington, D. C. E.vperience has shown that the view is less 
likely to be obstructed if the lower edge of the mirror is about eight inches higher 
than the level of the table. 

1801 Eve Street, N. W. 
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Collective Review 


A REVIEW OP THE OYNECOLOGIC LITERATURE OF 1925 
By Sydney S. Schochet, M.D., Chicago 

(Attending Gynecologist St. Bernards Hospital) 

AND 

Julies E. Lackner, M.D., Chicago 

T he literature of gynecology of the past year, for the most part, 
consists of evaluations of the methods of treatment of carcinoma; 
of an extensive consideration of adenomatosis; of discussions of the 
time honored corrections of displacements -with profusely illustrated 
technical descriptions; of analyses of the very little understood func- 
tions of menstruation ; and of learned expositions on the relationships 
of the endocrine system to gynecology, or some detailed consideration 
of the many hiochemic tests, which generally overshoot the mark as 
far as their real value in gjoiecic therapy is concerned. 

In offering our critical analysis of the literature of 1925, we do so 
with much embarrassment, and with the fear that we have^ not ac- 
cepted freely the results of empiric observations. And yet it is not 
necessary to dwell on the fact that new paths liave been blazed as the 
result of empiric hypotheses as well as carefully detailed planned scien- 
tific investigations. It is necessary, however, to argue in favor of 
strict limitations as to conclusions, because conflicting theories of ven- 
ous investigators have led to skepticism, even to the point of doubting. 
This is essentiallj^ true of our knowledge concerning hormones. There 
seems to be current a good deal of misconception regarding specificity 
of hormone action in menstruation. Though we do not hesitate to dis- 
cuss “hormones,” only two endocrines are known chemically; namely, 
tlijTOxin and epinephrin; and there are physiologists who do not con- 
sider that epinephrin has a hormone function. Many of our modern 
fictions in physiology about specific hormone action have reechoed a 
widespread belief in their presence in certain pelvic organs. For our- 
selves, we doubt of their existence. The review in the hiochemic fields 
makes us think of a very interesting novel, Arrowsnnth, by Sinclaii 
Lewis, It is time, therefore, without losing sight of the advances in 
l)ioehemis1ry, to bestow more adequate attention on the homely evcr\- 
day jirolilems in gynecology. 


general prorlejis 

Fewer authors have written on the sedimentation lest as a diagnostic 
aid in gynecology during tlie pn.st year. Let us reflect. Although 
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tlie earlier observations on these phenomena were called to oui* atten- 
tion by John Hunter in 1794, and in the earlier works of Galen, the 
last word about the many causes of precipitation of the erythrocytes 
has not as jmt been spoken. Baer and Eeis° have carefully analyzed 
the value of this test in pregnancy and in pelvic lesions. They con- 
clude that it is apparently of no value in the early diagnosis of preg- 
nancy, but see it as a useful test to determine pelvic pathologj^, and 
the virulence of infections, and they consider it a more delicate prog- 
nostic index than either the leucocytic or temperature curve. 

"Ward^^ is of the opinion that the study of medicine in the future 
will be the study of biologic sciences, and interprets the gynecic art as 
more than the mere cutting and sewing of the pelvic organs. It should 
include sociologic studies with regai'd to a woman’s fitness for marriage 
and childbearing, her sexual psychology, and her degeneracies under 
modern social conditions. 

While it is true that some of the modern theories of electricity are 
of a merel}’’ speculative character, 3 ’-et thej^ serve as a working basis 
to explain phenomena observed in the therapeutic use of electricity. 
Kolischer'^® in a very interesting and highty scientific paper has eluci- 
dated some of the modern theories in the science of electricity. A 
careful studj'’ of this paper will prove of material aid to many roent- 
genologists. 

Schoehet'*® reports the observation of distinctly different groups rep- 
resented in the blood of mother and child in a normal obstetric case. 
Such findings disprove one of the many theories of the etiology of 
eclampsia. 

Endoscopy of the abdomen, described by Nadeau aiid Kampmeier,®^ 
belongs to some of the novel innovations in diagnosis. While such 
experiments are interesting from an academic viewpoint, it is doubt- 
ful whether thej” should be advocated to supplant the more exact means 
of diagnosis or exploratory laparotomy. This instrument necessarily 
limits the extent of exploration within the abdomen, and does not 
prevent trauma or preclude the pos.sibility of infection or adhesions. 

Drainage of the thoracic duet has been advocated bj’^ McGuire^^ in 
the treatment of peritonitis. It does not appear that procedures of 
this type are on sound bases, for mmerous organisms undoubtedly 
enter the blood stream via the blood vessels as well as the ljunphatics. 

Kovacs®" reports temporai'y sterility in 56.3 per cent of white rats 
after the injection of placental tissue. The author believes that ab- 
sorption of some component of the placenta may account for the tem- 
porary sterility following abortions. Curtis-® is of the opinion that 
focal infections with a tendencj" towards exacerbation are important 
causes of otherwise inexplicable spontaneous abortions. 

Clinical results of chemotherapy are not alwaj's as favorable as re- 
ported bj’' certain investigators. Even repeated intravenous injections 
of salvarsan do not necessarily rid the bodj" of spirochetal infections. 
Robertson®^ advocates intravenous injections of freshlj^ prepared eusol 
in the treatment of severe septic states. 

Takats^®" gives a very exliaustive studj’- of the evolution of chemo- 
therapy with brilliant results from the use of a substance called 
rivanol. (2 aethoxj' - 6.9 diamino-acridine.) 

Winter^^' suggests that a routine bacteriologic examination should 
be made of the vaginal flora in all gynecologic cases. In thi.s way a 
more careful prognosis can be given. It should be borne in mind, how- 
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ever, that the presence of organisms, even of the virulent streptococcus, 
does not necessarily mean an active or latent infection in the host. 

^ Clark^® reviews the many conditions which render patients poor 
risks in pelvic surger 3 L Anesthesia in this respect does not play so 
important a role as a septic or toxic state of the patient. Unneces- 
sarj^ surgical intervention is today less often done on the mobile retro- 
verted uterus, the simple lacerated cervix, and the chronically neurotic 
individual than formerljL However, one should not gain the impres- 
sion that all fads have been replaced by sane recognized forlns of 
treatment. Crainicianu"^ still advises organotherapy for the so-called 
empiric hypcrfunction of the ovarj’^. 

Jaschke'’^ states that the results of psj’-cliotherapj'' in gj'-necology 
often are unsatisfactorjL and that when wrongly practiced the method 
may he harmful. It is evident that no solution seems near at hand 
for the cure of the large number of unstable neurotic women whom 
the gynecologists meet in everyday routine practice. 

L 3 meh®^ reviews 608 gynecologic cases. In 48 per cent of these, 
sacral and sacrolumbar backaches were present. Of these, 87 per cent 
were cured of backache by g 3 mecologie operations. From these statis- 
tics it appears that in a certain percentage of eases a bacliache must 
he ascribed to g 3 meeologie pathology. 

Dickinson and Pierson®^ bring to our attention interesting facts, not 
general^ discussed. The average age of autoerotic practices among 
college women was found to be t]iirt 3 '’-seven 3 ’-ears with the largest 
group at thirt 3 ’’ 3 ’’ears. Two-thirds of 1183 unmarried college women 
seemingl 3 ^ practiced masturbation. Of this large series, 42 per cent 
began for the most part between five and eleven 3 "ears of age. One- 
third of this group reported indulgence once or twice a month, 

anesthetics 

For aged patients, when a general anesthetic is indicated, Mac- 
Nider®^ suggests that it .should be preceded h 3 ’' a diet rich in carbo- 
h 3 ’^drates and vuth the judicious u.se of sodium bicarbonate in order to 
maintain a normal acid base equilibrium of the blood during the anes- 
thetic. i\Iandelbaum®® advises intraspinal anesthesia for clderl 3 '^ Avomcn, 
but favors a general anesthetic for 3 ’-ounger patients. 

VAGINA and cervix 

Robinson®- presents positive experimental evidence tlmt pota.s.sium 
iodide and sodium salic 3 date when placed in the vagina are rapidly 
absorbed, and excreted in the urine. 

Szenes^®® finds that calcium salts increase the calcium content of the 
genital secretions. 

A positive etiologic diagnosis of vaginal cysts cannot be made from 
the histologic picture alone, unle.ss the location of the C 3 'st is con- 
sidered. iMiles’^ reports five cases of C 3 'st of the vagina, of which one 
was an inclusion C 3 ".st of the vaginal mucosa and four were e 3 ^sts of 
Gartner’s duets. lYharton”® reviews thirt 3 ^-one authentic cases of 
tuberculosis of the vagina, and adds two new observation.s from a 
series of 30.000 g 3 'neeologic cases in the Johns Hopkins Hospital, He 
concludes that the medical treatment gives the best end-results. 

For the treatment of gonorrheal bartholinitis (not absce.ssed) Gonin 
and Aoustin'*' inject a few drops of a 10 per cent solution of zinc 
chloride into the gland. We do not belicA^e that this dangerous caustic 
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should he injected into the tissues, nor does it seem logical, that it is 
at all feasible to obtain sterilization of the gland. Gordon*® reports a 
case of primarj’- tuberculosis of Bartholin’s gland. Only three other 
cases of this sort have been recorded. 

Arnoldi and Warnekros® emphasize an old empiric clinical observa- 
tion, that patients with pruritus ^mlvae, whether diabetic or not, are 
helped by a low carbolijulrate antidiabetic diet. 

Sturmdorf*®® is opposed to the postoperative use of the indwelling 
catheter in cases of vesicovaginal tistulae for it does not keep the 
bladder empty. Watkin.s**^ has advised a thorough dissection of the 
anterior vaginal wall for closure of vesicovaginal fistulae. He claims 
that a urethrocele is usuallj’- associated with a eystocele as the result 
of a transverse tear of the upper part of the vesicovaginal fascia. Suc- 
cessful repair requires transver.se suture at the site of the injury and 
care in bringing firm tissue over the base of the urethra. In large 
ve.sieovaginal fistulae in which the capacity of the bladder is reduced, 
Miller'® adwses high colpoeleisis with supravaginal amputation of the 
uterus or radium sterilization. Prolapse of the euldesac of Douglas 
or posterior vaginal enteroeele has received little attention in the liter- 
ature. It is a causative factor in the prolapse of the uterus of virgins 
and is often overlooked. In the more .severe eases, PhaneuP® sug- 
gests the abdominal route for repair. 

Barrett, Lash, and Pilot® found streptococci present in 40 per cent 
of the cases of chronic infection of the cervix. Lowenstein®* points out 
that Oxyui’is vermicularis is often overloolied in the etiology of leucor- 
rhea. He emphasizes the importance of a thorough general physical 
examination in the study of every case of leucorrhea, since it is not 
an uncommon experience to find marked leucorrhea in patients with 
systemic conditions, such as tuberculosis, a.sthenia, and chlorosis. 

HiUiard hliller,*"® Caid Davis,®® and Abrams^ I’ecoramend ,the cautery 
method of treatment in endocervicitis. Blair,® and Burns*® advocate 
Sturmdorf’s coning-out procedure for it eradicates the mucosa but 
conserves the cervix. Miller does not favor radium in the treatment 
of endocervicitis because it is slower in action, more expensive, and 
may cause the onset of artificial menopause. It should also be borne in 
mind that radiation destroys certain defensive protective bodies. 
Lavake®® reports his experience with diathermy in the treatment of 
endocervicitis and controls the effect of treatment by means of cervical 
smears. He tried the Corbus metal electrode in the cerwx but 
was unable to discharge a single patient as cured of the infection after 
three months of active treatment. Young**® drains the cervical glands 
by means of intermittent aspiratory hyperemia. Jaschke,®® and 
klenge*® emphasize the importance of genital hypersecretion as caused 
by extragenital disturbances. A purely sjunptomatic treatment of the 
fluor often does more harm ’than good. Castellan! and Taylor*® re- 
port cases of vaginitis due to IMonilias. These cases are frequently 
encountered in the Balkans, Italy, and England. 

ADENOMATOSIS 

Sampson’s interpretation of certain cy.sts and adenomyomas in the 
pelvic organs as caused by misplaced endometrial tissue has provoked 
world-wide interest. This is the outstanding topic in th^ litera- 
ture of 1925. Heaney,*® Danforth,®® j^Iark,®® Lemon and Mahle®* re- 
port cases of adenomas in the operative sear. Outerbridge®* records 
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four cases of cystic lesions, possibly of endometrial origin, in the ap- 
pendix. Sampson®® believes that benign endometrial tissue invades and 
disseminates tlirougli the same channels as carcinoma. Benign endo- 
metrial tissue, .•just as ovarian and endometrial carcinoma, is found 
most often in the dependent portions of the pelvis and its natui’al 
peritoneal folds, vdth invasion of underlying structures. Benign en- 
dometrial tissue, lilie fragments of cancer, infects the field of opera- 
tion. Both invade lymph vessels. Both have metastases at a distance 
from the primary growth. Inguinal adenometriosis®® metastasizes 
through Ij^mph vessels, extends directly along the round ligaments 
from peritoneal endometriosis and from endometrial tissue, escaping 
into uterine vessels during menstruation. Ewing,®^ in discussing 
Sampson’s findings, accepts as endometrial transplants those eases in 
which the structure is typical, in some instances even those mthout 
endometrial stroma, especially when the clinical history indicates that 
some violence has been done to the endometrium or tubal mucosa which 
can reasonably account for a transplant or misplacement of endo- 
metrial mucosa. The clinical history is of much importance in these 
eases in guiding the surgeon and the pathologist in assuming that 
they deal Avith an endometrial transplant. The changes occurring in 
these tissues during menstruation and pregnancy appear to be unreli- 
able evidence of their endometrial origin, but have some significance. 
The' fact that endometrial tissue can be transplanted by mechanical 
means should be a Avarning to the gynecologist. Ewing is conA'inccd 
that a large proportion of fatalities from cerAucal and corpus carcinoma 
is the result of cell dissemination produced by the surgeon, Cullen, 
therefore, advises closure of the cervix and cleansing of the vagina to 
prevent escape of carcinoma cells during hysterectomy for corpus car- 
cinoma. He belicA'es that adenomyomas of the umbilicus and round 
ligaments are embiyonic inclu-sions Avhile adenomyomas of abdominal 
scars arc transplants. 

Robinson®^ maintains that the theory of displacement no longer fills 
our present conception of heterotopic endometrial formations and, 
therefore, should be discarded. Adenomyoraa is peculiar to the female 
and is prevalent during the period of maximal procreative function. 
Robinson believes that the celomic epithelium is the genetic source of 
all adenom 3 mmas irrespective of location. 

Oslcar Prank!*! faAmrs operative remoAml of adenomyomas, since 
x-raA’s and radium do not prove sufficient. In those cases AA’’here there 
is extensive inA'olvement of the intestine bj’’ endometrial invasion, 
Sampson adAuses against anj’' radical operath’^e procedures, for in the 
majority of cases the endometrium undergoes retrogression. 

MYOMA 

Clark and Block*' advise no interference in those cases of fibroids 
in AA’hich there is no obA’ious disturbance of health. In the absence of 
AA’cll-defined indications for the I’cmoA’al of the cervix, subtotal h.vs- 
terectoray is the operation of choice. At the present time myomectojny 
carries no higher mortality than liAAstercctomy and is folloAved by preg- 
nancy in a certain percentage ot ca.ses. ’ Clark and Block** report 
•122 cases of uterine myomas. Their stati.stics shoAV that operative 
treatment is becoming more popular and radiation Ie.ss frequcntlA^ 
employed. In 1022, 58.1 per cent were operated. In 1924, 70.1 per 
cent. GraA'CS*** empliasizes the A*alue of mA'OincetoniA’ in the childbear- 



REVIEWS AND ABSTRACTS 


539 


ing period. Bonney® urges a more extensive adoption of the operation 
of myomectomy so as to include in its scope many of the cases showing 
fibroids, still commonly dealt with by hysterectomy. Conservation of 
the uterus should be the ideal of the surgeon, whenever the organ is 
presumably healthy. The largest number of fibroids enucleated by 
Bonney at one time was sixty. The removal of so large a number of 
fibroids appears to us as ultraconservative. In operative cases of 
fibroids complicating pregnancy, one can preserve the pregnancy when 
the fibroid is solitary. Not long ago, large tumors and hemorrhagic 
uteri were removed radically with and without the removal of the 
adnexa. Zweifel and Veit believe that in benign conditions of the 
uterus, a small portion of the uterus containing endometrium shoydd 
be retained. Bergsman believes that to keep uterine menstruating 
mucosa is just as important as to retain the internal secretory func- 
tions of the ovary. 

Aschner^ says, if one believes that not only the internal secretions 
but also a normal menstrual flow are necessary for the health of women 
up to the time of the normal menopause, then x-rays can be discarded. 
In everj’’ woman where there is no vital indication for extirpation of 
the uterus, menstruation should be allowed to continue until the cli- 
macteric. Partial ‘ fundus resection is the best treatment. In later 
years there may be a recurrence of fibroids, but the clinical results 
obtained by continuation of menstruation overshadow the danger of 
the recurrence. Masson,^® and Poucar®^ believe that the application of 
zinc chloride to the endometrium is indicated in a small percentage 
of cases that pass through the menopause with abnormal bleeding, not 
due to malignancy. This treatment produces amenorrhea and sterility, 
without impairment of ovarian function. Here again we question the 
use of zinc chloride in gynecology. It has been shown experimentally 
that zinc chloride is a very toxic substance when accidently injected 
into the circulatory system. Its local action cannot be controlled, and 
it frequently destroj^s the deep underlying structures. Seed^®® reports 
degeneration in 13 per cent of 200 fibromyomas examined. Hyalin, 
myxomatous, and red degenei-ation, with calcification were present. 
Starry^”'* reports a rare case of fatty tumor of the uterus. Only seven- 
teen eases of lipoma and lipomyoma are recorded in the literature. 

i^IETRORRHAGIA 

In a certain percentage of metrorrhagias, according to Castano,^® 
hemorrhagic reactions in the endometrium are due to hormonal influ- 
ences from the corpus luteum. At the present time there is no unified 
treatment of uterine bleeding. In the climacteric patient, Henkel®^ 
believes, every case of bleeding should be regarded as cancer and a 
diagnostic curettage made, except in cases where the diagnosis of cancer 
is ewdent. Jlazet^^ advises digital exploration of the interior of the 
uterus in order to determine the cause of a. climaeterie hemorrhage. 
Pregnancy and adnexal inflammation constitute the only contraindi- 
cations to intrauterine digital exploration. Kelly®® advocates curet- 
t^e in the office ^vithout anesthesia, for it is safe, speedy, and inexpen- 
sive. Gellhorn emphasizes the importance of curetting each cornu of 
the uterus for carcinoma and polyps, which are often situated in this 
location. He decries the use of intrauterine douches and antiseptics, 
which may cause hematometra and pyometra. The essentials in curet- 
tage are gentleness in dilatation and handling of instruments. 
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empbasizes the value of the hysteroscope in diagnosing 
uterine causes of genital bleeding, such as submucous myoma, glandu- 
lar hyperplasia, endometrial polyps, ehorioepithelioma, and malignancy. 
The instrument may also be of value in studying the cyclic changes of 
tlie endometrium in the various stages of menstruation. "We believe 
that too great an evaluation is placed on the uteroscope. 

In the treatment of hemorrhages caused by chronic inflammation, 
Fuss^^ reports success with local methods. Morrow employs radium 
or hysterectomy in the therapy of arteriosclerosis of the uterus. New- 
comer controls hemorrhage due to general systemic conditions or to 
local benign gro^vths by mild roentgen irradiation. Doub, Bolliger, 
and Hartman®^ report irradiation sickness in a large percentage of 
their eases. Symptoms were alleviated bj’’ morphine and calcium lac- 
tate. Radiation therapj'’ should be undertaken only by those •who have 
a competent surgical kno'wledge, as Graves'*® emphasizes that there are 
certain contraindications to radiation "vi^hich require the experience of 
a specialist for diagnosis. These are pelvic infections, retention of 
follicular cysts of the ovary, .sloughing fibroids, submucous myomas and 
carcinoma of the fundus. 


SIALIGNANCIES 

The cancer problem is the most pressing as Avell as the most difficult 
that occupies the minds of the medical world at tlie present time. Wliile 
cancer still exercises its ravages almost uncurbed, we yet cling to the 
faith, that future researcli ■ruU reveal some means of its eradication or 
prevention. So long as we po.ssess no exact clue in regard to the true 
nature of malignancy, we sliould not permit ourselves to be enslaved by 
arbitrary definition.s, statistics, and theories of causation, or be liamp- 
ered by brilliant reports of methods of therapy. The problems of 
cancerous growth are fundamentally identical •with the problems of nor- 
mal gro-s\i;h of tissue, and the information which sheds light upon the 
one type of gro-wth -will reveal the origin of the other. Cancer statistics 
are notoriously open to various interpretations. A lay statistician, a 
pathologist, or physician untrained in methods of exact statistics may 
draw conclusions that appear absurd. What value can be placed on 
.such divergent reports on cancer mortality rate as 64.4 for Detroit and 
152.6 for San Francisco? 

Ochsner®® considers cancer an infection and emphasizes the impor- 
tance of Nuzum’s infective agent, a micrococcus, as the causative fac- 
tor. Coley*® believes that there are clinical evidences in favor of the 
extrinsic origin of cancer. 

Nuzum®* gives the results of six years bacteriologic study of breast 
tumors and claims to have reproduced similar lesions in the dog with 
repeated injections of his micrococcus. 

According to an editorial in the Jcmruml of ihc American Medical 
Associaiion, the British •Cancer Rc.scareh*-* decries the many exalted 
new.sjiaper claims of discovery of the etiologic factors of cancer. 
Soiier,*®-* Director of tlie American Society for the Control ot Cancer, 
deplores the claims of Nuzum. Nuzum’s jiaper is straightforward, hut 
unfortunately contains .statements and interpretations, conjectures and 
opinions •which carry his conclusions even farther than he intended. 
In fairness to Nuzum. •we may state tlmt he does not claim that cancer 
in human beings is caused by a bacterium. Such infei'ences initiate 
a great hidden danger of an increa.sed dcathrate from cancer, since 
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some physicians and many laymen might conclude that we now possess 
a serum or salve that cures cancer. MacCarty®° believes that the cancer 
cell is an entity and he recognizes this cell in the majority of cases 
when fresh material is employed. This may be possible for MacCarty, 
but it "would be dangerous practice for the average jiathologist. 
FranlcP" reports eight eases of carcinoma and sarcoma simultaneously 
present in the uterus. He suggests that both gro'wths originate at the 
same time, but it is difficult to demonstrate this. Unfortunately we 
are still so deeply ignorant of manj’" important aspects of malignancy 
that it becomes difficult to properly evaluate the various methods of 
treatment. Eeports and clinical observations on radium and x-ray 
treatment are now more numerous than in previous j’-ears. While it is 
true that every ease of carcinoma is a study unto itself, yet much ad- 
ditional value could be added to these reports if a uniform classifica- 
tion, such as that suggested bj’- Schmitz,®' were followed. 

AVard and Farrar^^® have adopted Schmitz’s classification in regard 
to the stages of involvement, and conclude that radium application .is 
the better procedure. The end-results are as good as with operations 
while the patient does not incur the rislcs of surgical intervention. 

Smith^®" advocates radium and x-ray therapy together with tlie 
Byrne cautery for early carcinoma. Pfahler®® entertains the view that 
radiation offers the best chance in all stages of carcinoma. He states 
that we may expect 60 to 80 per cent of cures in the earliest stages. 
Unfortunately tlie majority of gynecologists have failed to obtain such 
brilliant results. Quigley®® reports 69 eases treated by radiotherapy 
with apparent cures in 37 cases. Burnam and NeilB^ apply radium 
through the abdominal route in borderline cases of uterine cancer, and 
they believe this to be a more effective means of attack. Taussig^®® 
no-sv employs 3000 to 3300 mghr. in the first treatment and four weeks 
later applies a second dose of from 1500 to 1800 mghr. 

Schmitz®' reports good end-results in inoperable carcinoma with 
measured doses of x-rays and radium. Graves'® emphasizes the con- 
traindication of radium in eases of carcinoma of the body of the uterus. 
From Dbdei’lein’s Clinic, A’^oltz reports the results in 755 patients 
treated with radium: 110 were operable cases, with 43.6 per cent cures; 
130 were borderline cases with 22 jier cent cures; 340 were inoperable 
cases with 6.7 per cent cures ; 169 were hopeless cases with one cure. 

References to the operative results of uterine cancer are not given, 
for we believe that it is the method of choice to be employed in propei’ly 
selected cases. 


reeation op breasts to genital organs 

C. Jeff ]\Iiller'® refers to the close relationship between the breasts 
and genital organs. He believes that certain pathologie breast changes, 
cystic mastitis, etc., may be caused by pathologj^ in the pehus. Ex- 
ploratory incision is necessary in a large majority of cases. Mohler"® 
reports considerable improvement in the treatment of obstinate pehuc 
infections until hypodermic injections of foreign pi’oteins. 

dvs:menorrhea 

Novak®® considers dysmenorrhea a neurosis, which has its roots in 
a previous psychic trauma. Dick®® believes that many cases of dys- 
menorrhea are relieved by psychotherapeutic raeasu’fes!^ Castano'® re- 
fers to a close relationship of dysmenorrhea and appendicitis. In 90 
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per cent of liis eases of dysmenorrhea there was an associated chi'onic 
appendicitis. Miller'^®, thinks that dilatation with curettage is still the 
commonest, form of treatment and gives the largest percentage of tem- 
porary and permanent relief. In his series Miller obtained permanent 
relief in 40 per cent of the cases. Plastic operations on the cervix are 
of little value. Lanz finds that menstruation does not influence basal 
metabolism in healthy women, but in pathologic conditions, there is a 
definite rate of increase in the premenstrual period and in the last 
days of menstruation. At the beginning of the menses the metabolism 
decreases quickly and reaches its lowest rate at the beginning of the 
flow. Blood-sugar determinations made by Okey and Eobb®® during 
menstruation showed a slightly higher value than those made in the 
intermenstrual period. SmiP^®’- says diathermy may be useful in ah. 
conditions benefited by heat ; viz., dysmenorrhea, sterility due to uterine 
hypoplasia, and secondary sterility caused by superinvolution of the 
uterus. 

Cotte,-® and Dechaume tried decortication of the hypogastric artery 
with section of the presacral nerves in the treatment of rebellious dys- 
menorrhea, pelvic neuralgia, vaginismus, hypoplasia of the uterus of 
mild infective origin, clitoris crisis, metrorrhagia, and leucorrhea of 
ovarian origin in young girls. At the present time they resect the 
presacral nerves, where they pass through the peritoneum along the 
inner side of the last lumbar vertebra. It seems to us that too many 
conditions are attributed to these nerves. 

STERILITY 

Kennedy®^ believes that isthmospasm of the faUopian tube prevents 
the meeting of the owm and the sperm, or may be the only obstruc- 
tion that prevents the passage of the fertilized ovum from the tube 
into the uterus. Polak (in discussion of Kennedy’s paper) brings out 
a point that seems to support such a spasmodic condition of the tubes ; 
namely, that the Eubin test may be negative until the patient is anes- 
thetized, when the injected gas easily passes through the tubes. 

Geist and Goldberger'*^ emphasize the importance of pathologic con- 
ditions in the intramural portion of the tube for sterility. Lesions 
may be present here with or without closure of the fimbriated extrem- 
ity. •'With the Eubin test alone, one cannot localize the site of ob- 
struction in the tube. Geist advises for this purpose the use of Ken- 
nedy’’ ’s test, before operative measures are instituted. Vercesi^^® em- 
ploys a 40 per cent suspension of iodine in vegetable oil to procure 
roentgenogram tracks, Williams and Eeynolds”® insufflate an emul- 
sion of barium sulphate into the uterine cervix and makes roentgeno- 
grams twenty-four, forty-eight, and seventy-two hours latp. The 
emulsion is dropiied into the uterine cavity and not forced in under 
pressure. In the course of seventy-two hours all barium has di.sap- 
poared. 

Kahn®'* emphasizes the importance of pathologic conditions in the 
cervix in the study of sterility cases, and he believes that lesions here, 
more frequent than changes in the tubes, are the cause of sterility. 
Cervical secretions constantly^ blocking the canal indicate a hyperemic 
or inflamed condition of the cervical glands. Cervical discharge may 
be altered chemically by’’ disturbances in ovarian function. Kahn ad- 
^^.scs against curettage in the treatment of primary’’ sterility, since it 
frequently causes lacerations of the cerv'ix and endometritis. Rubin 
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states that the fourtli to the seventh day following the cessation of the 
menses is the ideal time for testing the patency of the tubes. 

iloench"’’ believes that insufflation of the tubes has a small hut real 
therapeutic value in cases of sterility, hut lays greater stress on the 
important role of cervical conditions. 

In cases of infantile uteri with sterility, Castano^^ advises the use of 
diathermy. One of twenty patients thus treated became pregnant. 
In cases of hj^pofunction from infantile development, Flatau^® has 
resorted to the stimulation of the ovaries with small doses of roentgen 
irradiation. He cites 21 cases of which 12 became pregnant ; 8 of these 
carried to full term and were delivered of healthy children. Waser^^-® 
reports but one failure in 225 sterilizing interventions with the 
Madlener crushing method of the tube followed by ligation. 

EXTRAUTERINE PREGNANCY 

In a study of tlie leucocyte count in 150 cases of ectopic gestation, 
Farrar-'^® finds that the leucocyte count increased rapidly with the 
escape of blood into the peritoneal cavity, hut dropped quickly to 
normal or near the normal as the blood was absorbed or walled off by 
peritoneal adhesions. The fluctuating leucocytic count and the mod- 
erate elevation of temperature differentiates ectopic gestation from 
purulent salpingitis, as in the latter conditions, there is a more uni- 
formly high leucoc3de count and a more marked fluctuating tempera- 
ture curve. When there is a hemorrhage in a tubal pregnaucy ease, 
the steadily rising leucocyte count is a better aid in diagnosis than 
the decrease in red blood cells or the percentage of hemoglobin. The 
leucocjdic count to be of diagnostic value must be taken daily or 
hourly in critical cases. In 21 cases of tubal pregnancy Novak and 
Harner®- were able to correlate the uterine and tubal mucosal findings. 
The decidual reactions in the uterus with extrauterine pregnancy were 
identical with that of normal gestation as long as the embrj’-o was 
alive. When the embrjm dies, the superficial compact part, and a 
considerable portion of the spongy glandular layer is cast off. The 
decidua is more frequenth^ thrown off in small particles than as a 
large uterine cast. This is on account of degenerative and necrotic 
changes. 

OVARY 

It is difficult to estimate the true value of the various researches on 
ovarian function, as loo few of the fundamental physiologic processes 
of this organ are Imown at the present time. 

During tlie past j’ear extensive investigations of the liquor folliculi 
have been recorded. Sehochet®'’ was the first to call attention to the 
physiologic action of the liquor folliculi in OATilation. Allen, Pratt, 
and Doi.s.v- attribute a hormone action to the liquor, and have devised 
a means for the standardization of its action. 

Robert Frank concludes that the coi*pus luteura, placenta, and follicle 
fluid contain the female sex hormone. Franli, Gustavson, Weyerts, and 
Frank^® have shown that a benzene extract of circulating* blood of 
pregnant sows produces vaginal changes in castrated rats. In another 
series of experiments, Frank, Kingerj', and Gustavson®® prove that the 
female sex hormone is the causative factor of pubert^^ 

Frank and Gustavson®® in a study of the chemistry of- the female 
sex hormone conclude that it is a thermostabile lipoid of high molecular 
weight ; that it is elaborated by the ge.stational gland, and is taken up 
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by the lyiiipli and blood streams. Allen and Doisy- have shown that 
substances obtained from the iilacenta and embryonic tissue (umbilical 
cord) produce reactions in the rat similar to those produced by the 
follicular hormone. From these experimental studies it would seem 
logical to question the specificity of hormone action in the liquor 
folliculi. 

Burrows and Johnston, in exj)eriments on fat metaholism found 
that the liquor folliculi contains an active growth-stimulating sub- 
stance, and one capable of initiating an active digestion of a foreign 
fat. Brouha and Simonnet^® observed that an injection of an extract 
of liquor folliculi prolonged the esirous cycle, but produced no changes 
in the mammary gland, nor wmre there apparent influences on gesta- 
tion." Temporary inhibition of ovulation in the rabbit was obtained 
l)y Kennedy'- with extracts of corpus luteum. In 28 cases studied by 
Cotte and Vachey,’^ thej'’ were unable to prove that the corpus luteum 
produces metrorrhagia and menorrhagia. They ascribe a greater im- 
jiortance to the sjmiiiathetie nervous system as the etiologic factor. 
Watrin^^^ reports the production of menstruation in a girl with 
defective menstruation by the injection of follicular fluid. The men- 
strual flow apjieared the following day — six days before the antici- 
pated period. Gynecologists find that menstruation frequently fol- 
lows surgical procedures about the ovaries. We may suggest that 
accidental riipture of follicles are responsible for the flow of blood in 
these postoperative cases. 

Tutfier and Bour^®^ report successful results from ovarian grafts 
in 52 eases; in some cases the menstrual flow persisted for periods 
varying from five to ten years. In other cases, the ovarian grafts were 
followed by pregnancy wdth normal childbirth. Kross®^ advocates 
ovarian grafts in patients with congenitally absent ovaries, and in 
cases of bilateral ca.stration in young women on account of pus tubes. 

Blair Bell' reports 187 cases of ovarian grafting wdth an analysis 
of 118. Of these, menstruation occurred in 66.3 per cent. No men- 
struation and no menopausic symptoms were observed in 20 jier cent; 
menopausic symptoms in 14 per cent. From these reports it seems 
warranted that ovarian grafting should play a more imiiortant part 
in future reconstructive gynecic surgery. 

During the past year Samp.son®®’ has called attention to the impor- 
tant part played by endometrial transplants. The frequency of glandu- 
lar elements, similar in structure and physiologic function, cannot ho 
denied. Ilowever, before we can accept these structures as endometrial 
transplants, arising from the endometidum of the uterus or mucosa of 
the tubes, we must require more definite experimental data. WJiile we 
entertain a less skeptical frame of mind as to the possibility (jf endo- 
metrial transplants, we cannot lose sight of their possible origin from 
peritoneal metaplasia. Aside from this academic discussion of the origin 
of endometrial transplants, Sampson®* has convincingly proved that a 
certain percentage of carcinomas of the ovary take their origin Irom 
these endometrial glandular areas. 

Dougah' reports a case of pidinary chorioepithrdioma of the ovary. 
This group of tumors is of eon.siderable importance as they occur in 
unmarried women. Often erroneous and embarrassing conclusions are 
triven as to their .source of origin. 

ICoucky^'' slates that 50 y)er cent of dermoids of the ovary may he 
diagnosed by the x-ray. Gordon*® describes an unusual ca.se of cy.stic 
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retroperitoneal teratoma weighing 11 kilograms. Danforth"' reports 
the finding of an unusually large bilocular pseudomucinous cyst in a 
patient fifteen years of age. Curtis/'* Danforth/' and Sehochet"'’ have 
recorded cases of fibroma of the ovary. This type of tumor is not of 
frequent occurrence. Culbertson-® de.scribes a case of foIHcular ovarian 
cyst simulating ectopic pregnancy. This t 3 'pe of ovarian growth is 
of great clinical importance because we cannot be positive of a pre- 
operative diagnosis. Aetinom^mosis is among the rare infections of 
the ovavy reported bj' Hehwg.®° 

Manj’' valuable and suggestive papers in this j’-ear’s literature on the 
treatment of carcinoma with radium will be considered at a later date 
in a special review. 
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Selected Abstracts 

Abortion 

Eymer, H.: Tlie Value of the Life of the Unborn in Obstetrics. Wiener EHinische 

Wochenschrift, 1924, xxxvii, 946. 

The author decries the laxity rvith which the indications for therapeutic abor- 
tion often are set. He agrees that the life of the mother is always of more value 
than that of the unborn but does not believe that the life of the fetus should be 
destroyed on account of minor ailments, such as is too readily done at the present 
time. He does not believe that pyelitis, struma, tumors, etc., are indic.ations for 
the termination of pregnancy and he objects to the modern tendency to consider 
pregnancy as a complication of these various diseases. Pregnancy does not affect 
most diseases of the blood. In acute splenic Icucemia, abortion does no good, and 
in the chronic form it is unnecessary. In Biermer’s anemia, abortion does not 
help, for the patient cannot be saved in any event, and by allowing pregnancy to go 
on a living child may result. In diabetes mcllitus abortion is not necessary since 
the disease may be fatal or go on to recovery whether the patient is pregnant or 
not. Prophylactic abortion should not be done in this disease unless acidosis is 
present. 

Heart disease is only rarely of importance though frequently present. Jaschke 
found a mortality of only 1 per cent in valvular disease complicating pregnanej*. 
Mitral stenosis, alone or in combination with other lesions, is dangerous, especially 
during the second stage of labor. An attempt must be made to maintan cardiac 
compensation, and therapeutic abortion should be performed only as a last resort 
in cardiac decompensation. Eecurrent endocarditis and myocarditis are also of 
serious import, but even here the attempt should be made to carry the patient to 
term. 

Kenal disease is often observed in pregnancy but a pure nephropathy never re- 
quires, an abortion which should be done only for rising blood pressure or when 
albuminuric retinitis threatens maternal vision. Abortion never improves or ren- 
ders an otosclerosis stationary. 

Basedow’s disease may bo a grave complication of pregnancy, but interruption 
of the latter is not necessarily followed by improvement. Epilepsy is not re- 
lieved by a therapeutic abortion, and the author was unable to influence in any 
way a case of status epilepticus in which he terminated pregnancy. Myelitis, mul- 
tiple sclerosis, multiple neuritis, chorea, and tetany only rarely require abortion 
and then only in the most severe forms. 

The author states that he has never seen a case of hyperemesis gravidarum 
requiring abortion. In acute yellow atrophy, abortion is usually done too late to 
bo of any value. In tuberculosis, ther.apcutic abortion has no curative effect but is 
merely a prophylactic procedure. Tlie patient continues with her tuberculosis irre- 
spective of her pregnancy wliich usually does not influence the disease one way or 
another. Patients in the first stage of tuberculosis are made no worse by the preg- 
nancy and never die on account of the latter. Great uncertainty prevails with 
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patients in tlie second stage of tuberculosis as to the value of therapeutic abortion 
and literature shows great discord regarding the termination of pregnancy; arti- 
ficial abortion in cases in the third stage of tuberculosis is of no avail since these 
patients will die whether pregnancy continues or not. 

Tumors of the abdomen, pelvic or otherwise, justify abortion only when malig- 
nant. A contracted pelvis should never be accepted as an indication. Surgical 
method of delivery should be employed here as well as in cases where there is a 
threatened rupture of the uterus, and also. in cases of placenta previa. 

Tliere are no foundations for any eugenic indications, and the author agrees 
with Stratz that the only eugenic indication for terminating pregnancy is hydro- 
cephalus. Ealph a. Eeis. 

Van Dongen: Threatened Abortion. Nederlandsch Tijdschrift voor Gcnceskundc, 

1923, ii, 1927. 

Bleeding from the uterine cavity during pregnancy does not necessarily mean 
threatened abortion but is a danger signal not to be disregarded. With the great- 
est caution, an examination should be made to determine: the presence or absence 
of pregnancy, intra- or extrauterine, the patency of the cervix, and the presence or 
absence of protruding parts of the ovum. Here the author cautions not to be too 
hasty in considering an abortion inevitable simply because tlic cervix admits the 
finger. He also calls attention to the necessity of excluding other sources of bleed- 
ing; e.g., cer\'ical polyp, cancer, or erosion. Tumors, varices, and traumatisms of 
vagina and vulva may also cause bleeding during pregnancy. 

While the severity and duration of the bleeding influence the prognosis, yet 
van Dongen feels that one should not give up hope too readily, since pregnancy 
may continue after severe and very prolonged bleeding. To quiet uterine contrac- 
tions, he gives 20 mg. of opium, four times a day. He has never seen any benefit 
from viburnum and similar drugs and has discontinued their use long ago. Vagi- 
nal tampons are contraindicated as they may excite uterine contractions. It is 
better to resort to encmata than cathartics to evacuate the bowels. 

E. E. WOBUS, 

Ogasawara, Kiyoshi: Experimental Slndles of Intrauterine Death of Fetus. 

Ivinki Fujinkwa Glakkwai Zassi, 1925, viii. No. 1, 15. 

The careful histologic studies both of the fetus and of the placcnt.a after admin- 
istration of x-rays, and after the injection into the mother animal of various bac- 
terial toxins and different chemicals, showed that only marked alterations in the 
chorionic tissue, necrosis, and liemorrhages are associated witli fetal death. No 
ill ciTcct of any of these procedures on the fetus itself could be ascertained in the 
absence of such placental lesions. Thus, the author seems justified in concluding 
tliat a primarj' death of the fetus in utero apparently is impossible. 

AuTiion's Abstkact. 

Karlin. M.: The Ketention of Dead Fetuses in the Uterine Cavity, Monatsschrift 

fiir Gebnrtshilfe und Gynakologie, 1924, Ixvii, 270, 

Tlie author cites three cases of missed labor, the etiology of which was atresia 
of the cervix, rigidity of the cervix, and carcinoma of the cervix respectively. 
Eight cases of mi.sscd abortion are also described. In the latter cases, after the 
death of the fetu.s, the blood ve.s.scls in the villi colljipscd and the fetal mem- 
brane*; were noiirished by the blood in the intervillous .space and the blood in tho 
decidual ve.s^cls. In four of the cases there was a marked fibrous transformation 
of tlie ptroina of the villi which armiM'd the su.sjticion of syphilis although the 
histories were entirely negative. The degree of necrosis of the rnembnines did not 
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depend as much upon the duration of their retention after fetal death as it did upon 
the cause of fetal death. 

For cases of missed abortion most authors advise active therapy. In infected 
cases great care must be exercised to avoid trauma. For missed labor, if the mem- 
branes are intact and there are no local or general symptoms, a policy of expec- 
tancy should bo followed unless there is .a hindrance to spontaneous dilatation of 
the cervix. If after two weeks of waiting and the use of drugs, labor does not set 
in, pregnancy should be terminated artificially. When the membranes are rup- 
tured and the temperature is normal, vaginal cesarean section or a metreurynter 
may be employed. In infected cases some authors advise hysterectomy after 
delivery. J. P. GREENninn. 

ITmbach, J.: Intrauterine Fetal Degeneration. Monatsschrift fiir Geburtshilfe 

und Gyniikologie, 1925, Ixviii, 2S3. 

The author studied seven embryos for evidence of degeneration, and found that 
the processes involved in the intrauterine degeneration of these fetuses are the 
same as those observed in autolysis outside the body. The degenerative changes 
found are not due to "wandering cells” as, many authors believe. Some claim 
these wandering cells are maternal, while others maintain the}' arc fetal in origin. 
Unibach claims that these wandering cells are simply dead cells produced by autol- 
ysis of embryonic organ cells and that they have no function at all. The differ- 
ences in the histologic picture between anemic infarcts and degenerative embryos 
are essentially due to the fact that dead embryos are entirely removed from contact 
with maternal blood. J- F- Greenhill. 

Kehrer: Proposal for a Standard of Operative Technic in Abortions and Prema- 
ture Labors. Zentralblatt fiir Gynakologic, 1923, xlvii, 1163. 

Following a discussion at the gynecologic meeting in Dresden, Kehrer has col- 
lected a number of points upon which agreement was practically universal, and 
proposes their adoption as a standard in the termination of pregnancy in the early 
months. 

The two grave dangers are hemorrhage and infection, and the major necessity is. 
the complete removal of the products of conception. As influencing these condi- 
tions he advocates antiseptic as well as aseptic care prior to operation, and in the 
earlier months digital exploration of the uterus. To allow the passage of the 
finger .a tight cervical pack followed by cinmenagogues may be sufficient, but in 
any case the operation is best performed in two stages, the pack being used, if 
necessaiy, after moderate dilatation. The great danger is perforation of the uterus. 
It may bo a result of inexperience rather than the use of any particular instrument, 
but stress is Laid on the importance of recognition of the condition, and the imme- 
diate necessity for operative care. The difficulty of sterilization renders the use of 
tents doubtful, and dilatation -with Hegar's dilators is often imperfect. It may, 
however, be complemented either by a pack, the introduction of several tents .at 
the same time, or a small dilating bag. 

As the pregnancy progresses the importance of the fetal head as a factor in 
termuiation increases, and the separation of the he.ad from the trunk is one of the 
gravest dangers in association with oper.ations after tiie tenth week. After empty- 
ing the uterus, intrauterine douche is generally unnecessary but m.ay stimulate 
contraction, lessen bleeding, and lessen the bacterial content of the c.a\'ity. Ilcat 
and a large quantity of fluid are the essentials, and toxic substances should not uo 
used. 

P.acking is umiece.ssary as it f.avors infection, but in certain instances, as after 
the removal of a mole or where there is doubt as to the complete emptying of the 
cavity, a pack may be used for twelve liours. 
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The later in pregnancy the necessity for interruption arises, the more important 
is the rubber balloon. Perforation of tlie aftercoming liead may lessen the neces- 
sity for complete dilatation of the cervix, and the manual removal of the placenta 
is discouraged except in cases of extreme necessity. Little. 

V. Pranciud, 0.: Basic Principles in the Technic of Cleaning Out Abortions. 

Monatsschrift fiir Gebnrtshilfe und Gyniikologic, 1925, Ixix, 320. 

The author reports two cases ivhere rupture of the uterus occurred while attempts 
were being made in the first half of pregnancy to clean out the uterus before the 
ccndx was sufiiciently dilated. One of these patients died. On the basis of these 
cases and much experience v. Pranqud lays down the following rules: (1) Before 
every attempt to empty a uterus after an abortion, the cervix must bo dilated suffi- 
ciently to admit a finger. In all cases it is advisable to give a narcotic and exam- 
ine the uterus digitally. (2) A purely instrumental emptying of the uterus is 
permissible only until the ninth week and only with a large dull curette. (3) Later, 
a purely instrumental operation is in error. The uterus must be explored with the 
finger, the secundines separated from, the uterine wall and removed with the finger. 
The curette should be used only to remove portions which have been separated and 
the small pieces which remain after digital manipulation. (4) Ovum forceps 
should be used only to remove loosened pieces of tissue which arc visible and palpa- 
ble just inside the internal os. Deeper in the uterine cavity forceps should be inserted 
only' alongside the index finger which constantly controls what the forceps are to 
grasp and remove. If the cervical canal is too tight for this, oxytocics should be 
given until there is sufficient dilatation. (5) After the third month it is best to leave 
the expulsion of an oi'um to uterine pains or at least until the cervix is sufficiently 
dilated to enable easy removal. Until this occurs the uterus should be packed with 
iodoform gauze. In later months a small bag may be used or a Braxton-Hicks 
ver-sion performed. J. P, Greenhill. 

Wulff, H.: False Perforation of the Uterus — ^Relaxation of the Uterus. Acta 

Gynccologica Scandinavica, 1923, ii, 449. 

Perforation of the uterus may sometimes be pardonable but never the failure to 
recognize a perforation. However, there arc times when it is difficult to bo sure 
that a perforation has occurred. Wulff reports the case of a patient whom ho 
curetted for an incomplete abortion. At first the curette indicated the length of 
the uterine cavity to be 14 or 15 cm., but suddenly without encountering any re- 
sistance the curette went to a depth of 23 cm. The uterus was extremely' soft and 
could not bo definitely outlined bimanually'. A perforation of the uterus was sus- 
pected and a vaginal hy.sterotomy performed, but no perforation could be found. 
The uterus contracted well after removal of the secundinck This was a case of 
uterine relaxation and not one of perforation. 

In the literature five cases have been reported wlierc perforation was suspected 
but operation failed to show any- injury-. The .author warns against the use of the 
uterine sound in cases like the one reported. Likewise .a sharp curette should not 
bo employed. In cases where the uterus is very soft an effort should be made to 
produce coutr.action.s before curetting. If the utcru.s cannot be made to contract, 
digital remov.'il of ti.'j.sue is the mean.s to lie employed. If the cervix cannot bo 
dilated .«ufiicicntly' to permit the passage of a finger, vaginal hysterotomy followed 
by digital mnnipulation.s is the method of elioieo. If a perforation is feared one 
sliould treat the patient as if the uterus actually was perforated. If the uterine 
rontents are presumably .sterile and there js no bleeding and no suspicion of injury 
to the al/doniinril organs, on*' should be eon«ervutivc. .T. P. Op.Efg-riil.L. 
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Heyn: Perforations of the Uterus and Their Treatment. Zeitschrift fur Geburts- 

hilfe und Gynakologie, 1924^ Ixxxvii, 92. 

The author draws conclusions from a series of 35 cases. There has been a 
marked increase in the number of this accident since the war, not only due to the 
increase in the number of abortions in general, but also as a result of inadequate 
practical training for young physicians. Four perforations were in nonpregnant 
uteri, in two associated with a fresh salpingitis. One of these died, the other 
recovered after total extirpation of the uterus. The other two recovered after sim- 
ple suture. Of the 12 operated cases of perforation- of the pregnant uterus, nine 
were done by physicians, — only two in criminal abortions. The author believes 
from tlie nature and location of the wounds that a great many more than are re- 
ported are caused by the Hegar dilators, but that the perforation is not recognized 
until some other instrument, such as the curette or ovum forceps, is introduced. 

Conservative suture of the perforation, even of the pregnant uterus, may in 
many cases be undertaken ■without increasing the risk to the patient and thus pre- 
serving the genital organs, since in the presence of infection, the opening up of 
large raw areas for extirpation is in itself a dangerous procedure. The question of 
liability to uterine rupture in a future pregnancy could only be answered after 
observation of large series of cases. The question of drainage through the culdesac 
or extraperitoneally must be decided in the individual case. Very important, espe- 
cially where injury has been done by grasping instruments, is the systematic search 
for injury to the bowel. Also important is a search for free pieces of fetus or pla- 
centa in the peritoneal cavity, which may easOy lead to a fatal peritonitis. All 
cases of perforation, or even only suspected perforation, should immediately be 
referred to a gjmecologist, since a delay even of hours may bo fatal. Prophylaxis, 
is most important. Particular care should be taken in teaching students how to 
handle such cases and the dangers involved in the use of various instruments. 

Margaret Schulze. 

Getting, Fritz: A Contribution to the Management of Abortions. IQinischc 

"Wochenschrift, 1922, I, 2480. 

The policy of immediate cleaning out of the uterus in treating afebrile incom- 
plete abortions is thoroughly established. The same is tr^e as regards abstention 
from local interference in cases of complic.atcd febrile abortions, especially when 
periuterine inflammation is present. 

As regards the handling of uncomplicated febrile abortions, there -exists great 
diversity of opinion. Many authorities consider that the determination of the in- 
fecting organism by bacteriologic study is of the greatest importance. It is agreed 
that the streptococcus is the most dangerous, and a conservative policy is advised 
by most autliorities when it is found, especially if it is of the hemolytic variet}', 
since the mortality in patients infected with this organism is 10 to 15 per cent. 
In Frank’s clinic such bacteriologic studies have not yielded definite results of 
prognostic value, except that in cases of hemolytic streptococcus infection the 
prognosis appears to be worse. But it is not hopeless even when these organisms 
are found in the blood. 

The author is in favor of more active measures for the folowing reasons: (1) 
Cleaning out the uterus is often necessary on account of free bleeding; (2) the 
infected, adherent placenta may be the source of a continuous bacterial invasion 
of the maternal blood stream; (3) time is saved both for the hospital and for the 
patient. 

The results have been thoroughly satisfactory'. Of the 12GS cases of abortion 
reviewed in this paper 650 (51.3 per cent) were febrile. This percentage has 
steadily increased since the war years (in 1913 it was 42 per cent), doubtless due 
to an increase in the number of criminal abortions as a consequence of the- eco- 
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nomic depression. Of tliese cases, in 44 tlie uterus was emptied by the physician 
before admission, in 137 cases, which were conservatively handled on account of 
some complication, the uterus emptied itself spontaneously, and in 1087 patients the 
uterus was cleaned out in the hospital. There were 6G deaths (5.2 per cent), and 
complications after the cleaning out were recorded in 66 patients (5.2 per cent). 
Of the 66 deaths, only 25 had had local treatment in the liospital (a mortality of 
2.3 per cent to the credit of active therapy) ; 23 of the 41 others had periuterine 
inflammation, 8 had had the uterus cleaned out before admission, 5 were verj' sep- 
tic (some of these were moribund on admission), 3 had severe peritonitis, 1 liad a 
lung abscess, and 1 had pulmonary tuberculosis. The febrile abortions showed a 
gross mortality of 10.1 per cent; the cases of this group in which the uterus was 
cleaned out in the hospital had a mortality rate of 3.8 per cent. 

The evacuation of the uterus is gently done under narcosis, after dilatation of 
the cervix sufficiently to admit the finger. If this cannot be done, a laminaria tent 
is employed, but not for more than twelve hours, because of the danger from re- 
tention. Wlien the cervix is open, the ovular remnants are loosened with the fin- 
ger, removed with Winter’s placental forceps, then a large blunt curette is used if 
necessary to remove fragments not detached by the finger, and finally a hot intra- 
uterine douche of salt solution is given. If the uterus is flabby, an ergot prepa- 
ration is given hj-podermatically. Packing is performed only when necessitated by 
free bleeding. In one case the uterus was perforated by the curette; supravaginal 
hysterectomy was at once performed, Avith recovery. 

In impending abortion with complications, conservative and supportive measures 
are employed. 

The author remarks incidentally that lues played a minor part in the etiology of 
•these abortions; of 475 Wassermann tests on these patients, it was positive in 
only 20, or 4.2 per cent. E. L. King. 

Tuttle, Howard H.: The Treatment of Abortions. Surgerj', Gynecology and Ob- 
stetrics, 1925, xl, 87. 

Tlie ■miter revicivs 1,164 cases of abortion at the Ancon Hospital, Canal Zone, 
to compare his results with those of other clinics. His references are, however, 
limited to two writers of Ciiicago and one personal communication. 

He is of the opinioif that hemorrhage sufficiently severe to call for immediate 
active treatment is seen in approximately 5 per cent of all cases. Febrile cases 
oper.ated upon promptly have a sliglitly higher average number of postoperative 
febrile days, a lower per cent of morbidity, and fewer average hospital days than 
those operated upon a number of days after the temperature has remained normal. 
The average febrile days, morbidity percentage, and average hospital days of 
operative cases are lower than in the nonoperative. Those cases where infection 
lias extended beyond the uterus, and without evidence of retained necrotic placenta 
or membranes, should be treated expectantly. When tissue remains in the uterus 
it is just as essential to remove it as a sloughing appendix in the abdomen. 

Wm. G. Hr.NSKK. 

Gordon: The Management of Abortion. Journal American Medical Association, 

192-1, Ixxxii, 1021. 

A scries of 9G1 consecutive cases of abortion was divided into septic and 
aseptic. Septic cases arc those with temperatures of 101 ' F. by rectum. In a 
further clas«ific!ilion of a tot.al of 1,010 .abortions into thrc.atcned, inevitable, and 
incomplete, there were 1.528 incomjdcte abortions. The management of the threat- 
ened case consists in preparation as though for labor. Xo intra vaginal cleansing, 
bedrest, morphine, grain liypodermically — repeated two or three times, and daily 
enemas. If the case passes to the inevitable .stage, and bleeding is excessive, by 
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means of vaginal packing or stick-sponge the removal of the products of gestation 
from the dilated cervix is attempted. Sixty-two per cent were packed ; 10 per cent 
required repacking. Pituitary extract, 0.5 c.c. is given every three or four hours. 
If the case passes to the incomplete tjqre, expectant treatment is carried out un- 
less profuse hemorrhage warrants curettage. Three per cent were curetted. All 
the septic cases were treated without intrauterine manipulation. These cases were 
kept outdoors, in Powler's position. Forced feeding, blood transfusion, vaccines, 
serums, foreign protein, etc., were relied upon. W. Kerwin. 

Bietrich: Collective Statistics on. the Treatment of Febrile Abortion. Archiv 
fuer Gynaekologie, 1923, exx, 14. 

The author collects ten thousand cases reported from twenty clinics. The mor- 
tality was 4.8 per cent after active treatment which included some conservative 
methods and 3.1 per cent after entirely expectant treatment. The mortality after 
curettage was 3.4 per cent; if palpation was used it rose to 4.4 per cent, and after 
digital emptjdng of the uterus it was 5.9 per cent. Ealph A. Eeis. 

Pelkonen: On the Treatment of Febrile Abortions. Finska lakarcsallskapcts hand- 
lingar, 1924, Ixvi, 570. 

The number of febrile abortions managed in the Wiborg District Hospital is 
varying but persistently increasing since 1919. The author thinks that poor housing 
and financial distress force an ever increasing number of women to seek hospital 
care, but that also criminal abortions have become decidedly more numerous. From 
1898 to 1923 a total of 1766 abortion cases had been treated; of them 1,174 were 
admitted between 1914 and 1923, among them 378 being febrile patients. Of this 
last group, 330 were treated actively, the remaining 48 cases conservatively. Mor- 
tality in the actively treated was 2.1 per cent, but zero in those conservatively 
managed. In determining the indications for appropriate therapy, the hospital 
followed rather closely the rules laid down by Halban (Zentr.albl. f. Gynack., 1921, 
p. 439). If careful palpation fails to show any involvement of adjoining struc- 
tures, the uterus, in case of fever is evacuated. Often it is advis.able to wait a few 
days, for the temperature may become normal in the meantime. In cases in which 
it seems likely that adjoining structures are involved in the infectious process, the 
patient is treated conservatively on principle. Interference then is considered 
justified only by severe hemorrhage in spite of possible harm from the operation. 

Author’s Abstract. 

Grabich, F.; Active or Conservative Treatment of Septic Abortion. Ufonatsschrift 
fiir Geburtshilfe und Gynakologie, 1923, Ixiv, 308. 

In the Dortmund Clinic among 554 cases of febrile abortion there was a mor- 
tjility of 0.7 per cent for those treated actively, 1.6 per cent for those treated con- 
servatively, and 1.3 per cent for those treated e.xpectantly. Grabich reports 100 
additional cases of septic abortion treated actively. In 76 cases the temperature 
fell markedly within twenty-four hours after emptying the uterus. Bacteri.al 
studies which were made in nearly all the cases were of little value. The patient’s 
resistance alone is of importance in overcoming the infection. 

Of greater importance than the bacteriology is the question of how to empty the 
uterus. The means to be considered are the ovum forceps, the curettage and the 
finger. The method of emptying the uterus must be as harmless as possible, and 
to accomplish this best, the author recommends the broad, dull curette. Digital 
removal of tissue maltreats the uterus and may force infected material through 
the tubes into the peritoneal c.avity. Antiseptic douches arc not to bo used. After 
emptying the uterus the patient should be given stimulative therapy. 

J. P. GREEXHILt.. 
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Ten Berge: Tlie Treatment of Abortion and Pnerpural Sepsis. Nerlcrlajidscli 
Tijdschrift voor Geneeskunde, 1925, ii, 798, 

In tbe light of current opinion on the treatment of abortion, Ten Berge reviews 
his own experience, citing illustrative cases. He sums up the subject as follows: 
by the timely removal of all ovular remnants, the occurrence or extension of in- 
fection may often be avoided. In order to avoid causing wounds through which 
the infection may spread, the removal should be carefully done manually. Wlien- 
ever the infection is still limited to the uterine wall, the patient usually recovers 
quickly after the emptying of the uterus. In case of periuterine infection, the 
genitalia should be manipulated as little as possible. Should bleeding compel 
intervention in such cases, the uterus should be emptied with the greatest of gentle- 
ness. All patients in whom the infection has extended beyond the uterus, should 
be removed to a hospital in order to receive the utmost care. 

Ten Berge has used electrargol, as well as the polyvalent serum and quinine in- 
jections proposed by Gordon Luker, but has not been able to see any favorable 
results ascribable to their use. E. E- Wobub. 

Henrard, E.: Quinine Therapy in Eebrile Abortions. Monatsschrift fur Gcburts- 
hilfe und Gynaekologie, 1923, Ixiii, 19. 

In all stages of febrile abortions, quinine therapy is indicated. Two c.c. of a 
25 per cent solution of quinine hydrochloride should be given both intravenously 
and intramuscularly and in addition two one-quarter grain tablets of quinine hydro- 
chloride should be given by mouth. In 88 per cent of the author’s cases of febrile 
abortions in progress, and in 52 per cent of his febrile cases where the placenta 
was retained, the uterus was emptied by means of this treatment. In the cases 
where small pieces of placental tissue remained in the uterus the quinine proved 
unsuccessful in emptying it. However, in the latter cases the quinine produced a 
softening and dilatation of the cervix, making instruniental dilatation unnecessary. 
Manual removal of the placenta was very easily accomplished in the latter patients. 
The author emphasizes that one must carefully watch the patients for profuse 
hemorrhage after the use of quinine. J. P. Greenhill. 

Hellendall: Supravaginal Amputation of the Uterus in Severe Postabortive Bleed- 
ing, for the Purpose of Hemostasis and Sterilization. Zentralblatt fur Gyna- 
kologie, 1924, xlviii, 324. 

The incidence of severe hemorrhage as the result of abortion, particularly in 
those cases where some constitutional disorder is present, has suggested the impor- 
tance of the suprapubic hysterotomy .and sterilization, which has been undertaken 
frequently by many operators. Hellendall would go a step further and in these 
•cases remove the body of the uterus, believing that the blood loss is considerably 
less, that the convalescence is more r.apid, and that the tendency to postoperative 
complication is also decreased, Littbe. 

Heim: Two Cases of Physometra. Zeitschrift fiir Geburtshilfc und Gynilkologic. 
1924, Ixxxvii, 15C. 

The author describes, in considerable detail, two cases of gas bacillus infection 
of the uterus following early abortion. Mauoauet Scnui.zE. 



Special Article 


On Theses by Undergraduate Students op Medicine 

T he curriculum of American medical schools has been subjected to 
extended revision in the last two decades and the necessity for in- 
cluding many laboratory and theoretical subjects has reduced the time 
devoted to the clinical and bedside teaching. Among other things the 
“thesis” formerly much in vogue as a requirement for graduation, has 
been largely abandoned, although it cannot be denied that it had an 
undoubted value in stimulating an independence of thought and brought 
the student into more intimate contact with the problems of medicine, 
while it provided a relief from the possible tedium of textbook study, 
laboratory exercises and didactic lectures. 

The Editor of the Journal takes pleasure in presenting to his read- 
ers extracts from a series of theses contributed by students of the Cor- 
nell University Medical School during their fourth year of attendance, 
as a part of their work in the department of gynecology carried out in 
the wards and record rooms of the Woman’s Hospital under the guid- 
ance and supervision of Dr. Geo. Gray Ward, Chief Surgeon of the 
latter and Professor of Gjmecology and Obstetrics at Cornell Medical 
School. Both the titles and the subject matter are of interest. Lack 
of space forbids the complete publication of these valuable contribu- 
tions, of which selections follow, but they may be found complete in the 
Surgical Report of the Woman^s Hospital, for 1925. 

—G. W. K. 


POSTOPEBATIVE LEUCOCYTOSIS 

A Study of Thirty Cases from the Wards of the Woman’s Hospital 

OP New York^ 

By Margaret S. Witter, A.B., M.D., New York, and 
W iLLiAiM P. Elliott, A.B., i\r.D. 

(Fourth Tear Students, Cornell University Medical College) 

T here often arise, during the course of a case, occasions when the 
leucocyte count is desired as an aid in the diagnosis and prognosis of 
postoperative events. In order critically to intei’pret such a postopera- 
tive count, it is necessary to have some judgment as to the average normal 
count after operation, and as to the limits which may be considered nor- 
mal and beyond which one should be suspicious of untoward events. 

’The Pir.st Polk Prize in Gynecnlogj' was awarded to Dr. Witter for thi.s lliesls. 

555 
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If Yi-e are to accord the leucocyte count high rank, we must 
perfect our judgment of the normal leucocyte values. Therefore, 
it seemed to us that a study of a number of average, “clean" eases with 
uneventful recoveries would afford some basis for such a judgment of the 
normal postoperative leucoejde curve. It is the purpose of this article to 
present a study of 39 such cases from the wards of the Woman’s Hospital 
in the State of New York, done under what we consider to be practically 
standard conditions. That is : 

1. The cases were entirely from the service of Dr. George Gray Ward. 
They had no complicating events throughout their entire postoperative 
course, and were of the type considered as average, “clean" cases. 

2. The preoperative preparation, the anesthesia, the operative pro- 
cedures, the immediate and later postoperative care, all conformed to 
standard technic. 

3. The counts used as data in Series I were done by an experi- 
enced teclmieian, doing all routine counts in the hospital and using 
consistent technic. 

Series I 

Thirty cases were studied, A preoperative count was taken some time 
during a 1 to 3 day preoperative interval. We assumed that, under non- 
varying conditions, an uninfected case should have a fairly constant 
count preoperatively ; and we found this to be true in several cases in 
which daily preoperative counts were done for a week. Therefore, these 
counts have been charted as “pre-op," irrespective of the exact day. 

Beginning with the first postoperative day, counts were then done daily 
for 5 to 8 days, 

OBSERVATIONS 

Table I shows the minimum, maximum, and average total leucocyte 
counts for each day, with number of cases counted. 


Table I 

Total Leucocyte Counts 


1 

I>AY OF COUNT 1 

NUMBER or 
CASES 

MINIMUM 

MAXIMUM 

I average 

Pie Op. 5 

30 * 

6000 ' 

13000 

9000 

1 1 

21 

1 12000 

2GOOO 

isooo 

2 ! 

21 

' 10000 

27000 

ICOOO 

3 1* 

2S 

1 9000 

21000 

33000 

4 ( 

25 

‘ GOOO 

21000 

13000 

5 

23 

7000 

19000 

30000 

G 


SOOO 

19000 

32000 

7 : 

IS ; 

' 7000 

i 21000 

33000 


Table II .shows the minimum, maximum, and average poj’cenlape of 
polymiclcars for each day, witfi the numher of cases. 
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Table II 


Percentage op Polynucleabs 

DAY OF COUNT 

NUMBER OP 

CASES 

MINIMUM 

MAXIMUM 

average 

Pre-op. 

30 

42 

80 

66 

1 

20 

73 

94 

82 

2 

26 

75 

93 

82 

3 

28 

73 

93 

79 

4 

24 

64 

87 

76 

5 

24 

58 

74 

70 

6 

17 

70 

84 

75 

7 

21 

62 

83 

75 

Table III sIioavs the minimum, maximum, and ai^erage temperatures 

for each day, Avith tlie number of cases. 





Table III 




Te.mperatukes (Degrees Fahrenheit) 


1).\Y OF COUNT 

number op 

cases 

MINIMUM 

MAXIMUM 

AVERAGE 

Pre-op. 

30 

98.0 

99.8 

98.6 

1 

22 

98.8 

104.0 

100.8 

2 

25 

98.0 

102.8 

100.4 

3 

28 

98.4 

100.8 

99.6 

4 

25 

98.4 

100.8 

99.6 

5 

2G 

98.6 

100.8 

99.4 

G 

22 

98.6 

100.6 

99.0 

7 

23 

98.4 

100.6 

99.0 


DISCUSSION 

■ From Figure 1/' Ave can see tliat there is a leucocyte curve which is 
highest on the first day after operation, at 18,000, It then steadily de- 
clines to noiTual on the fifth day (10,000), and then rises slightly on the 
sixth and scA’^enth days. 

The cause af this secondary rise has not been determined, or its dura- 
tion. It has been suggested that the absorption of suture material at this 
period may be the etiologic factoi*. 

The leucocytosis would seem to be mainly a polynucleosis. The preop- 
eratiA'e differentials .sIioav a Ioav percentage of pobmuclcars, — average 66 
per cent — ^Table II. The operation is folloAved by a rise and the curvm 
remains at its height for two days and descends a bit more sIoAvly than 
the total leucocyte curve. 

The temperature curve, likcAA'ise, Figure 3,'" sIioavs its peak on the first 
day and descends slowly to high normal — 99.0 — on the sixth day. The 
figure shoAving the average temperature curve would lead one to believe 
that the leucocytes and temperature bear a constant, direct relationship, 
but the indiA’idual charts appended sIioav that the relationship is not so 
close. 


Sec original article, Stn-ffical Itcpm-t of the AVoman’.v Jloftpital, 1025. 
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Having seen from Series I that there was a fairly constant postopera- 
tive leueoeyte curve during the first week, we were interested to know 
when the peak of the leucocytosis occurred. Prom Figure 1,’"^ one 
would infer that the peak -was one day after operation. In order to 
investigate this, nine eases wmre studied in detail. 

Series II 

Blood counts were done on the day preceding operation, and at 11 :30 
A.M., and 1:30 p.m., of the day of operation. The operation occurred 
from 2 :30 to 4 :30 p.m, A count was then done one hour after operation 
and everj^ three hours thereafter during the night. During this period, 



Charts 01 -ui. Series of iiourly postoperative blood counts. Total leucocyte count 
■ — ; per cent polynuclcars — — — ■ — ; temi)erature degrees Fahrcnlicit 

Fig. 01. The operation perfomxcd consisted in a panliystcrcctoniy, saFpingo- 
oophorectoiny bilateral, separation of adhesions, appendectomy. The time con- 
.Slimed rva.s 1 hour, 35 minutes. 

Fig. 32. The operation comsisted in a Kelly stitch (for -incontinence) and 
rif-rincorrhaphy. The lime consumed was minutes. 

Fig. 33, Oppr.-ition: Kelly for ^ctro^'crfiion. Time: 04 minutes. 

Fig. 01. Operation: dilatation and curettage. Time: 7 rninuteo. 

oripitril I^rport of Ihr llotrpUfil, 102.'j. 
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the patients were kept in the recovery room. The same methods were 
used as in Series I. Temperatures were taken every four hours, rou- 
tinely, by the nurse. 

OBSERVATIONS 

Charts 31 to 39 inclusive show the results, charted in hours after 
operation, while charts 31A, 32A, 33A, show the curves as charted 
according to scale used in Series I. 

The percentage of polynuclears varied in general with the leucoeytosis, 
rising to a peak, in the majority of cases, around the fourth hour, and in 
all cases the peak was reached by the tenth hour. 

There is, however, no close association between total leucocytes and 
percentage of polynuclears. 

The temperature, as may be observed from the chaits, does not rise 
synchronously with the leucocytes. In no ease was the peak reached 
before the seventh hour after operation. 

CONCLUSIONS 

1. There is a leucoeytosis following operation which reaches its height 
by the fourth hour after operation,, and returns to normal by the fiftli 
day. 

2. We are led to believe that the height of the peak varies directly with 
the duration of operation, and extent of associated trauma produced, 
other factors being negligible. 

3. The leucoeytosis seems to be mainly a polynucleosis, the average of 
which compares grossly with the average total leucocyte count. 

4. The temperature does not rise synchronously with the leucocytes but 
reaches its height several hours later. The average curve then remains 
grossly parallel with the leucocyte curve, but inasmuch as the tempera- 
ture and leucocyte curves are not parallel in indimdual cases, one cannot 
assume that a certain temperature is constantly associated with a certain 
leucoeytosis. 

5. A further study of a larger series is necessary to correlate the vari- 
ous factors involved in this leucocjdosis. 


THE INCIDENCE AND END-RESULTS OP CARCINOiMA OP THE 
OVARY AT THE WOINIAN’S HOSPITAL 

By Charles S. Byron, A.B., M.D., and Harry S. Berkoff, A.B., :M.D. 

I N the period between Jan. 1, 1908, and January 8, 1923, 87 cases 
of carcinoma of the ovary were recorded at the Woman's Hospital. 
This study will be limited to 82 of those cases, the remaining 5 
lacking either operative or pathologic confirmation of such a con- 
dition. During that same period 29,844 eases were admitted to the 
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Gynecological Service of the hospital, giving an incidence of 0.27 
per cent for carcinoma of the ovary (Table I). There were also 
recorded 535 carcinoma of the cervix and 296 carcinoma of the body 
of the uterus, incidences of 1.8 per cent and 0.99 per cent respectively, 
placing carcinoma of the ovary as the least common of the more 
frequent genital neoplasms. Of the 2517 ovarian cystomata treated 
during that time, the 82 carcinomata form rather a small proportion 
— 3.15 per cent, while the 53 cystic carcinomata in the series form a 
proportion of 2.1 per cent. The apparent increase in the number 
of cases of carcinoma of the ovary in recent j’^eacs is only in keeping 
with the greater registration of the hospital and does not indicate a 
greater frequency of occui-rence. 


Table I 

General Incidence of Carcinoma of the Ovary 
Between Jan. 1, 1907, and Jan. 1, 1923 



NO. OP CASES 

PER CENT 

Total number of admissions 

29844 


Carcinoma of ovaiy 

82 

0.27 

Carcinoma of cervix 

535 

1.8 

Carcinoma of body of uterus 

29G 

0.99 


Relation of Carcinoma of the Ovary to .Ovarian Cystomata 


Number of ovarian evstomata 

2517 1 


Carcinoma of the ovary 

82 

3.15 

Cy.'stic carcinoma of the ovary 

53 1 

2.1 


Table IL 


Age Incidence of Carcinoma of the Ovary 
Total Number of Cases 81 


AGE 

CASES 

PER CENT 


1 

1.23 

20-29 

1 7 

8.G1 

30-39 

17 

20.96 

40-49 

20 

24.6 

50-59 

28 

34.57 

G0-G9 

8 

9.84 


Youngest 19 years; Oldest GS; Average 45.9. 


Table HI 


iNCTpr.NCE of Family ITistory of IvIalignancy 
Total Number of Cases 54 


_ ___ .J 

CASES 

PER CENT 


Positive 

9 

IG.GO 


Negative 

44 

81.5 


I’os:-iblo 

1 

1.85 


A perusal of Table 11 will reveal a distribution of occurrence of 
e.-irdnoma of the ovary over .six decade.s, 59 per cent of the total 
easi's falling in the fifth and sixth decades. The greatest incidence 
lies in the fiftoon year period between the ages of forty-five and 
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sixty — 53 per cent. A large proportion, approximately 31 per cent, 
however, occurred below the age of forty, outside the so-called cancer 
age. 

Out of 51 patients in whose records a definite family histoiy was 
present, nine were positive for malignancy, a proportion of 16.6 
per cent. The percentage stated above is high enough to be of signif- 
icance, and bears out further the hereditary aspect of carcinoma. 


Table IV 


Social Status of Patients ivitu Carcinoma of Ovary 
Total Number of Cases S2 


Ward patients 
Private patients 


CASES 

41 

41 


PER CENT 
50 
50 


Fifty per cent of the patients in tliis series (Table IV) were pri- 
vate patients, which perhaps indicates a greater occurrence among 
the better classes. Not too much import, however, should be at- 
tached to this condition. 


Table V 

A. LIarital Status of Patients -vvitu Carcinoma of Ovary 
Total Number of Cases 81 



cases 

PER CENT 

Single 

19 

23.4 

Married 

53 

65.4 

Widowed 

9 

11.1 


B. Obstetrical History in IVUrried Women with Carcinoma of the Ovary 

Total Number of Cases 44 



CASES 

PER CENT 

Witli full-term children 

29 

66 

Never pregnant 

10 

22.7 

Miscarriages only 

5 

11.3 

C. Incidence of Women Who 

WERE Never Pregnant 

Total Number of Cases 54 

• 


1 cases I 

PER CENT 

Married 


18.5 

Single 


18,5 

Total 

i 20 ] 

37 


Twenty-three per cent of the patients in this series (Table V) 
were single, a significant proportion. One of the married women, 
aged, twenty-seven, had been married only one month when she 
came under observation. She had, however, had symptoms and signs 
of a pelvic condition several months previous to marriage and might 
perliaps be included in the single group. Of the 44 married women 
in Part B of this table, 10, or 22.7 per cent had never been pregnant 
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and 5, or 11.3 per cent liad been pregnant but bad never given birtb 
to a full-term child. In Part C of - Table V, 20 women (single and 
married) in a series of 54 cases, a proportion of 37 per cent, had 
never been pregnant. These statistics may be taken to suggest some 
ovarian dysfunction, some anatomic anomaly which later became car- 
cinomatous, and which prevented proper functioning. This may be 
true especially in the light of the fact that in only one case was there 
found, on examination, aside from the ovarian condition, a cause for 
sterility. That one was a case of anteflexion. On the other hand, the 
above statistics may indicate a greater susceptibility to carcinoma of 
the ovary, in women who have never been pregnant. 


Table VI 

Incidence of LIenopause in Women with Carcinoma of the Ovary 
Total Number of Cases 54 



cases 

PER CENT 

Menopause present 

2G 

48.2 

Menopause absent 

28 

51.8 


Most Common Period For Occurrence of Menopause from 45 to 51 years — 
Go., 3 per cent. 

Earliest — 40 years; latest — 56 years; average — 48.8 years. 

Menopause not yet Reached — Youngest age — 19 years; oldest age — 55 years; 
average age 30.3 years. 

Forty-eight per cent of the patients in a series of 54 were past 
the menopause (Table VI). The average age at which the climac- 
teric occurred Avas 48.8 years, the youngest at forty, and the oldest 
at fifty-six. There is not much significance in these figures, the 
menopause being cA'idently neither delayed nor occurring prematurely. 
The period of greatest incidence Avas that betAveen forty-five and 
fifty-one years, quite Avithin normal limits. Any relation that the 
menopause may bear to carcinoma of the ovaiy, is only the relation 
which the period, in AA'hich it commonly falls, bears to carcinoma in 
general. 

Ten patients, as .shoAvn in Table VTI had liad preAdous operations. 

Table VII 

Incidence of Previous Operation in Women avuth Carcinoma of the Ovary 


iT.nvious operation 
Operation for intestinal ulcer. 

Dilatation and curettage. 

Dilat.ation and curettage and trachelorrhaphy. 

Dilatation and curettage and insertion of Btcm pessary. 
Removal of ov.arian tcratonin. 

Removal of tibroid of uterus and appendectomy. 
Operation for laceration of pelvic floor. 

Repair of cervix and perineum. 

OpcHition for hernia (2 ca^es). 

T raf'l.elorrlu'.ji1'.y. 
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Table Vm 

Duration of Symptoiis 


TOTAL NUMBER OP CASES 5G 

Shortest 

1 month 

Longest 

48 months 

Average 

10 months 


The average duration of symptoms in 56 cases, as noted in Table 
VIII, was ten months. The longest forty-eight months, and the 
shortest one month. One of these patients had had an abdominal 
mass for ten years, but her active symptoms had been present for 
only three months. At operation a cj^stic carcinomatous mass was 
found in one ovary, while the other ovary had a benign cystoma at- 
tached to it. This latter was probably the tumor previously present. 
A duration of ten j’ears has therefore not been ascribed to this ease. 

By far the most frequent group of carcinoma reported was the 
papillary serocystic type, carcinoma ovarii serosum. This type was 
present in 52 per cent of the cases. Four of these exhibited calcific 
deposits. Next in frequency was the glandular and solid carcinoma, 
the adenocarcinoma of some, and almost as frequently the pseudo- 
mucinous cystic type was found. But five cases of the primary medul- 
lary carcinoma were reported. In every type the bilateral form 
occurred much more frequently than the unilateral form; in the pri- 
mary medullary type not one unilateral growth appeared. 

Only fom- specimens were definitely repoi’ted as being secondaiy, 
a percentage of 5.3, In none of the other cases was there any 
definite evidence found of a primary focus, either at operation or 
after gross and histologic examination of the growth. Of the four, 
two had metastasized from adenocarcinoma of the body of the uterus. 
The remaining two were of the Krukenberg type, in one of which a 
definite infiltration of the cardiac end of the stomach was found. The 
other was the case previously mentioned, in which an operation for 
ulcer of the intestine was performed, 

Metastases at operation (Table XII) were found in 50 per cent of the 
cases in the series of 78. The most frequent distribution was to 
peritoneum, next the omentum, the uterus, broad ligaments and tubes. 
Less commonly, the other abdominal viscera were involved. The liver 
was involved in 5 cases and the lymph nodes in onlj’- 3. A general 
carcinomatosis and skin involvement was present in but 1 case. The 
entire abdomen was infiltrated in 2 cases out of the 39. 

The average duration of symptoms in 21 cases which showed 
metastases at operation in a series of 35 was 11.2 months, while for 
the remaining 14 cases without metastases, the average- was only 4.9 


•Tlii-: iintl othfr (aWc.= omitted Ik re for lack of spice. 
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montlis, indicating that the longer the duration of s 3 ’-inptonis the 
more probable is the presence of metastases and that most cases of 
carcinoma of the ovary of 11 months’ or more duration would 
probably have metastases somewhere. 

According to age incidence, metastases were most frequent in the 
seventh decade and least frequent in the fifth. The greatest number 
of cases with metastases occurred in the sixth decade, 17, or 60 per 
cent. The smallest percentage of metastases occurred in the fifth decade. 

The pathology which most frequently gave metastases was the 
pseudomucinous type, 61.5 per cent of which were found to have 
infiltrated other organs. The least frequent to metastasize was the 
serous type. 

As stated at the beginning of this article, a poor folloAV-up system 
in the earlier daj^’s has greatly reduced the number of cases available 
for studj’’. I was able to completely trace but 53 patients in any 
series. Of these, 16 had died from the effects of operation, from 
causes listed in Table XIII, A. Since this number represents the num- 
ber of deaths in 79 operations, an operative mortality of 20.3 per cent 
is derived, a high mortality for any operation. This is a fair indica- 
tion of the generally weakened state of patients with carcinoma of 
the ovary. Of the remaining 37 cases, 25 are dead while 12 are stiU 
alive. Among the living, the average length of life is 46.2 months, the 
longest having lived nine j'^ears, the shortest six months. Among the 
dead, the average length of life was 14.9 months, the longest tlu'ee 
j’^ears, the shortest one month. 

END-RESULTS 

Most of the deaths occuiTed in the first year after operation. Of 
the 25 patients wlio died, 16 or 64 per cent died in the first .year. In 
all, of the 53 patients operated upon, 32 or 60.3 per cent were dead at 
the end of one j^ear, and 36 or 68 per cent at the end of two j'^ears. 
Only one of these patients reached the third j’^ear. 

The. duration of .sjunptoms appears to have had little effect upon 
the end-results. In both the living and dead the average duration 
was approximatelj’ the same. 

Despite the fact that the radical operations, the supi-avaginal hys- 
terectom.v and the panhysterectomj' with bilateral salpingo-oophorec- 
tonn' have the greatest operative mortality, the proportional number 
of patients living after each is higher than after any of the more con- 
servative procedures. It is .surprising to note also that the operative 
mortality is relatively greater following the .supravaginal hysterec- 
tomy than it is following the panhj'sterectomy. The average duration 
of life in the living cases is longest after the supravaginal h^'Sterec- 
tomy with bilateral salpingo-oophorectom}*. The longest individual 
duration of nine years, however, followed a unilateral salpingo- 
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oopliorectomy. Among tlie patients Avho have died, the longest aver- 
age length of life followed bilateral salpingo-oophorectomy, with the 
average length of life following panhj^sterectomy with bilateral 
salpingo-oophorectomy next in duration. The longest individnal du- 
ration occurred in the one patient who died following supravaginal 
hysterectomy with bilateral salpingo-oophorectomy. The greatest 
mortality followed exploratory laparotomy, 100 per cent of the 10 
patients having died, 5 from the effects of the operation, and 5 within 
an avmrage of 7.5 months, the longest case having lived 26 months. 
These patients, however, were late cases, in which the disease was 
far advanced, inoperable when the abdomen was opened and, there- 
fore, in poor condition at the time of operation. 

Among the primary carcinomata, the greatest average length of life 
in the living patients occurred in those Avith carcinoma ovarii serosum 



Fig. 1. 

bilaterale. The average length of life in 3 cases Avith the unilateral 
type Avas next in order. The longest indiAudual length of life oc- 
curred in a patient Avith carcinoma oAmrii serosum unilaterale. She 
is alive nine years after operation. Among the dead, the greatest 
average length of life occurred in 4 patients in the series of 8 A\dth 
carcinoma ovarii serosum unilaterale. The greatest individual length 
of life occui'red in 2 patients, one Avith carcinoma ovarii serosum 
bilaterale, the other Avith carcinoma ovarii glandulare et solidum. 
The shortest average length of life in the dead occurred in the series 
of 2 patients AAuth carcinoma ovarii glandulare et solidum unilaterale. 
The shortest individual length of life occurred in 2 patients, one AA'ith 
carcinoma ovarii pseudomucinosum unilaterale, and one AA'ith carci- 
noma ovarii glandulare et solidum unilaterale. The greatest operative 
mortality occiu-red in patients Avith carcinoma ovarii glandulare et 
solidum bilaterale, 66 per cent of tlie patients haA'ing died from the 
efTeets of operation. 
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Of tlie two secondary carcinomata listed, the patient with the 
metastatic growth from the uterus is still alive after 55 months, the 
primary tumor having been removed at operation. The patient "with 
the Ej.'ukenberg tumor, metastatic from the stomacli, died within 5 
months. 

It is unfortunate that, aside from the data for the serous group, 
a larger series of cases could not have been obtained so that perhaps 
more accurate statistics might be compiled. 

The living patients without metastasis at operation in a series of 35 
cases have lived, on an average, 18 months longer than those with 
metastasis. Among those who have died, the patients without metas- 
tasis survived those with metastasis by 6 months. Therefore, it would 
seem that metastasis present at operation materially shortens the post- 
operative period of life. ' 

THE INCIDENCE OF CAECINOMA IN THE CERVIX 
POLLOWlNO SUPRAVAGINAL HYSTERECTOMY 

By Samuel S. Hochman, M.D. 

CHARACTER AND EXTENT OF ORIGINAL DATA 

T he object of this study is to determine the incidence of carcinoma 
in the cervical stump after supravaginal hysterectomy for reasons 
other than malignancy, with special reference to the technic employed 
regarding the cervix. The follow-up records of the supravaginal 
hysterectomies performed at the Woman’s Hospital during the five 
years from 1918 to 1922 inclusive, were carefully reviewed for any evi- 
dence of malignancy. The histories of all the cases of carcinoma of 
the cervix admitted dui’ing the same period of time were also exam- 
ined to see whether a supravaginal hysterectomy had been done else- 
where, prior to entrance into the Woman’s Hospital. In so far as 
possible, information Avas obtained from the other hospitals and sui*- 
gcons regarding the cases in question. Most of the surgeons ivho had 
done the operations here, and Avith Avhom it Avas possible to commu- 
nicate, AA'cre personally asked AA’hether any of their cases had subse- 
quently developed malignancy of the cerA'ical stump, subsequent to 
the operation, and Avhat their technic regarding the cerAUx Avas. 

In a series of 1,114 hysterectomies (supraA'aginal), there A\'as an 
occurrence of only 3 cases of malignancy of the cervical stump, or 
0.27 per cent, up to the present time. 

Of the total number of operatioms, 377 had also a reaming out of 
the cerA'ical mucous membrane, of AA’hich 1 or 0.2G per cent developed 
carcinoma of the cerA'ical stump subsequently, this lechnic cA'idently 
nol pn vcntijig future malignancy. 
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The stump and cervical canal wei'c earbolized in 595 of the opera- 
tions, and of these, 2 or 0.33 per cent developed future malignancy, 
proving that this technic also is no safeguard against future malig- 
nancy. However, the surgeons who use it do not hope for absolute 
freedom from malignancy in the future, but freedom from infection 
with cervicitis and endo cervicitis. 

During the same period of time, 1918 to 3 922, all tlie cases of carcin- 
oma of the cervix, excluding readmissions, of course, were re%dewed 
for a history of a previous supravaginal hysterectomy. There were 
263 new admissions, of Avhich 7 had a positive history of a supra- 
vaginal hysterectomy for a nonmalignant condition. I say positive 
because in several instances, which have been excluded from this 
series, although the diagnosis was made clinically and pathologically 
of carcinoma of the cer-vix, further investigation proved that the 
operation had been a panhysterectomy or in two cases supravaginal 
hysterectomy for carcinoma of the uterus. 

Of the above 7 eases of malignancy, 3 were operated in this hospital, 
and are included in the table of supravaginal hysterectomies. The 
remaining 4 were operated on at other hospitals and although every 
effort was made to secure information regarding them from their 
surgeons and places of operation, very little was obtained. 

CONCLUSION.S 

1. In a series of 1,114 supravaginal hysterectomies at Woman's 
Hospital, 3 or 0.27 per cent developed subsequent carcinoma of the 
stump. 

2. In a series of 263 cases of carcinoma of the cervix, 7 or 2.66 per 
cent had had a supravaginal hysterectomy for a nonmalignant con- 
dition, at which time, 4 of the 7 cases were most likely coexistent, 
leaving only 1.14 per cent truly subsequent cases of carcinoma. 

3. In 377 of the operations with coning out of the cervix, 1 or 0.26 
per cent developed carcinoma of the cervical stump. 

4. In 595 of the operations -with carbolization of the stump, 2 or 
0.33 per cent, developed future malignancy. 

5. Coning out of the cervix helps prevent future infection, and in 
a great measure, future carcinoma of the cervical stump. This 
technic takes no more time than carbolization, which does not even 
prevent infection, much less cancer, and .should be adopted as a 
routine in supravaginal hysterectomy. 

6. The occurrence of carcinoma in the stump of the cervix does 
not warrant a panhysterectomy with its much greater mortalit 3 ". In 
the above series, 1,111 cervices would have needlesslj’- been removed 
with the loss of the kej'stone of the arch and complications resulting 
from a disturbance of the pelvic anatomj*. Moreover, even panhys- 
terectomy docs not give assurance of freedom from future malignaucj’. 
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7. Where a definite pathologic cervix which is lacerated or in- 
fected — especially where discharge is present, exists at the time of 
the supravaginal hysterectomy, it should be removed then or as 
soon as possible. 

8. All cases after a supravaginal hj^^sterectomy should have an 
adequate follow-up system ivith definite periodic examinations for 
any changes in the cervix and for any history of bleeding or dis- 
charge. This is extremely important for the early detection of 
carcinoma, with favorable prognosis by early treatment, especially 
radiation. 

9. A very careful examination should be made of the cervix at 
the time of operation (hysterectomy) to decide whether the cervix 
should be removed with the uterus, and if not, in all doubtful cases, 
a sufficient amount should be excised for pathologic examination. 
This is especially important where any degeneration or necrosis exists 
in the uterus. 

10. There is a definite relationship between myoma and carcinoma 
of the uterus. 

A STUDY OF THE EFFECT OF ETHER ANESTHESIA ON THE 
ISO AGGLUTININS OF HUMAN BLOOD 

By Philip Reichert, A.B., M.D., and Morris Beake, A.B., M.D. 

Blood groups are determined in the Woman’s Hospital by mixing 
in a hanging drop the citrate-washed blood cells with high titer 
known sera, and the agglutination reaction is observed by micro- 
scope after a half hour at room temperature. Direct combination of 
the patient’s serum and the donor’s corpuscles is done in addition in 
a similar manner. The procedure has given clinically satisfactory 
results in a great many cases. 

In September, 1922, Levine and SegalP reported three eases of 
prolonged ether anesthesia (two to two and a half hours) in wliich 
tlie patient’s serum collected in the twenty-four lioui’s immediately 
following the operation coagulated the cells of donors who liad been 
matched before the operation and whose cells they did not tlien 
coagulate. This report was disquieting not only from a clinical 
standpoint, but it needed immediate confirmation or rebuttal from 
the laboratoiw, for it seemed to disprove all the univei’sally credited 
notions of the immutability of the agglutinin groups. 

We determined, therefore, to group in the usual way a consecutive 
series of fifty patients in the Woman’s Hospital immediately before 
and immediately following a major operation. Of these we report 
thirty-eight cases since we eventually selected as worthy of note 
only those in which the time of anesthesia was more than an hour. 
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In each case there are noted the operations performed and the com- 
parative blood pressm-es as an index of the effect of tlie procedure 
on the general system. The preoperative blood samples were taken 
in the twenty-four hour period immediately preceding the operation ; 
the postoperative sample was taken in no case more than five hours 
after the procedure — ^in the vast majority of tlie eases not more than 
twenty minutes had elapsed since the operation and tlie patient was 
still in profound narcosis as the sample of blood was taken. 

“While this work was being completed there appeared a report by 
Huck and Peyton of Johns Hopkins® stating that an exhaustive 
series of tests had been made on 25 operative cases before and after 
ether anesthesia, and had in no instance shown the serious changes 
described by Levine and Segall. At the end of our series we find 
ourselves confirming the Johns Hopkins investigators. 

CONCLUSIONS 

1. Prolonged ether anesthesia was not found to cause any change in 
the isoagglutinative phenomena of the human blood. 

2. We find no evidence for believing that when patients are trans- 
fused within the twenty-four hour period following a profound ether 
anesthesia from donors previously matched and found suitable, any 
severe reaction that may chance to occur can be traced to changes in 
the isoagglutinative phenomena of the recipient’s blood. 


POSTTEANSPUSION EEACTIONS: A EEVIBW OF 190 TEANS- 
FUSIONS PEEPOEMED AT THE WOIMAN’S HOSPITAL, 

NEW TOEK CITY 

By M. C. Souter, A.B., M.D., and Garrett D. Duryea, A.B., M.D. 

We have reviewed 190 transfusions iierformed on 167 patients from 
July 1, 1922, to April 1, 1924. This is the total number of trans- 
fusions done at the Woman’s Hospital during that period, with the 
exception of 12 transfusions given to obstetrical patients, which were 
not considered in this series. Of the 167 cases 161 were operated upon. 

BLOOD GROUPING 

The ]\Ioss classification is used as the standard and the grouping of 
all patients is done by laboratory technicians who use the Moss hang- 
ing drop method. The test is easily performed; the apparatus is 
quickly set up; and the presence or absence of agglutination is ob- 
served under the microscope. Half an hour is allowed to elapse after 
the preparation of the drop before concluding that there is no ag- 
glutination. Furthermore, in all the cases except three, the donor’s 
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and recipient’s blood were matched directly. A hanging drop prepa- 
ration is made with the recipient’s serum and the donor’s cells in a 
1:20 dilution with 3 per cent sodium citrate solution. This is exam- 
ined after half an hour for evidences of agglutination. In the three 
emergency cases which were not directly matched severe reactions 
followed. It was found that the reactions had been due to mis- 
grouping. This shows that unless a reliable laboratory is at hand 
to carry out accurate grouping the direct testing of donor’s and 
recipient’s blood is the only way to be sure of their compatibility. 

TRANSFUSION TECHNIC 

The method of transfusion used in all cases is the syringe cannula 
method of Unger for the transfusing of whole unmodified blood. 


The frequency in appearance of the various manifestations of re- 
action was represented as in Table I. 


Table I 


MANIFESTATIONS OF REACTION 

NUMBER OF 
! TRANSFUSIONS 

PERCENTAGE OF 

transfusions 

Chill 

40 

81.6 

Temperature rise of at least 2.5 degrees 

; 27 

5.5.1 

Edema 

3 

6.1 

Nausea or vomiting 

i 5 

10.2 

Urticaria 

5 

10,2 

Headache 

4 

8.1 

Respiratorj' distress 

2 

4.0 

Pain in joints 

2 

4.0 

Diarrhea 

1 

2.0 

Unconsciou.sness 

1 

2.0 


The time elapsing before the appearance of symptoms varies widely 
as shown in Table II which represents 43 cases in which the time was 
recorded. 


Table II 


TIME 

NUMBER OF 
TRANSFUSIONS 

PERCENTAGE OF 
TRANSFUSIONS 

Immediately 

8 

18.6 

Lc.ss than 4 hours 

23 

53,4 

4 to 12 hours 

2 

4.6 

12 to 24 hours 

2 

4.6 

24 to .50 hour.s 

8 

18.6 


Table II indicates tliat the majority of reactions occurred in less 
than 4 liours from the time of transfusion. 

Chills were jmesent in 40 cases. There was a great variation in 
degree of sevcrit 3 ', from a chillj’^ sensation lasting a very few min- 
utes to a severe chill lasting one hour. Tables III and IV indicate 
the ( 3 'pc and the duration of chills. 
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Table HI 


TYPE. OF CHILL 

NUMBER OF 
TRANSFUSIONS 

PERCENTAGE OF 
TPANSFUSIONS 

Chilly sensation 

3 

7.5 

Moderate 

32 

SO.O 

Severe 

0 

12.5 


Table IV 


DURATION OF CHILL 

NUMBER OF 
TRANSFUSIONS 

PERCENTAGE OF 
TRANSFUSIONS 

1 to 5 minutes 

8 

21.6 

5 to 15 minutes 

12 

32.4 

15 to 30 minutes 

7 

18.9 

30 to 60 minutes 

10 

27.0 

Not recorded 

3 



It is evident that the greater number of chills were moderate and 
lasted from 5 to 15 minutes. 

In 27 of the cases there was a rise of temperature of at least 2.5 
degrees, the average rise being 3.7 degrees. The duration of the tem- 
perature varied widely, the greatest number lasting for less than 
four hours as shoAvn in Table V, 


Table V 


DURATION OF TEMPERATURE 

NUMBER OF 
TRANSFUSIONS 

PERCENTAGE OF 
TRANSFUSIONS 

Less than 4 hours 

9 

33.3 

4 hours to 8 hours 

7 

25.9 

8 hours to 12 hours 

2 

7.4 

12 hours to 24 hours 

0 

22.2 

24 hours to 36 hours 

1 

3.7 

36 hours to 72 hours 

2 

7.4 


As has been stated, of the 190 cases transfused 49 cases or 25.7 
per cent had reactions. Therefore, these figures are used as the 
basis for determining the factors which may cause reactions. The 
factors to be considered are: 

I. Blood Belationship.— The relative frequency of reactions in cases 
where donor and recipient were or were not blood relatives is shown 
in Table VI. 


Table VI 


BLOOD 

RELATIONSHIP 

NUMBER OF 
TRANSFUSIONS 

NUMBER OF 
rrACTIONS 

PERCENTAGE OF 
REACTIONS 

Yes 

No 

Not TCPordod 

68 

102 

20 

15 1 

32 

2 1 

22.0 

' 31.3 


II. Blood Groiqys . — ^Table VII shows a comparison between the per- 
centage of reactions when a universal or group IV donor was used 
and when the recipient and donor were in the same group. 
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Table VII 


GROUPING 

NUMBER OP 

TRANSFUSIONS 

NUMBER OF 

REACTIONS 

PERCENTAGE OP 

• REACTIONS 

Not recorded 

8 

, , 


Donor and recipient 
of same group 

147 

41 

27.8 

Universal donor 

35 

5 

14.3 

(Donor Recipient) 
(IV I ) 

1 

0 

0.0 

(IV II ) 

22 

4 

18.1 

(IV in ) 

12 

1 

8.3 


It is evident that using a universal donor does not increase the 
number of reactions. 

The relative number of reactions in the different blood groups of 
190 cases transfused are shown in Table VIII. 

Table VIII 


BLOOD GROUP 

NUMBER OP 

TRANSFUSIONS 

NXEMBER OP 

REACTIONS 

PERCENTAGE OF 
REACTIONS 

1 

3 

1 

33.3 

II 

52 

15 

28.8 

III 

22 

4 

18.1 

IV 

105 

29 

27.6 

Not recorded 

8 


. . ., 


There is practically no difference in the -percentage of reactions in 
each group. If a factor of incompatibility does influence reactions it 
is one which is not detected by ordinary laboratory methods of group- 
ing individuals. 

III. Operator . — Does the causative factor of reactions lie in the skill 
and ability of the one who performs the transfusion? Table IX 
shows that there is a ^vide variation in the percentage of reactions in 
transfusions performed by different operatoi’s. 


Table IX 


OPERATOR 

1 NUMBER OF 

I TRANSFUSIONS 

NUMBER OF 

REACTIONS 

PERCENTAGE OF 

REACTIONS 

A 

28 

4 

14.2 

B 

28 

7 

25.0 

G 

17 

1 

5.8 

D 

14 

4 

28.0 

E 

33 

4 

30.0 

F 

1 

1 

100.0 

G 

7 

o 

28.5 

II 

9 

5 

55.5 

I 

21 

5 

23.8 

J 

24 

4 

lO.C 

K 

5 

3 

GO.O 

L 

11 

1 

9.0 

M 

12 

8 

66.0 


If one accepts the theory of Drinker and Brittinghara, that reac- 
tions are due to the formation of abnormal proteins ns flic result of 
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destruction of tlie blood platelets during the operation, the skill and 
deftness of the operator surely would be a factor of considerable im- 
portance. It is shown in Table IX that some operators do liave a 
higher percentage of reactions. It would be difficult to estimate tlie 
importance of this factor as a cause. 

IV. Time . — The transfusions were eitlier preoperative, performed 
during the operation, or postoperative. 

Table X shows that the highest percentage of reactions occur in 
cases which were transfused before operations. This is probably due 
to the fact that the patient is at that time better able to respond to 
the introduction of a foreign substance. 


Table X 


TIME 

NUMBER OF 
TRANSFUSIONS 

NUMBER OF 

REACTIONS 

PERCENTAGE OF 

REACTIONS 

Preoperative 

91 

34 

37.3 

During operation 

13 

0 

0.0 

Postoperative 

53 

15 

28.3 

Not recorded 

33 




V. Amount of Blood Given . — The relative frequency of reactions 
following the transfusion of varying amounts of blood is shown in 
Table XI. 


Table XI 


AMOUNT 

NUMBER OF 
TRANSFUSIONS 

NUMBER or 
REACTIONS 

PERCENTAGE OP 
REACTIONS 

Less than 300 

10 j 

3 

30.0 

300 to 500 

30 

7 

23.3 

500 to 700 

135 

35 

25.9 

700 to 900 

S 

1 

12.5 

Not recorded | 

7 




Prom Table XI it would appear that up to a certain point the 
larger the amount of blood transfused at one time the greater the 
number of reactions. It is a question whetlier small amounts of blood 
(less than 500 c.c.) given frequently would be followed by fewer 
reactions than are large amounts given at one time. The compara- 
tive ease of the technic makes the former possible now whereas it was 
not possible a few years ago. This problem falls into the scope of the 
di.s’cussion of the next factor. 


Table XII 


TRANSFUSIONS 

NUMBER OF 1 

TraNSFUSIONS j 

NUMBER OF 1 

REACTIONS 

PERCENTAGE OF 
REACnON.S 

First 

147 

42 j 

2S.5 

Second 

17 

G 1 

35.2 

Third 

n 

o 

2 j 

GG.G 

Not recorded 

23 
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VI. Repeated Transfusions . — Table XII shows the increase in the 
number of reactions in subsequent transfusions. It may be noted here 
that no patient had more than one reaction. 


"What effects do posttransfusion reactions have upon the general 
condition of the patient as indicated by her pulse and blood pressure, 
and upon the benefits which the patient should derive from the 
transfusion? Change in pulse rate is the first thing to be considered. 
Tables XIII and XIV are a comparison between the rise and fall of 
the pulse rate in the patients who had had no reactions and those 
who had had reactions. The time period for the rise or fall was 
forty-eight hours. 


Table XIII 


Patients with no Reactions 


PULSE 

NUMBER OF 
TRANSFUSIONS 

PERCENTAGE OP 
TRANSFUSIONS 

AVERAGE VARIATION 
IN POINTS 

Rise 

33 

32.0 

12.1 

PaU 

57 

55.3 

13.9 

No change 

13 

12.6 

• » * • 

Not recorded 

87 

• • • * 

• • . • 



Table XIV 

Patients with Reactions 


PULSE 

NUMBER OP 
TRANSFUSIONS 

PERCENTAGE OP 
TRANSFUSIONS 

AVERAGE VARIATION 
IN POINTS 

Rise 

24 

55.8 

13.5 

Fall 

15 

34.8 

12.8 

No change 

4 

9.3 

• ••• 

Not recorded 

G 

• • • • 

1 • • • • 


From Tables XIII and XIV it is evident that after transfusion the 
pulse rate had a tendency to fall except in cases where reactions 
caused a rise. The average actual rise or fall in pulse rate was prac- 
tically the same both in cases with and without reactions. 

There was a somewhat constant variation in blood pressure in those 
cases which had reactions and those which did not. In the greater 
percentage of cases with reactions the blood pressure was raised. In 
the majority of eases without reactions the blood pressure fell. This 
is shown in Tables XV and XVI. When the systolic pressure was 
raised and the diastolic fell or vice versa, that case was classified as 
irregular. In other cases both the systolic and diastolic pressure 
either fell or rose together. 

As indicated in Tables XV and XVI reactions have a tendency to 
raise tlie blood pressure. In patients who have a very high blood 
pressure before transfusion this fact gains importance and may cause 
serious results. 
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Table XV 

Patients tvith no Reactions 


BLOOD PRESSURE 

NUMBER OP 

TRANSFUSIONS 

PERCENTAGE OP 

TRANSFUSIONS 

Rise ‘ 

28 

32.2 

Fall 

33 

37.9 

Irregular 

22 

25.2 

Not changed 

4 

4.5 

Not recorded 

54 

• ... 


Table XVI 


Patients with Reactions 


BLOOD’ PRESSURE 

NUMBER OP 

transfusions 

PERCENTAGE OP 

transfusions 

Rise 

13 

30.9 

Fall 

12 

26.1 

Irregular 

14 

33.3 

Not changed 

3 

7.1 

Not recorded 

7 

— 




REACTIONS 
Key to Graphs 
Abscissa = hours 

Oirdlnate = points of rise or fall 
* = time of transfusion 


NO RE/iCTIONS 


Systolic pressure = 
Diastolic pressure = 

Pulse rate = 


Graplis 1 and 2. 


In order to illustrate tlie average I'ise and fall in points of tlie pulse 
and the systolic and diastolic pressure Graphs 1 and 2 have been made. 
The first represents such curves for those patients with reactions 
the second for those ivithout reactions. 

It is interesting to note the results of investigation in order to 
discover what infiuence reactions have on the desired benefits of 
transfusion— that is, upon the hemoglobin determination and red 
blood cell count. The data available cover observations of these two 
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points only during a period of forty-eight hours. The ultimate bene- 
fits to the patient after this short period were not recorded. 

Table XVII shows the percentage of cases with and without reac- 
tions which had either an increase or a decrease in hemoglobin. It 
also shoAVS the average percentage of increase or decrease. 


Table XVII 


UEMOGLOBIN 

NO. OF 
TRANS- 
FUSIONS 

PERCENTAGE 
OF TRANS- 
FUSIONS 

i_ _ _ 

\’0. OP CASES 
AVITH RE- 
ACTIONS 

1 

PERCENTAGE 
OF CASES 
AVITH 

REACTIONS 

NO. OP 

CASES 

WITHOUT 

REAC- 

TIONS 

PERCENTAGE 
OP CASES 
AVITHOUT 

REACTIONS 

Rise 

138 


42 

91.3 

96 

85.7 

Fall 

20 


4 

8.6 

16 

14.2 

Mot recorded 

32 


3 

.... 

29 • 

. ... 


In the total number of transfusions there Avas an average rise of 
29.8 per cent in the hemoglobin and an average fall of 16 per cent. 
In the cases Avith reactions the average rise of hemoglobin Avas 35.6 
per cent, the aA^erage fall 13.7 per cent, AA^hile in those cases Avitliout 
reactions the average rise and fall Avere 27.2 per cent and 16.6 per 
cent respectively. 


Table XVIII 


RED BLOOD 
CELL 

NO. OF 
TRANS- 
FUSIONS 

1 

PERCENTAGE 
OF TRANS- 
FUSIONS 

NO. OF 

CASES 

AVITH 

REAC- 

TIONS 

PERCENTAGE 
OF CASES 
AVITH 

REACTIONS 

NO. OF 
CASES 
AVITHOUT 
REAC- 
TIONS 

PERCENTAGE 
OP CASES 
AVITHOUT 

reactions 

Rise 

134 

84.2 

42 

93.3 

92 


Fall 

25 

15.7 

3 

6.6 

22 

19.2 

Mot recorded 

31 

— 

4 

— 

27 



Table XVIII sIioavs a comparison in the rise and fall of the red 
blood cell count in cases Avith and AAdthout reactions. In the total 
number of transfusions there aaus an aA’^erage rise of 26.1 per cent in 
the red blood cell count and an aAmrage fall of 12.8 per cent. In the 
cases AAutli reactions the aAmrage rise in the red blood cell count Avas 
30.5 per cent, the aA'erage fall 13.5 per cent, AAdiile in those cases Avith- 
out reactions the average rise and fall Avere 24.1 per cent and 12.7 
per cent re.spectively. 

Tables X^^II and XVIII sIioaa' unexpected and interesting results. 
The fall in hemoglobin and red blood cells is chief!}' found in cases * 
which Avere Iransfused cither during operation or folIoAA'ing operation. 

It is evident from tlie tables that there is a higher percentage of cases 
Avith an increase in both hemoglobin and red blood cells among those 
patients Avho had reactions than among those patients aa-Iio did not 
liave reactions. Also the aA'ora'rc percentage increase in both hemo- 

























nERZSTEIX AXD DAVIS: IXCOJtPLETE ABORTIOX 


577 


globin and red blood cells is greater in patients vith reactions. In 
reviewing the literature on this .subject no report has been found 
showing the actual effect of reactions on the red blood cell count and 
hemoglobin determinations. Therefore, it cannot be stated whether 
these findings are unusual or not. One might naturallj' expect to find 
that reactions delayed the rise in hemoglobin and red blood cells and 
lessened the benefits of transfusion. Prom this investigation it woidd 
seem that reactions had the opposite effect. The process which 
brought about these results may be similar to that occurring when 
foreign protein injections are given. The injection of proteins, such 
as milk in cases of chronic infection, stirs up the natural body defenses 
and increases the individual’s resistance. In the same way the blood 
forming organs may receive stimulation from posttransfusion reac- 
tions as well as from the transfused blood itself. 


THE TR.EATI\IENT OF INCOMPLETE ABORTION 

Ax Analysis of the ]\Ianagement of 311 Cases of Incomplete 
Abortion Treated at the Woman’s Hospital, New York City 
FROM September, 1919 to January, 1924 

By Joseph Herzsteix, !M.S., M.D., .^xd Irene D.wis, A.B., M.D. 


T he series of cases studied is composed of over 300 unselected cases 
treated at the Woman’s Hospital during the period of September, 
1919, to January, 1924. The e.ssential purpose of the study was to deter- 
mine the results of different methods of managing cases of incomplete 
abortion. The recent literature on tlie treatment of abortion contains 
numerous discussions of the “active” vcr.sus the “conservative” han- 
dling of such cases. The general trend of opinion is definitely in favor 
of conservative treatment, for septic cases especially. 


Among 200 cases of septic abortion, all liad a temperature of 100° 
or more on admission. Of these, 100 had artificial emptying of the 
uterus, during the febrile period and as soon as convenient. In a 
parallel group of 100 cases, no local treatment was applied. His results 
definitely favored the conservative method of treatment as indicated by 
Table I. 

The present study was limited to cases of incomplete abortion, as based 
on the final diagnosis appearing on the hospital records. Cases with 
questionable retained secundines were ruled out, as well as those of inev- 
itable or complete abortion. 

During the period extending from September, 1919, to January, 3924, 
there were 311 such cases. These were admitted to the ward sendees of 
various attending .surgeons and many wore private cases. The choice of 
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method of treatment rested with the surgeon, there being no set procedure 
fcfr the handling of these cases winch all had to follow. 


Method of Management of 311 Oases op Incomplete Abortion Admitted from 

September, 1919, to January, 1924 


METHOD 

NUMBER 

OF CASES 

• PER CENT 

OF TOTAL 

Dilatation and curettage 

212 

68.2 

Curettage without dilatation 

8 

2.5 

Dilatation and curettage and other simultaneous 
operation* 

33 

10.6 

Other operations 

3 


No operative treatment 

49 

I 15.4 

Befused operation 

4 

1.3 

Septic cases, untreated 

2 


■Operatively treated 

256 

82.3 

Nonoperatively treated 

55 

17.7 

Total Cases 

311 



♦Amonff these were insertion of radium pack, retroversion corrections, laparotomies, 
amputations of cervix, repair of pelvic floor and other gynecologic operations. 


SUMMARY AND CONCLUSIONS 

A statistical analysis of 311 case records of incomplete abortion 
treated at the Woman’s Hospital during the course of approximately 
five years has been presented. 

Both active and conservative methods of treatment have been em- 
ployed. 

The proportion of patients treated operatively Avas 81.3 per cent. 
The rest Avere not operated. 

The abortions occurred in 87.1 per cent of tlie patients before the 
fourth month of gestation. 

The time elapsing betAAmen the event of abortion and hospital ad- 
mission varied from a feAV hours to several months ; 30.6 per cent of 
the operated patients aborted one Aveek or less before admission, AAdiile 
69.4 per cent aborted one AAmek or more before they sought relief. 
One-third of the patients had symptoms for a month or more before 
seeking hospital attention. The patients treated conseiwaiively came 
to the hospital somcAAdiat earlier. 

Of the patients treated operatiA’ely, 87.5 per cent had a temperature 
on admission of less than 100°. Of the conservatively handled pa- 
tients, 75 per cent had no temperature on admi.ssion. 

The average dural ion of temperature before curettage aahs 0.26 
day.s. The average duration of postopcratiA’c temperature Avas 0.9 
days. The aA'eragc day.s of temperature of the nonoperated eases aahs 
l.S days. 

Of fhc curetted cases, 46.1 per cent ran no temperature at nil; 45.2 
per cent liad a temperature on one or Iaa'o days. Among the conserva- 
tive cases, 5S.3 per cent at no time liad a temperature OAmr 100°. 
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The average hospital stay for the simple curetted cases was 11.6 
days, and for the conservative cases 11.8 days. 

Among the cases with a simple dilatation and curettage, those that 
were operated soonest after admission had the shortest course of post- 
operative temperature and hospital stay. In afebrile cases, therefore, 
especially in those who have had symptoms for some time, a deferred 
curettage has no special merit over an early one, other than that it 
gives more time to study the nature of the case. 


PYELITIS AS A POSTOPERATIVE COMPLICATION 

By WiLLmr M. IRLvloney, A.B., ]\I.D., and 
Frederick H. Cracco, A.B., M.D, 

T his paper is based on a study of those cases in which pyelitis 
developed as a postoperative complication following gynecologic 
operations in the Woman’s Ho.spitaI, New York, during the period of 
five years ending December 31, 1923. The data given were obtained 
from a study of the histories of these patients and not from bedside 
observations. 

t'' < C i''. 

In going through the histories all cases showing evidence of chronic 
pyelitis were excluded and only those cases in which pyelitis devel- 
oped as a postoperative complication following gynecologic operations 
were accepted. In the five year period ending December 31, 1923, 
there were found twenty-four sueh cases and Table I shows hoAV these 
cases were distributed over the five years and the percentage of the 
total gynecologic operations performed in this period. 


Table I 


1 

YEAR 1 

1 

orni:.\Tio.N's 

COMri.ICATIO.V OK 

I’YEl-lTIS j 

PEE CENT 

1919 ' 

1483 

O i 

0.13 

1920 

1339 

4 i 

0.29 

1921 

1598 

4 

0.25 

1922 

1577 

8 

0.51 

1923 

1312 

C 

0.4G 

Total 

7300 

24 

0.33 


This study was undertaken for the purpose of determining, if pos- 
sible, why this complication of pyelitis occin-red, and in going through 
the histories of these twenty-four eases I have endeavored to consider 
all factors which might have any bearing on the problem. 

The important points .shown in Table 11" are (a) that twenty-one of 
the twenty-four patients were married and of these nineteen had had 
one or more pregnancies, (b) Instrumental deliveries and previous 


•OmiitcO for lack of .*=paco. 
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operations, especially those on the pelvic organs, and in this connec- 
tion we must consider the possibility of a residual low grade infection 
being left behind which was stirred up by the recent operation just 
previous to the onset of their attack of pyelitis. 

Table III’" gives the type of operation which these patients .had 
just previous to their attack of pyelitis, also the surgical pathology 
foiind and the condition of the wound. The type of operation is sim- 
ilar in each ease but some of those operative procedures were more 
extensive than others, and the surgical pathology is given as far as 
it was available in the histories. Infected wounds are a likely source 
of infection in pyelitis, as the infecting organisms can be carried by 
way of the blood stream to the kidneys; however, in this series in- 
fected wounds were not very numerous and the few that did occur 
soon cleared up. 

Since pyelitis followed all of these operative procedures the ques- 
tion naturally arises as to just what part, if any, these operations 
played in the etiology of this complieation. The trauma and shock 
of the operation would certainly lower the resistance of the patient 
against infection to a very considerable extent and foci of infection 
(if present), which would be held in control under normal conditions, 
would now liave an opportunity of starting lesions in other regions of 
the bod 3 '’ and especially in the kidney. Also in cases of salpingitis a 
low grade of infection usually persists in this region after the acute 
process subsides. Operations for the relief of this condition are 
likel.v to stir up this infection, which gets to the kidney by way of the 
blood stream, and may cause pyelitis. The same would apply after 
operations for appendicitis. It is also to be noted that the pelvic floor 
was repaired in twelve or half of these cases. The field of this opera- 
tion is far from being sterile and it is possible that infection may have 
been introduced in at least some of these operations, which later 
reached the kidney and caused the pyelitis, but I cannot supply any 
definite proof tliat this actually occurred. Just how much importance 
we are justified in assigning to this po.ssibilil.v must, for the present at 
least, remain a matter of speculation. 

Prom a stuchv of Table it will be seen tJiaf in two cases the 
attack occurred the same clay as the operation. In the rest of the 
case.s the earliest onset was three daj’s after and the latest was twenty- 
one days after the operation. The average period elapsing between 
operation and onset was 7.3 daj's. Eighteen of these patients gave a 
history' of constipation before operation and the colon bacillus was 
I>resent in twentj'-one out of the twent.v-four cases. This prevalence 
of the colon bacillus can be accounted for b.v the fact that the cecum 
and ascending colon have lymphatic connections with the right kid- 
ney which are not found on the left side and, also, this organism can 

for InrV- I'f 
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reach either kidney by way of the blood stream. From these facts 
it is pretty clear that in constipation we have one of the chief causes 
of pyelitis. 

In the five year period ending December 31, 1923, tliere were 7300 
gynecologic operations and of these onl}" 24 cases developed pyelitis 
following operation, yet everj” case had about the same amount of 
catharsis. It would therefore appear that this theory regarding 
catharsis does not hold, and until -some definite proof is at liand I 
don’t think we can consider catharsis as an active cause of pj^elitis. 

Cystitis was recorded in only two cases and was most likely the 
result of the existing pyelitis rather than its cause. 

Catheterization is sometimes considered as a possible cause of pyel- 
itis. Table IV* shows that these patients were usually catheterized 
once before operation and as often as necessary after operation un- 
til they voided spontaneously. Since it was done under sterile pre- 
cautions I think we can safely eliminate it as a cause of pyelitis, and 
since it prevented retention during a period when the urine contained 
bacteria it seems reasonable to consider it as a prophylactic measure 
against pjmlitis rather than a possible cause. 

Prom a study of Table V it will be noted that with one exception 
each case had just one attack of pyelitis. The duration of these 
attacks varied from two days up to twenty-nine days, the average 
duration being twelve days. B. coli was the organism most often 
found. It occurred alone in eighteen cases, witli Staphylococcus albus 
twice and with streptococcus once. 

Regarding treatment these patients were kept in bed, given a light 
diet and quantities of fluids. The only medicinal treatment given was 
acid sodium phosphate and urotropin. Two cases had bladder irri- 
gations and the last two cases had high colonic irrigations in addition 
to the above-mentioned drugs. Two cases did not get any drug treat- 
ment and, although the infecting organism was not B. coli, these cases 
cleared up spontaneously in seven and two daj's respectively, which 
was well within the average duration of these attacks. Tin's occur- 
rence would cast some doubt on the efficiency of acid sodium phos- 
pliate and urotropin in the treatment of pyelitis. 

The chief etiologic factors of pyelitis following operations as shown 
by studies of the hi.stories of these cases are: (1) Constipation; 
(2) operations for relief of chronic conditions such as appendicitis 
and salpingitis; (3) operations on the pehic organs such as hy.ster- 
ectomy, ovarectoiny, etc.; (4) operations around the rectum .such as 
perineorrhaphy, and (5) lowering of the patient’s resistance (general 
and specific) to infection. Kretschmer* in reviewing 200 cases, of 
pyelitis states that 30 per cent of these patients gave a history of con- 
stipation of varying degree for which laxatives and purgatives were 
freely used. In a small number of cases the patients suffered from 


Omiltpfi for lark of .epacc. 



582 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

lesions of the rectum such as hemorrhoids and from lesions of the 
anus such as fissures and fistulae. Sixty-one per cent of the cases 
occurred in females and 39 per cent in males. 

CONCLUSIONS 

1. The chief etiologic factors of pyelitis following gynecologic oper- 
ations are: 

(a) Lowering of patients’ resistance (general and specific) to in- 
fection due to trauma and shock of operation. 

(b) Constipation. 

(c) Operations for relief of chronic disease. 

(d) Operations on the pelvic organs and around the rectum. 

(e) Focal infections. 

(f) Ascending infections by way of the lympliatics or by ureteral 
reflux. 

2. The question of focal infection should receive careful attention 
on physical examination. 

3. That such drugs as alkalies, urotropin, etc., usually -used in the 
treatment of pyelitis are ineflScient. 

4. That pelvic lavage is the most efScient treatment for pyelitis. 


News Items 

New TTork, N, Y. Dr, B. P, AVatson of Edinburgli, Scotland, has been ap- 
pointed Chief of the Sloanc Hospital for Women. 

St, Louis, Mo. Dr. Otto H. Schwarz has been appointed Profc.ssor of Obstet- 
ric.s in tlic Medical School of the Washington University. 
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A CLASSIFICATION OP THE TOXEMIAS OP THE LATTER 

HALF OP PREGNANCY 

By H. J. Stander, M.D., and C. H. Peckiiam, Baltimore, IMo. 

(From the Department of Ohstctrics, Johns Uophins Hospital and University) 

T he present method of classification of the toxemias of pregnancy 
is admittedly inadequate, and it occurred to us that by correlating 
the findings in a large series of patients it might be possible to gain 
information which would throw light on the problem. It will be ap- 
parent even to the casual observer that studies upon repeated preg- 
nancies occurring in the same individual should be of especial value 
in an endeavor to find a basis for such classification. With this in 
mind we studied the histories of the patients with toxemia of preg- 
nancy who were admitted to the clinic during the past five years, and 
we have paid particular attention to those with more than one admis- 
sion. Viewing the data obtained in a perspective manner, rather than 
by studying an isolated case, lias led us to somewliat surprising con- 
clusions. 

In the tables we have given only such information as was consid- 
ered to bear upon the question under discussion. Age, parity and the 
duration of pregnancy are undoubtedly essential. The common com- 
plaint of headache, swelling of the feet, ankles, and other parts of 
the body, and disturbances of vision, as well as the objective findings 
upon ophthalmologic examination, have been recorded. The .systolic 
and diastolic blood pressure and the laboratory findings on the urine 
and blood furnish perhaps the most important information. In addi- 
tion, we have given the number of convulsions, if any, the weight, 
the fluid intake and output, the re.sults of the phenolsulphonephthalein 
kidney test, the treatment in brief outline, together with some re- 
marks regarding the patient’s di.spcnsai-y history*, and the type of 
delivery, with c.special reference to the outcome both to the patient 
and to her child. 

Notk: Tlio Editor nccept? no rc?ponribility for tbe views and .‘Statements of 
.nuthors ns jsiblished in their “Original Conimuairatinns, ” 
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The laboratory findings constitute two groups: those on the urine and those on 
the blood. In the first group we, have given the albumin, ns determined by the 
Esbach method, in grams per liter of urine. Both the urea and ’the ammonia nitro- 
gen are expressed as percentages of the total nitrogen in the urine, and are sliown 
in the columns labelled “Urea-N% of T. N.” and “NH 3 -N% of T. N.,” respec- 
tively. In the microscopic examination we have recorded only the presence or ab- 
sence of casts and their types. The blood analyses consist of the determination of 
the nonprotein nitrogen (N. P. N.), the uric acid, the urea nitrogen expressed as a 
percentage of the nonprotein nitrogen (Urea-N% of N. P. N.), as well as that of 
the sugar, the carbon dioxide combining power, and the chlorides. All of these, with 
the exception of the urea nitrogen and CO,, are expressed in milligrams per 100 c.c. 
of blood. The CO, is %vritten in volumes per cent. The methods employed in these 
analyses are those referred to in previous publications from this department. 

In the column designated “Diagnosis” we have given the diagnosis made at the 
time of discharge, while in another column, appearing on the extreme right side in 
some of the tables, we have added a “Corrected Diagnosis,” containing our own 
opinion with reasons. 

By a study and evaluation of all the findings under the different 
headings, we have been able to arrange the toxemias into different 
groups. We shall first discuss the more definite types and then give 
our views concerning a new group. 

GROUP I. ECLAMPSIA 

Table I gives the findings for all the eases of typical eclampsia, for 
the period Jan. 1, 1923, to Feb. 1, 1926. There were 41 admissions, 
and two of them concern the same patient. There were actually more 
cases of eclampsia during this period, as Avill be shown in the discus- 
sion under Group II. 

The predominating features of the eclamptic group are as foUows: 

1. Usimllj' a very' high blood pressure, a large amount of albumin in the urine 
and a definite increase in the uric acid in the blood during the time of the convul- 
sions. 

2. A complete disappearance of these abnormal findings w'ithin two to three weeks 
following tlie attack of eclampsia. 

3. In certain cases an exceedingly' low carbon dioxide combining power and an 
elevated blood sugar, as has already' been outlined by one of us. Such patients 
U'^ually liavc a high ammonia coefficient. 

4. In over GO per cent of the cases eclampsia appears in the primiparous woman. 

Nearly all the patients in this group present marked edema. 

(5. A fatal outcome for the mother is not always associated with a large number 
of comuksions, although this is usually tho case. 

The eclamptic group con.slitutes a definite entity and thus further 
discussion here hardly seems warranted, 

GROUP II, PRE-nCLAMP.SIA 

There are a few palienls who do not fall into the eclamptic class, 
although they present a picture almost identical with it, except that 
there arc no convulsions or coma. It is this type of toxemia which wc 
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believe may be called “pre-eclampsia.” Tlie last two patients in 
Table 11 are the only ones among all of our toxemia studies whom we 
believe can be designated as “pre-eclamptic.” These show a great 
amount of albumin in the urine and a high blood pressure level prior 
to delivery. After birth of the child, there is a prompt return to a 
normal blood pressure level and an albumin-free urine. "We have 
grouped these two patients with four eclamptic women on Avhora we 
have made repeated studies, and we sliall discuss their subsequent 
pregnancies after the other groups have been considered. 

From the figures in Table II it appears that “pre-eelampsia” is the 
stage just preceding the outbreak of convulsions, or wliat we desig- 
nate as typical eclampsia. It is indeed quite probable that pre- 
eclampsia is a manifestation of the same disease entity as eclampsia 
and differs from it only in so far as coma and convulsions do not 
occur. For this reason the pre-eclamptic patient should be consid- 
ered as a potential eclamptic, and as soon as the existence of the 
condition is recognized it .should be regarded as an urgent indication 
for termination of the pregnancj' in order to prevent the outbreak of 
actual eclampsia. 

It is interesting to note how .small a proportion of the total number 
of oui' toxemic patients fall into this group,- so that if our views are 
accepted they will effect a marked diminution in the number of cases 
designated as pre-eclamptic toxemia. 

GROUP HI. CHRONIC NEPHRITIS COMPLICATING PREGNANCY 

A study of the cases in Table III will show that they all reveal signs 
of permanent kidney damage. The outstanding characteristics of this 
class are as follows: 

1. Tho last pregnancy shows more renal in%-olvemcnt than the one preceding it. 
Usually this is shown by the fact that a ri.«ing blood pressure and the presence of 
albumin in the urine are noted far earlier in pregnancy tlian wa.s the case in the 
previous pregnancy. This is true for all of our patients c.\copt one, and even in that 
case there was a higher blood prc.'i.Mire and more albumin in the urine at the end of 
tlie puerpcriuni following the second pregnancy than after the first pregnancy. 

2. The nitrogen partition in the urine is often di.cturbed, the ammonia nitrogen 
increasing and tho urea nitrogen l>eing relatively loss in amount. 

3. In some cases nitrogenous retention in the blood become.'' quite appreciable, as 
is shown by a rise in the nonprotoin nitrogen, as well as in the urea nitrogen. 

•i. Edema is quite marked in a large percentage of cases and .■'ometimes persi^fts 
throughout the puerprrium. 

5. At tho end of the puerperium following the last pregnancy the blood pressure, 
e.spccially tho diastolic, has not rctunied to the normal level; and there is usually 
some albumin in the urine. 

The cases in this cla.ss can probably be divided into two subgroups, 
namely, those who had developed a chronic nephritis prior to their 
first pregnancy, or between pregnancie.s. from .such eaxLses as .scarlet 
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(Total 41 cases; 13 shown in this table) 
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fever, tonsillitis, infectious diseases, ni 3 'ocarditis, or anj' of tlie con- 
ditions which may lead to chronic nephritis; and those in wliom re- 
peated pregnancies might have played a role in the development of 
the nephritis. The past history of the patient will prove of value in 
determining such relations. 

It is highty important that the obstetrician determine whether or 
not the toxemia falls into this group, for his advice to the patient and 
the treatment of the pregnancy will be governed accordingh*. When 
there are definite signs of chronic nephritis it is unwise to allow the 
occurrence of further pregnancies, for each subsequent pregnane^' 
leads to an earlier "break” in the kidne.vs and to more permanent 
damage to the renal tissue. In exceptional instances the mother is 
overanxious to have a living child and is willing to make any sacrifice 
for that purpose, but such are veiy rare. 

GROUP IV. ECLAMPSIA SUPERIMPOSED UPON NEPURITIS 

In Table IV appear the data afforded by a number of patients who 
were discharged with the diagnosis of "nephritic toxemia with con- 
vulsions.” In this table, a.s well as in Table I, we have given only the 
findings for the day before delivery, or during the convulsion period, 
and for the daj' of discharge. 

Of the five patients in this table, three undoubtedly have a definite 
chronic nephritis, while the other two present signs of a mild nephri- 
tis; at the same time, it seems quite doubtful to us that the convul- 
sions in these five patients were due to a uremia rather than to true 
eclampsia. Out of a total of 50 patients in our series with convulsions 
(40 in Table I, 4 in Table II, 5 in Table IV and 1 in Table III), we 
feel that we can classify 45 as typical eclampsia, i.c., 90 per cent, and 
we are of the opinion that the remaining 10 per cent are probablj’ 
also of the same nature; if this is the case we have to deal with an 
eclampsia superimposed upon a chronic nephritis. This belief seems 
justified when one studies carefully the doubtful cases in Table IV, 
and Avhen one bears in mind that in all the toxemia patients Avithout 
convulsions, studied during the period under consideration, there are 
distinctly more than 10 per cent Avith permanently damaged kidneys. 
Moreover, Avhilc there may be signs of a moderate retention of nitrog- 
enous material in the blood, the figures never api)roach the height of 
those observed in actual uremia. 

It is not the purpose of this paper to attempt to discuss the cause 
of eclampsia, but it seem.s pertinent to knoAv how far the kidneys may 
be involved in this disease. The large amount of albumin in the urine 
appearing rather suddenly may bo due to tlie action of a toxin on the 
glomerular ea])illary Avail, or to any factor that may change the capil- 
lary permeability, or possibly to an arterial spastic contraction, as is 
.assumed by some authors. The high filtration pressure, ns evidenced 
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Table III — Chronic Nephritis Coupeicatinc Pregnancy 
(Total 7 cases, 3 shown in the table) 
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by tlie greatly elevated blood pressure, seems to be defmitel.v associ- 
ated with this passage of protein through the capillary vail of llie 
glomerulus. On the other hand, the sudden return to an albumin-free 
urine must mean that the causative factor liad functioned only tem- 
porarily, and that no permanent damage had been done to the capil- 
lary wall. This is highly suggestive of a temporaiy change in cap- 
illary permeability. Furthermore, the postmortem histologic findings 
in the eclamptic kidnej’- sugge.st that tliere is usually no damage to 
the capillary walls or to the glomerulus itself. The most frequent 
changes are seen in the tubules and these are most probably the 
result and not the cause of the clinical picture. We arc, therefore, led 
to the conclusion that eclampsia does not usually damage the kidney, 
but that in a small percentage of cases the eclampsia has been super- 
imposed on a chronic nephritis. 

GROUP V. LOW RF^SERVE KIDNEY 

Table V includes a series of cases which present what wc call, for 
lack of a better name, “low reserve kidney.” From a study of these 
patients one is immediatelj’’ struck b}' the following features: 

1. An elevated blood pre.^surc which at the end of the pucrpcriiim has dropped to 
a normal level. In most instances this elevation is not very marhed, being approxi- 
mately 150 systolic and 90 diastolic. 

2. The amount of albumin in the urine is never very great, varying before delivery 
between a fraction of a gram and two grams per liter, although the lower hgiires 
arc most usually obsor\-cd. The albumin di.'appcars during the puerporium, and the 
patient leaves the service either with no albumin at nil. or with at the most 0.1 
gram per liter. 

3. The outstanding chnmctcristic is the fact that in subsequent pregnancies, the 
patient's condition docs not become aggrn\-ated, and she is as well ns, or l>ettor than, 
in the preceding pregnancy. Encii of our fourteen rases clearly demonstrates thi« 
point. 

4 . The blood chemistry, as well ns the urine ehemistry, reveals notiiing abnormal. 

That the number of pregnnncio.s tlirougli which the individual may 
go play.s any role in tlie devolnpmcnl of this entity is very doubtful, 
for the reason that wc observe it in primipara as well as in all degrees 
of multiparity. Moreover, this type of kidney does not seem to be 
permanently injured by ])rcgnancy. As the womati approaches term 
a certain amount of albumin may pass through tlic glomerular mem- 
brane, the blood pressure become clev;i(ed, and some edema exist. 
With regard to the latter point it is interesting to note that in sub'-e- 
quent pregnancies there is either no edema or at the most a slighter 
degree than before. 

It is well known that in a Iiealthy person, under normal conditions, 
all of the glomeruli arc not functioning at capacity at any one time, 
and it has been estimated that there is usually a margin of safety 
which approaclies 50 per cetit. In other words, tliere is a decided 
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kidney reserve which may be called into play. It seems reasonable to 
suppose that in certain individuals this kidney reserve may be greatly 
decreased, due either to congenital causes or to such factors ns may 
have lessened the number of functioning glomeruli without producing 
a chronic nephritis. As we have seen in another group of cases, the 
strain of pregnancy^ always aggravates a chronic nephritis, so that 
later the kidneys are less well prepared to stand the .strain of subse- 
quent pregnancies. In the type of kidney under consideration this is 
not the case. All we can saj' is that the kidnej* reserve seems to he 
too low to meet the extra demands of pregnancy, as is manifested by 
the passage of a certain amount of albumin through the glomerular 
epithelium and by a moderate elevation of blood pressure, and that 
these manifestations usually disappear completely within two weeks 
after delivery. Furthermore, the kidney substance does not seem to 
have been injured by the pregnancy and the kidney reserve is cer- 
tainly not lower for subsequent pregnancies. Such kidneys appear to 
be quite capable of functioning adequately while the woman is not 
pregnant, as well as for her and her fetus up to about the eighth 
month of pregnancy, when manifestations of the low reserve kidney 
begin to make their appearance. 

In addition to the eight cases reported in 9'nble V. we have been 
able to find six more patients who, during the period studied, had 
had u pregnancy with the typical signs and symptoms of a low re- 
serve kidney, which was subsequently followed by a normal preg- 
nancy. Such observations may be regarded as indisputable evidence 
that the occurrence of a mild toxemia in a given pregnancy is not 
nece.ssarily followed by trouble in a subsequent one, and would ac- 
cordingly indicate that the kidneys had not been permanently damaged. 

Table 11. as stated above, repre.sents the findings in patients who 
have had eclamiisia or pre-eclampsia, and who have been observed in 
.subsequent pregnancies in this hospital. An examination of the re- 
sults tabulated in this table will convince us that eclampsia or pre- 
eclampsia can be followed by eclampsia in a succeeding pregnancy, 
or by a low reserve kidney, ns well as by definite nephritis. 

The hospital records .‘ihow that for the period January 1, 1023, to 
February 3, 1020. there were 30 eclamptic patients who were .sub- 
sequently admitted to our service and that these pregnancies follow- 
ing typical eclampsia can be grouped as follow.s: (a) 4 normal preg- 
nancies; (b) 4 complicated by nephritis; (c) 2 typical eclampsia, and 
(d) 3 with low reserve kidney. 

One of the patients is .shown in lx>th groups (b) and (e). 

Table VI represents a study of averagc.s. .and still further .accentu- 
ates the dirfcrences discu.sscd above. The .similarity hetvreen eclamp- 
sia and pre-eclnmj*sja is outstanding, and it otTers conclusive evidence 
as to b.ow markedly tb.c.sc two types diner from clironic nephritic 
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and that associated with a low reserve kidney. Hardly less marked 
differences exist between chronic nephritis and the low reserve kidney. 
In this connection it may he stated that the plienolsulphonephthalein 
kidney test is not of very great value in a study of the toxemias of 
pregnancy, and it hy no means constitutes a method of distinguishing 
between the several types. 


CLASSIFICATION 

From a study of the 120 admissions of patients presenting one or 
other type of the toxemias of pregnancy, we suggest the following 
classification for the late toxemias of pregnancy : (1) Eclampsia, (2) 
Pre-eclampsia, (3) Chronic nephritis, complicating pregnancy, (4) 
Eclampsia superimposed upon nephritis, and (5) Low reserve kidney. 
It should be clearly understood that an intelligent differential diag- 
nosis can often not be made until the end of the third week of the 
puerperium. Consequently, we advise that in the borderline eases the 
final diagnosis be deferred until as late as possible. This is the mode 
of procedure in this clinic, and in the future in doubtful cases the 
final diagnosis will be deferred until six weeks after delivery, when 
the patient wifi, be readmitted to the service and be subjected to search- 
ing clinical and chemical investigation. 


CONCLUSIONS 


1. Eclampsia . — This is a fairly definite entity. The convulsions and 
coma, the relatively sudden appearance of a greatly elevated blood 
pressure and a large amount of albumin in the urine occurring during 
the last third of pregnancy, but more frequently in the neighborhood 
of term, and the complete return to normal at the end of the puer- 
perium constitute the usual picture. Often one sees an increase in 
the amount of uric acid in the blood, an elevated blood sugar, and a 
low COj combining power associated with a large amount of ammonia 
in the urine, all of which rapidly disappear during the puerperium. 
Ophthalmoscopic examination may show a detachment or edema of 
the retina, but never any sign of albuminuric retinitis, or of the other 
changes which are so frequently associated with nephritis. 

The edema of the extremities, face, and other parts of the body 
which is usually present, disappears completely during the puer- 
perium. Eclampsia is seen more frequently in the young primipara 
than in the multiparous woman. 

There is no evidence that eclampsia per se does any permanent 
damage to the kidneys and, for this reason, should not be considered 
a counter-indication for further conception. 


2. Pre-eclampsta.-~This seems to be a definite entity and differs from 
eclampsia only in so far as the patient has no convulsions or coma, 
and that the attack may be of a milder character. Our studies seem 
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to indicate that this is probably the rarest variety of toxemia of 
pregnancj’-, and that its incidence will not exceed 5 per cent of all 
toxemic patients. Pre-eclampsia is probablj’’ just vdiat the term im- 
plies, a stage immediately preceding eclampsia. Should the condition 
grow slightly worse, the patient will develop convulsions, unless preg- 
nancy is promptly terminated. 

Even casual reference to the literature makes it evident that the 
term ‘‘pre-eclamptic toxemia” has been very loosely used in the past. 
Some writers group under that designation all types of toxemias, and 
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for that rea.son we have preferred to limit the use of the tei’m “pre- 
eclampsia” or pre-eclamptic toxemia to the cases falling into the .second 
group of our classification. Indeed, it miglit he well to discontinue al- 
• together the u.se of the latter term, did it not imply too radical a break 
from current obstetric terminology. 

3. Chronic. Nephritis Complicating Pregnancy . — In this group the 
process is progressive. Each subserpient pregnancy is associated with 
an increasing degree of renal impairment. The existence of chronic 
ne})hritis is evidenced by the fact that two or three weeks after de- 
livery thf* blood jirc'-sure still remains above the normal level. In 
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resent only a very small proportion of all eclamptics. This statement 
should not he understood as implying that pregnant women may not 
succumb to an acute uremic attack, but no indubitable example of it 
has been observed in the present series. 

4. Low Reserve Kidney . — During the last few months of preg- 
nancy, there may appear a moderate rise of blood pressure, usually 
about 150/90, and relatively small amount of albumin in the urine, 
ranging from a fraction of a gram to a gram, to very slightly over 
one gram just before delivery. There may also be some edema and 
very rarely a complaint of headache. By the end of the puerperium 
the blood pressure has resumed its normal level, the urine contains 
no albumin, or only a faint trace, and any edema that may have been 
present, has disappeared. At no time are there any signs of a dis- 
turbed blood chemistry, and the nitrogen partition of the urine is 
normal. In subsequent pregnancies a similar picture may recur. In 
other cases it may be less severe, but is certainly not worse, while 
occasionally the patient is entirely normal. 

Pregnancy does not injure this type of kidney, and when we are 
sure that the toxemia is due to it, we need feel no alarm concerning 
the course of subsequent pregnancies. 

Eclampsia may be followed by a normal subsequent pregnancy, 
by a pregnancy complicated by a low kidney reserve, by a chronic 
nephritis, or rarely by a repeated attack of eclampsia. 

In conclusion, we would refer to the accompanying graphs (Pigs. 1 
and 2) in which we have plotted the average systolic and diastolic blood 
pressures, as Avell as the albumin in the urine for the various groups. 
Two values for each variable are recorded, the first referring to the 
findings before delivery, and the second to those at discharge. We 
feel that this graphic demonstration illustrates the difference between 
tlie several toxemic types even better than our description or than 
the figures in the various tables. 



EBPORT OP A CASE OF ACTINOMYCOSIS OP THE TUBBS 

AND OVARIES"' 

By Joseph W. Deapeb, M.D., and W. E. Studdiford, Jr., M.D. 

New York, N. Y. 

fFram the Department of Pathology, Cohmhia University, and the Sloane 

Hospital for Women) 

T he literature on actinomycosis of tlie female pelvic organs has 
been reviewed by several ■writers and all of them have come to the 
conclusion that the vast majority^' - of such cases are secondary to in- 
testinal infection, and that primary pelvic infections are extremely 
rare, some even questioning their existence.® The following is the 
report of a case which was at first thought to be primary in the pelvic 
organs. 

The patient, white, age thirty-six, gravida iii, entered Sloane Hospital on De- 
cember 12, 1923. Her complaint was "abdominal pain for three weeks" which 
had become more severe in the past eight hours. She stated that she had been 
awakened by intense pain in the region of the rectum and vagina on the morning 
of admission. She had been wearing a "womb protector” of the wishbone type for 
the past three years, which had been inserted by a midwife and was removed 
every three months for cleansing. The patient stated that she had never been 
outside of New York City. Her last menstrual period was nine days before ad- 
mission and was normal. She had had three normal pregnancies, the last in 1919. 
The deliveries were uneventful. 

On admission her temperature was 103° F., pulse 130, respiration 26. The 
abdomen was slightly distended and tender in both lower quadrants. There was 
some rigidity in the region of the appendix. 

Vaginal examination showed an enlarged, tender, adherent, retroverted uterus. 
There was some induration and tenderness in both fomices. WBC 13,800; 83 per 
cent polymorphonuclear leucocytes. Wassermann reaction negative. Blood pressure 
was 110/60. Urine and blood cultures were sterile. Urine examination was nega- 
tive. The tentative diagnosis was bilateral parametritis and an adherent retro- 
version. 

For the next nine days the patient ran an irregular temperature up to 101° F. 
each day. The abdominal distention lessened and a definite mass, which was 
thought to be an abscess, appeared in the pelvis, extending halfway to the umbili- 
cus. Ten days after admission a posterior colpotomy was done and six ounces 
of yellow, foul smelling pus evacuated. Culture of the pus showed many gram- 
negative bacilli. 

The temperature gradually subsided, the abdominal signs disappeared and the 
patient was discharged the twenty-second day postoperative in good condition ex- 
cept for the adherent retroversion. 

She was readmitted on February 20, 1924, thirty-nine days later, complaining 
of vaginal discharge, weakness, and night "sweats” which began after a menstrual 
penod e ighteen days previously. She had vomited occasionally. On admission her 
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temperature 'was 101.2°, pulse 120, respiration 2C. There was a tender mass in 
the upper right quadrant in the region of the gall bladder; the spleen was slightly 
enlarged. The lungs showed a few fine rales localized at the right apex. 

Vaginal examination revealed an enlarged, retroverted, adherent uterus; the 
right tube and ovary wore adherent high up in the pelvis. Adhesions were noted 
on the right mde which were thought to be omental. ‘WBC 12,000, polymorphonu- 
clear leucocytes C9 per cent. Urine and blood pressure were normal. 

X-ray and cystoscopic examinations of the kidneys were negative, likewise the 
gall bladder, after injection of tetrabromphthalcin, and an x-ray of the lungs re- 
vealed nothing. 

She ran a septic temperature to a maximum of 10.3° F. The mass and tender- 
ness in the right upper quadrant persisted. There was constant profuse sweating 
and occasional attacks of vomiting. The white count increased gradually, the red 
cell count and hemoglobin dropped. She was transfused with 500 c.c. of citrated 
blood on two occasions. 




Fie. 2. — Section of right tube. To 
left are remnants of tubal epithelium. 
To right is an actinomycotic colony 
surrounded by leucocytes. Hematoxy- 
lin and eosin. Low power photomicro- 
gi-aph. 


On April 15, 1924, fifty-five days after the second admission, an exploratory 
laparotomy was performed. Extensive omental adhesions to the head of the cecum 
and numerous adhesions between the large and small bowel at the brim of the 
pelvis were present. A few adhesions were found between the liver and the gall 
bladder, ro stones were palpated, and the gall bladder was emptied easily. The 
kidneys were normal. The adhesions betAvecn the omentum and the head of the 
cecum were dissected free and, in doing so, a small abscess cavity was opened 
adjacent to the head of the cecum, and a few drops of yellondsh fluid escaped. 
Culture of this fluid was sterile. 

The appendix was adherent at its tip to the brim of the pelvis. The left tube 
and ovary were the site of a tuboovarian abscess. The right tube and ovarj’’ were 
chronically inflamed and enlarged and showed extensive perisalpingitis and ooplior- 
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itis. The uterus was retrovcrtcd, small, linn and bound domi by adhesions on 
every side. 

In the small bowel, C inches proximal to the ileocecal valv'e, was a rounded, 
indurated area 3 centimeters in diameter. It constricted the lumen of the bowel 
in a small degree. In the parietal peritoneum, in the line of incision, was a small, 
indurated nodule about 3 centimeters in diameter, which was removed. Both of 
these areas were interpreted as chronic inflammatory tissue. A complete hyster- 
ectomy, bilateral salpingo-oophorectomy, and appendectomy were done in the usual 
manner. Tlie patient left the table in fair condition. The postoperative diagnosis 
was tuberculous salpingitis. 

The fourth day postoperative the temperature rose to 103° F. There was a 
small infection at the lower end of the incision, a culture of wlueh showed manj’’ 
gram-negative bacilli. This was irrigated with weak iodine solution. The blood 
count on the eleventh day postoperative showed 3,250,000 red cells; hemoglobin 



Plgr. 3.— -S e cti on of omentum. 
Small sinus containing' actinomycotic 
colonies surrounded by leucocytes. 
Hematoxylin and eosin. Low power 
photomicrograph. 


Pig. t. — Mass. of mycelial filaments 
found in smear taken antemortem 
from sinus in abdominal wall. Gram 
stain. Oil immersion photomicro- 
graph. 


52 per cent; 25,500 white cells, and 85 per cent polymorphonuclear leucocytes. The 
patient was transfused with 500 c.c. of whole blood. A cystitis, wdiicli showed colon 
bacillus on culture, developed the second week postoperative. This was treated by 
daily boric acid irrigations. The septic temperature still continued -with frequent 
chills and profuse diaphoresis. Repeated blood cultures were negative. 


After the report of actinomycosis by the pathologist, potassium iodide was ad- 
ministered by mouth until, on the fourteenth day postoperative, 300 gr. a day were 
given, the iodides were discontinued for two days eacli week, as a precautionan^ 
measure, although the patient never showed signs of iodism. On the twenty-fourtii 
day postoperative a tender, fluctuating swelling 6 centimeters in diameter appeared 
vn the Tight midscapular line at the costal margin. This was thought to be a peri- 
renal abscess. Two days later a rounded, tender, firm mass could be felt extending 
downward four fingers breadth below the right costal margin. 
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On the thirty-sixth dny following the complete hysterectomy, the perirenal abscess 
was incised and drained and a large amount of thick green pus with a colon odor 
was evacuated. Culture from this showed a largo number of colon bacilli. Smear 
showed a few mycelial filaments. (Fig. 4.) Blood count following this operation 
showed 2,660,000 red cells; 45 per cent hemoglobin; 22,600 leucocytes with 86 per 
cent polymorphonuclear leucocytes. A transfusion of 300 c.c. of whole blood was 
given at this time. The abscess cavity was irrigated daily with weak iodine solu- 
tion. The mass under the right costal margin began to extend downward and to 
the left. 

On the fifty-seventh day postoperative a pleuritic rub developed at the base of 
the right lung posteriorly. She soon afterward developed a swelling over the right 
upper incisor tooth which broke down and discharged a yellow pus. Smear of 



Fig. 5. — Section of liver. Enor- Fig:. 6. — Section of mesenteric 

mous actinomycotic colony surrounded lympii nodes. Several small actlno- 
by _ leucocytes. Hematoxylin and mycotic colonies surrounded by leu- 
eosin. Low power photomicrograph. cocytes. Hematoxylin and eosm. 

Low power photomicrograph. 

this showed no actinomyces. The septic temperature continued throughout the 
course with a maximum rise to 104° F. The pulse varied between 120 and 150. 
Bales appeared at the bases of both lungs posteriorly. 

The seventy-eighth day postoperative the blood count showed 1,480,000 red cells 
and 24 per cent hemoglobin. She was transfused with 450 c.c. of citrated blood. 
Her abdomen became greatly distended, a persistent cough developed, the patient 
became weaker and died on the eightieth day postoperative. 

The specimen removed at the operation on April 15, 1924, consisted of the uterus, 
both tubes, both ovaries, a piece of omentum, a piece of parietal peritoneum and 
the appendix. The uterus was smaller than normal and nothing was noted except 
the adhesions on the posterior surface. Both tubes were enlarged, thickened, and 
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noted quite often in abdominal actinomycosis. Some writers explain 
it bj^ stating that some small acute lesion, necessary for the passage 
of the organism through the mucosa, heals and leaves no trace; others 
state that the organism can pass the mucosa without a lesion. The 
actinomyces, once having gained the connective tissue planes, set up 
their characteristic process and spread bj^ the direct invasion of con- 
tiguous structures. 

The frequency'’ with which abdominal actinomycosis is situated in 
1.he right iliac fossa is said to depend on a relation to the cecum and 
apiiendix. It is claimed that the latter organ occupies the same posi- 
tion in relation to abdominal aetinomjmosis as the carious tooth does 
to the cervicofacial type of the disea.se. It is frequently affected by 
trauma and inflammation, the consequent breaks in the mucous mem- 
brane allowing the actinomyces, if present, to pass to the subperitoneal 
tissues and set up a chronic abdominal actinomj’^eosis.^ The appendix 
in this ease showed an obliterative process as definite evidence of pre- 
vious inflammation, although no histoiy of appendicitis was obtained. 

In closing it is worth while calling attention to the mesenteric lymph 
nodes. Wi’itei’S on this disease are practically unanimous in stating 
that spreading of the process takes place by direct extension and, oc- 
casionally in the late stages, bj'’ the blood stream. The statement 
occurs repeatedly that extension never takes place by lymphatics and 
that the lymph nodes are never involved.® This is often given as a 
differential point between this disease, malignancy, and tuberculosis. 
Only one case could be found in the recent literature in Avhich definite 
lymph node involvement was described.® It is, therefore, interesting 
to note that the mesenteric Ij^miih nodes in tliis case showed definite 
actinomycotic abscesses. 
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DIVERTICULITIS OP THE COLON'-' 

By John P. Erdmann, M.D., New York City 

(From the Department of Surgery, New Yorlc Post-Graduate Medical School and 

Hospital) 

L EPT lo-\ver quadrant pain with nausea or vomiting in the male predi- 
cates diverticulitis of the sigmoid, while in the female, in whom 
this disease is of relative infrequency compared to the male, the same 
situation of pain may mean any one of numerous diseases. 

In 1919 I presented a record of twent 3 '--seven patients operated upon 
for acute diverticulitis, and todaj’’ record twentj’--five more, making 
fifty-two oiDerated upon, of which fort 3 ’'-two were males and ten- were 
females. Carnial stated that there are two or three males to every 
female case. Of mj'^ series, two had had multiple attacks. One had had 
two distinct perforations during a period of thirteen or more j’-ears, for 
each of which he was operated upon ; the other had had two attacks, 
for which he had been operated upon, in a period of less than three 
years. The gangrenous perforations in each patient were in demon- 
strably different areas. 

Attention was called to the possibilities of repeated attacks in a paper 
read by me before the Buffalo Academy of Medicine, Surgical Section, 
on January 8, 1918, and published in the New York Medical Journal 
for June 7, 1919. Mj'- associate. Dr. Thomas Russell, also has found a 
second perforation in one of his patients, remote from the first attack. 

These succeeding gangrenous attacks will of necessity call for a ver^’’ 
guarded prognosis as to the future. Promi)ted bj-^ the number of pa- 
tients I have seen and operated upon for the acute condition, I feel no 
need of apologizing for again reviewing the literature as to causation 
and expressing mj^ individual views derived from clinical observations. 

Causation ,: — Much has 'been said as to tho origin or cause of these protru- 
sions. In searching for a reasonable cause for diverticulitis of the intestine, I 
am led to cite Edwin Beer's excellent paper in the American Journal of the Med- 
ical Sciences, 1904, entitled “Some Pathological and Clinical Aspects of Acquired 
Diverticulitis of tho Intestines." This paper stands out as one of the best exposi- 
tions as to cause, etc., of this disease. It is furthermore remarkable with what 
foresight Beer at that time announced his hj-pothe-'cs as to the terminations. Among 
the contributors to the pathologj', causation, etc., may be Cited Graescr, Sudsky, 
Klebs, Hartwell and Cecil. 

Graeser assigns the cause of the formation of diverticula to hernial protrusions 
which follow the emerging veins and after taking a wandering course through the 
intestinal walls tinally reach the serosa. Tliese conclusions were based upon twenty- 
eight cases from which he made over one thousand sections. 

♦Read at the Thirty-eighth Annual Meeting of the American Association of 
Obstetricians. Gynecologists and Abdominal Surgeons held at Hot Springs Va. 
September 16, 17 and 18, 192.5. 
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Sudsky made a series of observations, contending that those of Graeser Averc at 
fault, being chiefly accidental. 

Klebs noted that the protrusions occurred in close relation to points of exit 
and entry of the blood vessels in the intestine along the mesenteric attachment, 
and offered a series of arguments for these protrusions, chief among them being 
that the intestinal wall is weakest at tlie mesenteric attachment. 

I am satisfied that the argument of Klebs is fallacious for in my series of 
patients, both those operated upon and those in whom these protrusions are found, 
inactive, while operating for otlier causes, the most frequent site is that of tlie 
convex and lateral aspects of the colon, chiefly in the fat lobules or epiploons, and 
rarely found in the mesenteric folds. Further, Klebs’ view of mesenteric traction 
acting as a tendency to weaken the wall, thereby being a productive factor, appears 
to me to bear little weight. Old age as a factor is disproved by Ashurst’s patient, 
a boy of seven, two patients of Hartwell and Cecil aged seven and ten years, one 
of my own, a boy under seven years and a number of the patients used as material 
for this article, under forty. Eansahoff, in Annals of Surgeny (1913) reports the 
occurrence in two children, and called the condition perforating sigmoiditis and 
perisigmoiditis. 

Finally, Hartwell and Cecil in summing up the etiology of this disease, after 
considering the various theories and arguments, apparently were forced to make 
the following statement. "We therefore are driven to the conclusion that up to 
the present time no complete explanation of the primary cause of intestinal diver- 
ticula has been offered. The most that can be said is that for some cause, a weak- 
ness exists in the intestinal coats, and that by reason of the weakness a pouching 
of the coats takes place when undue pressure arrives.” I am inclined from my 
clinical experience and from x-ray observation to the conclusion that they are of 
congenital origin. 

Reference to tlie literature and my own observation produce suffi- 
cient evidence of the fact that the entire alimentary tract from the 
esophagus to and thi'ough the rectum is liable to diverticula. During 
the past four years, I have operated upon several patients with diver- 
ticula; two duodenal, one gastric, tivo or three of the gall bladder, and 
several of the appendix; one of the appendiceal operations was on a 
child under seven years of age. Also several instances have been ob- 
served, during various abdominal operations, of diverticula scattered 
tlirough the lesser intestine. 

In the patients with acute manifestations, some food or fecal content 
is often found in the iiouch involved, leading one to believe that these 
foreign bodies act in the same productive manner as do the foreign 
bodies that are found in the appendix. 

Diverticulosis today is a well established disease, at least roentgen- 
ologicallj’ if not symptomatically or clinically, and requires but the 
onset of a pathologic process of one or more of the protrusions to be- 
come a definite clinical entity. 

Classificaiion . — ^^Vhile various classifications as to false and true, ac- 
quired and congenital have been in vogue, that of true in which all 
coats of the intestines are present and the false when one and usually 
two coats are absent, arc the most popular and dcsii’able for a working 
basis. 
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Pathology . — The pathologic conditions found may be the same varie- 
ties as we have types of appendicitis; from a simple catarrhal, better 
called acute, to the types of exudative and occlusive changes and of 
ulcerative to gangrenous and perforative evidence. These may or may 
not all be accompanied by or rather followed by exudative to true 
abscess formations and finally the acute processes may recur or never 
resolve and a malignant change eventually may arise. These malig- 
nancies are reported frequently enough to give some weight to the 
possibility of an implantation of malignancy upon a former simple 
inflammatory growth. Nevertheless, even though in my series of pa- 
tients with this disease I have found malignancy in four or five, I can- 
not feel but that the malignancy is not a result of the disease but a 
coincident condition, reserving the thought that a malignant implanta- 
tion at the site of a prolonged irritation is always possible. 

In many of these patients we have a low grade of infection proceed- 
ing finally to a marked thickening and newgrowth that at first will 
resemble malignancy in its symptomatology as to partial or complete 
obstructions and by x-ray be so confusing at times so as to demand ex- 
ploration for a positive diagnosis by the microscope. One of the most 
frequent complications in the acute types is abscess formation with 
adhesions to a hoUow viscus and perforation. This occurs most fre- 
quently in the bladder. I have seen this complication in five patients 
in my operative series, and in one patient not only was the bladder 
perforated, but a contact portion of the sigmoid was perforated and 
two perforations of the ileum also were present. 

Recently I saw a patient on the eleventh or twelfth day of his disease 
with a one-half inch perforation into the posterior Avail of the bladder, 
passing a most foul fecal-mixed urine. On exposure bj”- operation on 
the fourteenth day of his disease, tAvo perforations in the sigmoid Avere 
in contact with the bladder perforation. 

On two occasions I have seen high perforations in the rectum Avhich 
produced ischiorectal abscesses, the origin of which in each, I feel satis- 
fied, Avas from a gangrenous diverticulitis. Both patients had a history 
of sudden onset of pain with the subsequent formation of the abscess. 

That nonoperative recovery takes place at times in these patients 
cannot be disputed any more so than in patients AA'ith appendicitis 
definitely eAudenced by symptoms, but AA^ho also make the positive non- 
operative recovery. During the past three weeks, I removed ten inches 
of the sigmoid in a male, fifty-four years of age, Avhom I saAV three 
years before in an acute but subsiding attack and Avho has been seen at 
various times during these three years by his family physician for mild 
attacks. His fourth attack Avhich required operation Avas folloAved by 
a large mass formation in the left loAver quadrant, encroaching upon 
the hypogastric zone, and upon exposui-e not only Avas a marked amount 
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of thickening and obstruction evident, but three large pockets of foul 
pus were evacuated. 

Symptoinatology . — Formerly we were led to believe that we bad an 
appendicular attack in the left side due to the terminal portion of the 
appendix extending across the left, or that there was a transposition 
of the appendix with infection. While these eases — particularly of the 
former type — do occur, for years we have been able to definitely diag- 
nosticate in the greater number of instances these involvements as 
diverticula. 

The symptoms and signs are allied to the various types of appendi- 
citis, such as the fulminating, where pain in the left lower quadrant 
rapidly spreads over the abdomen, the pulse and temperature keeping 
pace with the invasion, abscess formation as in appendicular abscess, 
definite pain on pressure, and finall5’- mass or tumor formation. 
Eventually, if not operated upon, the following terminations are in 
order: resolution (rare); perforation into a surrounding viscus (the 
bladder most frequently) ; ischiorectal abscess and, in the event of 
nonresolution or nonoperative interference, thickening of the gut 
wall and surrounding fat takes place so that obstruction of varying 
degrees results. 

In the fulminating type, it may be that one must hide himself in 
the diagnosis of “an acute abdomen” and explore. The diagnosis in 
women, as before stated, is difficult at times, owing to the presence of 
the tube and ovary and many diseases of these two structures which 
are very mucli allied in their symptomatology to acute diverticulitis. 

In the subacute variety, we often have a state of subsidence which 
enables the x-ray diagnostician to help us out. In the very low grade 
type witli marked infiltration, tho patient presents the occasional 
evidence of obstruction in mild or incomplete form with no evidence 
of blood or mucus as in carcinoma. With proctoscope up to its length 
one can eliminate carcinoma at least in those patients in whom carci- 
noma .starts in the mucosa, recognizing the fact that a very minimal 
number of cancers of tlie sigmoid or colon ever arise outside of the 
mucosa. Nevertheless, J liave no recollection of ever having seen the 
mucosa of the colon involved in a case of diverticulitis. The oppo- 
site obtains in malignancy. I can think of no more difficult bit of 
work than that of seeing thi-ough a proctoscope the openings of very 
many of these diverticula, yet can conceive of the accidental exposure 
of a relatively small opening or of the opening into a large diverticu- 
lum in which the mouth is also large. 

Diagnosis . — In making a diagnosis of this condition, the general 
{i'-I)Oct, age. etc., of the patients arc to be considered. We find the 
majority of tliChC jiatients are short, stocky beings, well nourished 
and of the overweight make-up, usually in the fourth or fifth decade, 
and giving a history of some dietary indiscretion ns is also so often 
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noted in taking a careful historj’- of appendicitis. The younge.st of 
my patients was under seven years and the oldest eighty-one, both 
male, while the majority were forty to forty-eight years of age. 

The onset symptoms are pain in the abdomen, which is more def- 
initely located, early, in the left lower quadrant than is the case in 
appendicitis. There is nausea or vomiting, temperature and pulse 
rapidly ascending in the scale Avith tlie concomitant tenderness on 
pressure in the left lower quadrant varying from the usual iliac fossa 
area to the midhypogastrie zone. The blood examination gives the 
typical picture of an acute infection. Rectal evidence Avill vary as to 
the site of the involvement. If the lesion is high up in the sigmoid, 
little or none is present, AAdiile if located in the lower segment of the 
colon, ample evidence can be detected, being chiefly pain the flr.st few 
hours and then a palpable mass. Again if the area involved be in the 
midsigmoid area, sufficient mobility being present, one may get the 
evidence by combined rectal and suprapubic pressure. 

The greatest difficult}’- in making a positive diagnosis preA’ails in 
cases of perforated malignancies for in these patients, OAving to the 
perforation, Ave liaA’e an absorption or infection temperature and a 
tumor or mass in both the malignancy and the infection case, A care- 
fully taken history Avill often biung to light in the carcinoma patient, 
evidence of occasional pain, colic, constipation, loss in Aveight, blood 
or mucus in stool, etc., and may shoAV by blood examination a distinct 
secondar}’ anemia. When possible to use Avithout danger to the pa- 
tient, the x-ray Avill frequently be a great aid, bearing in mind the 
possibilities of both diseases being simultaneously present. 

Gross Pathology . — ^Upon opening the abdomen, the picture of the 
intensity of the process varies; noninflamed dh’-erticula are seen pro- 
truding from all or rather any surface of the gut. They are bleb-like, 
resistant to the sense of touch, and may or may not present evidence 
of foreign body content. 

The acutely inflamed A’-ariety A’aries from a markedly injected di- 
verticulum or epiploon to one distinctly gangrenous. In the majority 
of patients operated upon by me, one or more of the epiploons Avere 
found inA’olved. These tabs of fat, epiploon, Avere either extremely 
hard and intensely injected or in varying stages from hemorrhagic to 
gangrenous involvement. On section of the epiploon near its base or 
at the base, a diA’erticulum is usually found. These bodies or pouches 
are round or OA’^al and range from the size of a small seed to that of 
an olive, usually about the size of a pea. 

The resected colon AA’lien opened, presents the appearance of a 
healthy mucous membrane throAA’n into folds and here and there a 
crypt or long opening into Avhich probes of A’arying size may be intro- 
duced, some openings readily admitting a probe the size of a pea. In 
various ones of these pouches, round foreign bodies are present AAdiich 



614 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

prove to be fecal concretions. The wall of the colon in chronic cases 
is thickened, the lumen is diminished, and the intestine quite fre- 
quently densely bound to adjacent structures. 

IMcGrath has shown that the majority of the diverticula are of the 
false variety and that the mucosa is pushed through the muscularis in 
the region of the penetration of vessels. In sharp contrast to this pic- 
ture is that of the colon on section in cases of malignancy. The 
mucous membrane is destroyed. A deeply excavated area in the in- 
testinal wall exists with hardening of the tissue about it, and the 
lumen is irregularly compressed bj'’ the growth if not completely 
annular ; if annular, the opening is diminished as the growth increases, 
very similarly to the closing of the diaphragm in a camera. The intes- 
tine contains a sloughing, foul smelling, bloody material. In the 
cases (diverticulitis) reported, two were of the cecum, one in the 
vicinity of the ileocecal valve, and one at the beginning of the ascend- 
ing colon. 

I will again call attention to the statement and fact that operation 
does not predicate a clean bill of health from the disease as in one 
instance over fifty diverticula were demonstrated by me in five inches 
of a section of sigmoid removed for cancer, while in all the other 
patients in whom careful search was made numbers of diverticula 
were found not involved by inflammation. Two of my patients pre- 
viously recorded, having definite attacks and being operated upon 
the second time, are also nondeniable evidence of the possibilities of 
repeated attacks of this disease. A guarded prognosis as to recur- 
rence is naturally necessarjL These two make a 4 per cent record of 
repeated invasions in my series. Some of the earlier reports of long 
cures of cancer by resection must be taken less seriously at the present 
time and considered as diverticulitis cases. I can plead guilty to 
reporting one such patient, a female operated upon by me sixteen 
years ago, 1909, for obstruction supposedly due to carcinoma. The 
entire pelvis was filled with a hard nodular mass, no temperature and 
a complete obstruction existed. A sigmoidostomy was done. In the 
course of Iavo years all movements were by the rectum except slight 
leakage through the now contracted sigmoid anus. This patient is 
reported well and hearty as late as March, 1925. 

Prognoais . — In the acute cases with early operation the prognosis is 
good, while in the chronic with resection, it is equal to that of all 
ordinary large intestinal operations of approximately the same 
severity. 

Treatment . — The acute condition of the abdomen presents but one 
.'solution to me in all patients where no cardiac or renal contraindica- 
tion exists, and that is early operation. One should no more wait for 
resolution in an abdomen in the acute type of this disease than in an 
allied condition due to appendicitis, pus tubes, etc. 
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The habit that some operators fall into of waiting and iceboxing 
their patients in the acute abdominal cases maj^ bring about the 
occasional good result, but most frequently the results show the evi- 
dence of pernicious or ignorant delay or evidences of poor observa- 
tion. Personally I have never seen the bad results reported in not 
delaying operation for the acute pus tube any more than I have for 
the acute appendix eases or in ruptured tubal pregnancies, etc., and 
heartily condemn delay and applaud earl3’’ action of the surgical 
variety. Where one has the chronic type to contend with, no hurrj’' 
is demanded as these cases rarely become positively obstructed but 
often become partialty so. Here overactmty may be subjugated to 
treatment, dietetic, etc., and it has been shown that instead of a 
resection, at times an artificial anus proximal to the obstruction will 
Avork wonders in allowing absorption to take place in the thickened 
portion, so that eventually the channel has almost reached normalcy, 
whereas in other instances, resection of a portion will be necessary. 
This is frequently best done and with the lowest mortality of all 
operations b5'’ the Mikulicz procedure. 

End to end suture has a greater life hazard than the former opera- 
tion, while the side to side anastomosis type of operation is practiced 
only in certain cases. 

To return to the acute cases, we have several types to consider in 
the early acute state. In those cases in which mass formation has not 
occurred, attempts at repair of the perforation are in order and meet 
with great success; in the acute cases, where abscess exists, liberal 
drainage and attempts at repair are indicated when feasible, other- 
wise liberal drainage onty. 

A fair proportion of these tAvo varieties of cases after opei'ation 
may and will present a fistula for a feAv weeks or months. The fistula 
is invariabty a small caliber one and is easily taken care of and need 
cause no alarm, for healing is the rule. Several of my patients have 
gone about a fcAV Aveeks — one for four j-ears — and CA'entually all 
healed. During this time, i.e., betAveen the establishment and cure of 
the fistula, onty an occasional Ausit to the surgeon, to attend to gran- 
ulations, is necessary. 

In the acute variety, which is situated betAveen the plates of the 
peritoneum in the mesenterj^, it has been my custom for several years 
to split the peritoneum on both sides parallel to the vessels so that 
freer drainage Avill occur from the fat of the mesentery and that most 
vicious type of absorption, a retroperitoneal lymphatic, is diminished. 

SUMMARY 

Diverticulitis is a disease of the left loAver quadrant usualty, but 
may occur anj’^AAdiere along the length of the colon. 

It occurs chiefly in males betAveen forty and fifty j^ears of age, but 
attacks in children are reported also. 
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The patients are usually of the well-developed make-up, short, fat, 
and overweight. 

About one female to four or five males has this disease. 

All acute cases should be operated upon, although it is known that 
subsidence and cure of attacks occasionally takes place as in other 
infective processes. 

All chronic cases may be observed until obstructive symptoms show. 

The presence of diverticula in the intestine merits no greater atten- 
tion than does the existence of the appendix or gall bladder, except 
that there may be many diverticula, but there is only one appendix 
and one gall bladder; therefore, ordinarily the chance of acute diver- 
ticulitis would be greater, but clinical evidence shows that diverticulitis 
is by far rarer than disease of gall bladder or appendix. 

00 West FiFTY-SECONn Stiseet. {For discussion sec 'page GS2.) 


OVIDUCT INSUFFLATION, BASED ON A STUDY OF 400 CASES'* 
By a. J. Rongy, M.D., New York, N. Y. 

TNSUFFLATION of the oviducts is now utilized as a routine meas- 

ure to establish definitely their patency. Rubin and those who 
followed him have developed the technic of this procedure so that 
now it can be carried out safely in any well organized gynecologic 
office. 

I have not undertaken this examination in my office; the patients 
were referred to the hospital, because I felt that in case they re- 
quired emergency treatment it could best be given in a hospital. In 
some patients, even when the quantity of carbon dioxide used is small, 
tlie pain in the shoulder and the cramps in the abdomen may become 
so severe that it may be necessary to put them to bed. 

I do not consider the examination complete unless the patient is 
fluoroscoped, so that the gas can be visualized in the abdominal cav- 
ity. Tlie fluoroscopic examination not infrequently is tlie deciding 
factor. Occasionally the quantity of gas which escapes through the 
tubes is so small that it hardly pi-oduces any symptoms, but upon 
fluoroscopy gas is seen under the diaphragm. 

I usually make this examination about seven days after menstrua- 
tion, because at that time the genital tract is least congested and there 
is a greater chance for the gas to pa.ss through without causing 
disturbance. 

Pain and tenderness in the pelvic region are distinct contraindica- 
tions for this examination. Most of the complications which take 

•Il'-irS tit tlif Thirty-t'lphth Annunl of Uio ArinTlc/in AsHocIntlon of 
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place as a result of this procedure are in the main due to carelessness 
in the selection of cases. 

Patients who suffer from severe leucorrhea should be carefully 
cleansed, and if necessary the cervix should be aspirated before they 
are insufflated. 

Patients who suffer from extreme obesity and cardiac disease are 
not fit subjects for this examination, as they are likely to develop 
S3mcope, and their lives maj’’ be endangered. One of our patients de- 
veloped such severe sjmcope that we thought death was imminent. 

Extremely sensitive patients are best managed when given some 
sedative, preferably morphine, an horn’ or two before the examination. 

A negative result does not px-ove eonelusivelj’- that the oviducts are 
closed. Some patients develop a spasmodic condition of the uterus 
and tubes, which prevents the gas from passing through. Increasing 
the pressure of the gas does not relieve the condition ; on the contrarj’-, 
it is likely to produce greater spasm. 

The examination is best done in the semireeumbent position, for 
this obviates an extreme change in the position of the patient and the 
pain in the shoulder is therefore less sudden. 

The position of the uteims should alwaj'^s be ascertained first, so 
that the cannula maj’’ be propeidy directed. Patients who suffer from 
extreme retroversion may require a greater amount of pressure to 
overcome the resistance caused bj’’ the anomalous position. 

An assistant should listen with a stethoscope over the lower part 
of the abdomen, to asceiffain whether the gas is passing into the 
abdominal cavity, and also whether the gas is passing through one or 
both tubes. The passage of the gas through the tubes produces a 
characteristic sound, and one who is familiar with it seldom mistakes 
it. In patients -with intramural fibroids, involving one of the fallopian 
tubes, which one of the tubes is obstructed can usually be elicited by 
localizing the sound produced bj’' the escaping gas. 

Oviduct insufflation has helped to crj^stallize further our knowledge 
of stei’ility in women. We are now in a better position to discard the 
mechanical conception of sterility. The cutting operations on the 
cervix or the inseiffion of intracervical stem pessaries not onlj’’ fail to 
cure sterility, but I am certain that thej’- cause permanent sterility in 
a great number of patients. 

In this series, 182 women who suffered from primary stex-ility, had 
been subjected to some form of surgical operation, usually upon the 
cervix. Some had had plastic operation on the oviducts. I believe 
it cannot be emphasized too strong^ that operation upon the cervdcal 
canal seldonx cures sterility. It seems to me that the ixewer concep- 
tions of the etiology of primaiy sterilitj’’ would help to eliminate manj^ 
of the theories founded upon its xnechanical ox’igin. 

Formerlj", when we were gx’oping in the dark, there might have 
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been a justifiable reason in some cases to attempt to correct any ap- 
parent mechanical deformity of the cervix. Noav that the patency of 
the genital tract can be definitely established, there is surely no justi- 
fication for any operative procedure on the cervix in order to cure 
sterility. It seems paradoxical to ascribe the cause of sterility to 
mechanical obstruction of the uterine canal, when a No. 6 Holzman 
cannula can be introduced easily into the uterus. 

When the cervix is plugged by a profuse discharge, Avhich may act 
as a barrier to the passage of spermatozoa, it cannot be cured by 
cutting and stitching of the cervix. Such a pathologic condition re- 
quires a different form of treatment. We have now at our command 
a method of treatment, which practically cures endocervical infec- 
tions, without actual sui-gical interference. 

Oviduct insufflation very often aids in a more complete diagnosis, 
especially in deciding upon the plan of treatment, which is to be rec- 
ommended in fibroid tumors of the uterus. If upon the examination of 
these patients the fallopian tubes are found patent, they should not 
be advised to have the tumors removed; perhaps they may become 
pregnant. Excepted, however, are those patients in whom one is 
certain that a myomectomy can be performed without disturbing the 
continuity of the genital tract. If the oviducts are found closed and 
the tumors produce symptoms, they can safely be advised to have the 
growths removed, because the question of pregnancy can be entirely 
eliminated from consideration in such patients. 

Oviduct insufflation has helped to evaluate properly the plastic 
operations on the fallopian tubes for the cure of sterility. We have 
now the means of checking up the result of these operations. We can 
definitely ascertain whether the tubes remain patent subsequent to 
the operation. 

Plastic operations on the fallopian tubes for the cure of sterility 
have proved unsuccessful in the greater number of instances, al- 
though this may seem contrary to some of the more enthusiastic 
reports. We have followed our patients who had .such operations, 
vei’v closely, and with the exception of. three they remained sterile 
and upon examination the tubes were found closed. We also had 
occasion to examine a number of patients who had been operated 
upon by other gynecologist.s, and the results were found to be the 
same. 

Patients who for some reason have had a unilateral salpingectomy, 
especially those who have had one tube removed for extrauterine 
pregnancy, very often suffer from relative sterility. Formerly we 
could only surmise the reason for the sterility. Now we are able to 
establish definitely the cause of the sterility in some of those patients, 
for not infrequently the remaining tube is found closed. 

Insufllntion of the fallopian tubes i.s not of great value whore the 
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sterility is of constitutional origin. In nearly all of these eases the 
tubes are found patent; the gas passes through into the abdomen 
easily. It seems to me that, unless an old infection is suspected, it is 
hardly necessary to subject them to this examination. 

Patients who suffer from relative sterility should have the tubes 
tested for patency, because they may have had an insidious infection 
as a result of labor or miscarriage, which has caused the tubes to 
close, and it is well that this fact be definitely established. 

The usefulness of oviduct insufllation as a therapeutic measure, in 
either primary or relative sterility, is as yet conjectural. We had a 
number of patients who never menstruated after the examination, 
but we do not know whether these patients were pregnant at the time 
of the insufflation or where it was a mere coincidence that preg- 
nancy ensued. It seems logical, however, to assume that kinking of 
the tubes may be corrected by the forcible passage of gas through 
them. Again it is not reasonable to suppose that kinking may be 
present in both tubes. 

Insufflation of the tubes occasionally is of value during an opera- 
tion on the pelvic organs through the abdomen. At times it is diffi- 
cult to decide whether or not the tubes are patent. Under such cir- 
cumstances it is better to have the tubes insufflated than to try to 
establish patency by passing a fine probe through the fimbriated 
extremity. The introduction of any instrument, no matter how fine 
it may be, or even the passage of a silkworm gut thread through the 
tubal canal, is likely to traumatize some portion of the endothelial 
coat. The passing of gas is harmless and is readily seen by the 
naked eye. 

From December, 1920, to June, 1925, we did 400 oviduct insuffla- 
tions at the Lebanon Hospital under rigid aseptic precautions. I 
was assisted by my associates, either Dr. Eosenfeld or Dr. Goodfriend. 
Patients who suffered from cervical discharge were given preliminary 
treatment to diminish the leucorrhea. Seldom did we subject a pa- 
tient to this examination when a local infection was evident. 

The average age of the patients was 27.4 years, the youngest being 
22, the oldest 41 years of age. The average time of marriage was 
6.45 years. The average time of marriage in 257 cases, who suffered 
from primary sterility, was 4.3 years. The tubes were found patent 
in 225 eases. Thirty-three patients were reexamined, and in all but 
two cases the tubes were found closed. One was a woman who was 
sterile for eight years, and on the first examination the tubes were 
found closed ; she gave no evidence either clinically or by fiuoroscope 
of the gas having entered the abdominal cavity. Three months later 
she was reexamined and the tubes were found patent. She subse- 
quently became pregnant and gave birth to two children during a 
period of thirty-one months. We have no explanation to offer for 
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the different findings in the two examinations. The pressure used in 
both instances was about the same; in fact, it was somewhat less 
during the second examination. Most likely regeneration of the tubal 
structures took place and the points of obsti’uction along the canals 
disappeared. 

Ninety-nine patients who suffered from primary sterility had se- 
vere menstrual distui’bance ; the flow was scanty and of short dui’a- 
tion. They menstruated irregularlj’-, at intervals of from six to eight- 
een weeks. In all of these cases the tubes were found patent. This 
type of sterility is of constitutional origin. Whether the functional 
disturbance is in the genital organs, or the malfunction of the genital 
tract is only a local manifestation of a general constitutional disturb- 
ance, we as yet do not know. No form of medicinal treatment im- 
proves or cures this type of patient. The organic extracts proved to 
be valueless in the treatment of sterility. 

The average rise of the mercury column in patients whose tubes 
were open was 131. The average rise in patients in whom the tubes 
were closed was 197. We seldom allow the mercury column to rise 
above 220. 

We have as yet no means of knowing where the points of obstruc- 
tion are located. If the occlusion is at the middle or distal portion of 
the tube, too much pressure of the gas may tear the soft parts. There 
is less danger of trauma if the occlusion is at the cornua of the uterus. 

Occasionally pain may indicate the points of occlusion. If the 
maximum intensity of pain is in the inguinal regions, the probability 
is tliat occlusions are in the outer portions of the tubes. U the maxi- 
mum intensity of the pain is in the middle hypogastric region, the 
probability is that the occlusions are at the cornual ends of the uterus 
and the pain is caused by overdistention of the uterus. Whenever a 
patient complains of great pain in the inguinal regions, we never 
allow the iiressure to continue. 

In 142 iiatients the tubes were found closed. Thirl 3 ’^-three patients 
were reexamined, and in three the tubes found open. The majority 
of these patients .suffered from relative sterility and gave a historj’- of 
infection, which evidentlj' had developed insidiomsly as a re.sult of 
childbirth or miscaiTiage. In some of the patients tlie tubes were 
foxmd to be thickened; still, clinicallj-, tliey could not be classified as 
suffering from pj'osalpinx. 

Our .studj' of the relation of infection to sterilitj’ was greatlj' en- 
hanced In- the fact that a competent urologist was required to make a 
careful examination of the hn.sband before we instituted treatment of 
the wife. 

If is unfortunate that so many of the men had been pronounced 
cured of their gonorrheal infection and had been told that the\' could 
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marry -witli safety, -when sometime later definite evidence of an infec- 
tious process was easily demonstrated. 

Fourteen patients had been operated upon for ectopic pregnancy, 
and upon examination the remaining tube was found closed. This 
would seem to indicate that infection plays an important part in the 
etiology of extrauterine pregnanc 3 L It may be that the mechanical 
irritation produced by the blood clots in the pelvic cavity and the 
manipulation entailed in the operation cause a reaction in the pelvis 
which obliterates the lumen of the remaining tube. 

Three patients, in Avhom the oviducts were found closed, became 
pregnant subsequentljL Since then we are guarded in our prognosis. 
It is difficult to state whether it was spasm of the tubes which pre- 
vented the passing of gas or wliether actual obstruction existed, 
which disappeared later. 

Nine patients suffered from intramural fibroids of the uterus. The 
tumors must have interrupted the continuitj" of the genital canal and 
prevented the gas from passing through. 

Three patients wlio had been operated upon for suppurative appen- 
dicitis, the wounds having been drained, Avere found to have the 
tubes closed. The practice of some surgeons of inserting drain into 
the pelvis evidently produces sufficient reaction about the pelvic vis- 
cei’a to cause the closure of the tubal canals. Sui’geons must keep this 
fact in mind when operating for suppurative appendicitis in unmar- 
ried women. 

Patients who suffered from d3’'smenori’hea Avere not improA'ed by 
the oviduct insufflation. In this respect our experience does not coin- 
cide Avith the experience of those AAdio fovmd some of these patients 
suffering from less pain during menstruation as a result of this exam- 
ination. 

In tAVO patients, Avho had had plastic operations on the fallopian 
tubes for the cure of sterility, Ave attempted to insufflate the tubes 
during their conAmlescence. Our object Avas to prevent postoperative 
occlusions of the repaired tubes. We soon abandoned this procedure 
because it Avas annoAung to the patient. These patients Avere subse- 
quentlj’' insufflated and the tubes Avere found closed. 

COMPLICATIONS 

1. A severe infection in the right culdesac in a patient Avho had 
been operated upon for left salpingitis four years preAuouslj' and for 
pelvic adhesions tAvo j^ears later. She ran a febrile course for about 
six Aveeks, and finalty improA^ed AA'ithout surgical interference. 

2. Patient Avas tAventj'-six years old, married four years. The tubes 
Avere found patent. One Aveek later she began to complain of pain in 
the right side and loAver part of the abdomen. On examination a 
small mass Avas found in the right culdesac. The infective process 
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extended into the posterior parametrium. She ran a mild febrile 
course. She remained in the hospital four weeks. It Avould not be at 
all surprising if the infection caused an occlusion of the fallopian 
tubes in this patient. 

3. A posterior parametritis, causing severe pain in the lower part 
of the back, which subsided in about twelve days. 

4. Severe syncope in a case of relative sterility. The patient was 
short, stout, and short necked. The attack was so severe that we 
thought death was imminent. She rallied later and was able to go 
home. 

5. Syncope of a milder degree, which lasted about half an hour. 
We believe that syncope can be obviated when the quantity of gas 
used is small; also it is less likely to occur when carbon dioxide gas 
is used instead of oxygen. 

We know of two deaths which took place immediately following 
this examination. An autopsy was performed in one of the cases, but 
no definite cause could be established for the cause of death. 

Through the coui’tesy of Dr. L. M. Kahn, Attending Surgeon at 
Lebanon Hospital, I had the opportunity to see an extremely virulent 
infection of the pelvis, extending high into the abdomen, which had 
developed .shortly after the patient had been insufflated by a well- 
known obstetrician in this city. A great quantity of pus was evacu- 
ated through the posterior culdesac. She had a stormy convalescence, 
which lasted about four weeks. 

At one time we considered the possibility of carrying infection into 
the genital tract. We therefore took cultures of carbon dioxide gas 
from a cannula exactly as we would introduce the gas into a patient 
and found the cultures sterile. 

In conclusion we wish to state that we found oviduct insufflation 
of great diagnostic value in patients who suffered from relative ste- 
rility or in patients in whom we suspected a chronic pelvic infection. 
It is a safe procedure in properly selected eases. Indiscriminate ap- 
plication of it will lead to manj' complications. The practice, pur- 
.sued by many physician-s, of having this examination made in an 
x-ray laboratory cannot be too stronglj’- condemned. Oviduct insuf- 
flation .should be done by tlic experienced gynecologist only. 

{For discussion see page 085.) 


500 We.st E.sd AvK.vun. 



A STUDY OP END-RESULTS OP OPERATIONS POR UTERINE 
PROLAPSE AT THE WOMAN’S HOSPITAL, 1915-1925" 

By Edward Arthur Bullard, M.D., New York, N. Y. 

(Jvnior Attending Surgeon) 

T his paper is a comparative study of the end-results of the various 
operations for prolapse of the uterus done between 1915 and 1925 at 
the Woman’s Hospital. There were 361 cases in this series and the 
operations were performed by thirty different operators. Every patient 
had been examined by the surgeon who operated upon her or by some 
other member of the visiting staff at least once since her operation, and 
a large majority of them (about 90 per cent) have been observed sev- 
eral years in our Pollow-up Clinics. 

Though I have attempted to study only the results of the operative 
treatment of prolapse, it may be of casual interest to record that the 
major preoperative symptoms in this series were backache and dragging 
sensations in the pelvis; 58 per cent of the patients complained of the 
dragging sensations, and 54 per cent complained of backache. 

Table I 

Operations for Uterine Prolapse 


Watkins 77 

Bissell’s Resection of Uterus 12 

Mayo Vaginal Hysteiectoniy 50 

Vaginal Hysterectomy 74 

Vaginal Plastics Only 81 

Vag^inal and Abdominal Combined 5C 

Abdominal Only 7 

Emmet-Baldwin 4 


361 


T^vble II 


Degree of Prolapse by Decades 


age 

1st degree 

2nd degree 

3rd degree 

20-30 

9 

7 

4 

30-40 

45 

54 

13 

40-50 

47 

51 

27 

50-60 

26 

31 

23 

60-70 

6 

10 

8 

Totals 

133 

1.-53 

75 


It would be valuable, for the purpose of study, to have these eases 
accurately grouped according to the degree of the prolapse in each case, 
but this has been impossible. There seems to be no clean-cut and gen- 


'Read at a meeting of the Kew York Obstetrical Society, November 10, 1925. 
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erally accepted classification. Many designate the appearance of the 
cervix at or outside the ^oilva as “a complete uterine prolapse” or ”a 
complete procidentia of the uterus,” though there may in reality he very 
little actual descent of the uterus — only a marked elongation of the cer- 
vix. I maintain that the prolapse is complete only when the entire 
uterus is outside the vagina. There is confusion also as to whether pro- 
lapse and procidentia are sjmonymous. Many dictionaries consider 
them so. In Table II, I have classified as third degree only those cases 
with the entire uterus outside the vulva ; cervix outside and internal os 
at the vulva, I have called a second degree prolapse and any actual de- 
scent of the uterus less than the latter, a first degree prolapse. I suspect 
that some of my third degree ea.ses were really prolapse of the second 
degree, but the descriptions written by the surgeons compelled me to put 
them in the third degree classification. 

Table III 

Watkin.s Opeilvtion (77 Ca.ses) 

Cumplcte Success 

Success with minor defects or symptoms 


Bladder symptoms 
Slight cystocelc 
Moderate rectocelo 
Slight prolapse cen-ix 
Retroversion 


Complete Failure 


1, Immediate infection 

2. Recui-rPiit ))rolapse in 4 moiilhs 
Recurieiit jirolapso in 0 months 


(03.0%) 

(32.4%) 


]0 

o 

3 

2 

2 


4 !» 

2.'3 


(00.0%) 74 


25 


( 3.8%) 


77 


Tabu: IV 

Resectiox of Utep.u.s (Bissell) (12 Ca.ses) 


Complete Success (50.0%) 

Success with minor defects or symptoms (41.0%) 


(91.0%) 11 

Bladder sjauptoms 3 

Slight cy.stocelc 1 

Slight rcctocelo 1 


Complete Failuie 


Ci)m])lete reoperiifion needed in 2 months 


( 8.37c) ^ 

12 


An examination of the data on Watkins’ operation of vaginal inter- 
position of the uterus (Table 111) reveals that 6.3.6 per cent of thasc 
cases were complete successes in eveiy re.si)cet. I have classified 32.4 per 
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cent as successful also, but with minor defects or minor symptoms ; this 
gives a total of 96 per cent practically satisfaetoiy. A rather large 
group of these, though anatomically satisfactory, had some form of blad- 
der irritation, in most instances lasting a few months but in a few eases 
lasting several years. This forms a considerable objection to this opera- 
tion it would seem. Two eases had slight eystoceles recur; three had 
moderate rectoceles — certainly not to be blamed upon the ’Watldns’ tech- 
nic. Two uteri tore away and retroverted but vdthout recurrence of the 
prolapse, and two had very slight recurrent prolapse of the cervix. Of 
the failures, one resulted immediate^ from wound infection. In the 
second case, the uterus gradually pulled away, retroverted, and again 
prolapsed into the vulva in about four months. The third failure Avas 
similar to the second and perhaps due to the inexperience of the oper- 
ator, an interne. 

Referring to Table IV, I haA'^e classihed as a subheading under the 
Watkins’ operation Bissell’s resection of the uterus. This Avas an experi- 
mental procedure AAdiich excised the eeiwix and all but the lateral Avails 
of the body of the uterus and interposed these stumps betAvecn bladder 
and vagina. After doing a dozen or more of these, Dr. Bissell discon- 
tinued the operation. Prom Table IV, it Avill be seen that only 50 
per cent of these operations Avef e absolutely satisfactory ; one completely 
failed, and Dr. Bissell told me of numerous annoyances from necrosis 
of stumps, bladder irritability, etc., in others. 


Table V 

JIayo Opekation (50 Cases) 


Complete Success (76.0%) 38 

Success Avitli minor defects (IS.0%) 0 


(9-1.0%) 47 

Small eutcrocele S 

Small uvetlirocele 1 

9 

Complete Failure (6.0%) 3 


50 

1. Larp;e enterocele in 2 montlis 

2. Large enterocele in 6 months 

3. Large cystocele in 2 years 


Table V summarizes the Mayo operation. Of the.se operations 76 per 
cent Avere found to be perfect anatomically and symptomaticallj', and 
adding the 18 per cent having minor defects, 9-1 per cent Avere found to 
be Aurtually satisfactory. Nine cases had quite small enteroeeles giA'ing 
no annoyance and not needing operation. There Avere three failures (6 
per cent). One had a large cystocele Avhich sIoavIj^ developed for three 
years — the only one after a l\Iayo operation. The other two had large 
enteroeeles necessitating reoperation. One developed AAnthin two months 
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of the operation and the other in six months. Dr. George Gray Ward, 
the leading exponent of this operation, noting an occasional enterocele 
following the Mayo operation, developed and published, in 1921, an addi- 
tion to the original technic. After removing the uterus a high dissec- 
tion, ligation, and excision of the herniated pouch of Douglas is done 
and an obliteration of the culdesae by suturing together the uterosacral 
ligaments. Since adopting this improved technic, three very small en- 
teroceles have occurred which under observation (one for four years) 
have not enlarged and have given no trouble. One patient with large 
enterocele has been advised a reoperation. 


Table VI 

Vaginal Hysteuectomy (74 Cases) 


Complete Success 

(78.3%) 

58 

Success with minor defects 

(17.5%) 

13 


(95.8%) 

71 

Small enterocele 

5 


Small rectocele 

G 


Small cystocele 

2 

13 


Complete Failure 

( 4.0%) 

3 

74 

Enterocele in 2 to G months, surgeons 
quate repair of culdesae 

admitted inade- 



A survey of Table VI shows the figures for vaginal hysterectomy, usu- 
ally done here by the Bissell technic, T8.3 per cent entirely satisfactory, 
17.5 per cent virtually satisfactory ; a total of about 96 per cent. Exam- 
ining in detail the group with minor defects, we find that after this oper- 
ation, as after the Mayo operation, a few enteroceles occur. It is so dif- 
ficult to differentiate between high rectocele and enterocele in the early 
stage that some of these small rectoceles in this group may later on prove 
to be enteroceles. 

Concerning the three failures in this group the operators admitted 
taking insufficient pains with the fascial repair about the culdesae. Not 
one of these three cases were operated on by Dr. Bissell or by Dr, Goff, 
his associate, and the Bissell technic was probably not .skillfully carried 
out. 

The group entitled vaginal plastics only (Table VII) contains almost 
entirely patients with first and second degree prolap.se. None of them 
had the uterus removed. These prolapsed uteri were held up in most 
instances bj’ repairs of cystocele and of pelvic floor lacerations; a few 
patients had uterosacral ligament shortening, and a few had Alexan- 
droff’s shortening of the cardinal ligaments; 75.3 per cent were wholly 
satisfactory and 22.2 per cent practically so. This latter group consists 
01 10 cases with slight recurrence of cy.stocele and six eases with .slight 
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TABI.E VII 

Vaginal Plastic Operations (81 Cases) 

Complete Success (75.3%) G1 

Success with minor defects or symptoms (22.2%) 18 


Slight cystocele 
Slight rectocele 
Slight dysuria 


(97.5%) 79 

10 

6 

2 


Complete Failure 


18 

( 2.5%) 2 


81 

Causes undiscovered, both reoperated 


rectocele — none had any recurrence of prolapse of the uterus. There 
were two failures, both reoperated within a few months. One, in a pa- 
tient with a first degree prolapse, who had a simple repair of cystocele 
and perineum, the cervix amputated and the uterosacral ligaments sewed 
in front of it. She was an emaciated woman with loose kidneys, and had 
a complete recurrence in four months. The poor quality of her pelvic 
fasciae probably explains this failure. 

The causes of the second failure are uncertain. Perhaps the vesico- 
vaginal fascia near the cervix was not well tightened up in the repair 
of the cystocele; the long cervix should have been amputated, and the 
repair of her lacerated sphincter ani, though it did not suppurate, was 
inefficient. 

The next group, described as vaginal and abdominal operations com- 
bined (Table VIII) consists largely of eases of first degree prolapse. 
Here again the end-results are quite satisfactory; 76.7 per cent entirely 
successful and 16 per cent virtually so but with minor defects. This 
latter number consists of four cases of moderate recurrence of rectocele, 
two moderate cystoceles, two with slight prolapse of the uterus again, 
and one ndth occasional dysuria — ^no one of them needing another opera- 
tion. 


Table VIII 

Vaginal and Abdominal Combined (5G Cases) 


Complete Success (70.7%) 

Success with minor defects or sjTnptoms (10.0%) 


(92.7%) 

Moderate rectocele 4 

Moderate cystocele 2 

Slight prolapse of uterus 2 

Occasional dysuria 1 

9 

Complete Failure ( 7.1%) 


43 

9 


52 


4 


50 

Round ligament suspensions unsuitable for prolapse. 
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There were four failures in this list and all seem to have been from 
errors of judgment. Two of these patients were fifty years of age ; one 
had a second degree and the other a third degree prolapse of the uterus. 
Each had repairs of cystocele and perineum combined with ventral sus- 
pension, or G-illiam operation. That these latter two operations are un- 
suitable for uterine prolapse, I think will not he disputed. A third 
failure resulted from a similar error of judgment; namely, the employ- 
ment of an Alexander operation for the correction of a first degree pro- 
lapse. 

Table IX, abdominal operations for prolapse of the uterus, contains 
only seven cases. Obviously the gynecologist has little faith in any at- 
tempt to cure prolapse by the abdominal route. 

Table IX 

Abdomi.wvi, Opeuatiok.s (7 C\SE.S) 

Complete Succcsb (57.1%) 4 

Partial Success (14,3%) 1 

(71.4%) 5 

Slight prolapse 4 j'cars after fixation of uterus into 
abdominal wall 

Complete Failure (28.6%) 2 

7 

1, In 2 months after panhystcrectomy with suspension 

of vagina 

2. In 6 months after ventral fixation and Moschko- 

witz operation 


Only four of these seven cases are entirely cured. One patient whose 
uterus was fixed into the abdominal wall has an elongation of cervix and 
uterus requiring a pessary for comfort. Two of the seven aro failures. 
One had the entire uterus, and an enterocele outside the vulva (the fail- 
ure of a Watkins operation ten years before), and a troublesome 
umbilical hernia. The operator hoped to cure heniia, prolapsed uterus, 
and all by the abdominal route, — ^panhystereetomy, obliteration of 
Douglas’ culdcsac, and plication of cardinal ligaments. Prolapse of 
both vaginal walls began in two months and became rapidly woi’sc. 

The other failure was in a single woman with an inguinal hernia, and 
a second degree prolapse accompanied by an enterocele. As in the pre- 
vious case the operator hoped to cure them all through one abdominal 
incision. The culdcsac was obliterated by the Dloschkowitz operation, a 
ventral fixation of the uterus with linen, and repair of the hernia 
were done. In six months the ceiwix descended, later the uterus tore 
away leaving a ventral heniia, and at reoperation fifteen months later, 
the enterocele also had recurred. 

Only four Ernmct-Baldvin operations were traced (Table X) and all 
patients were cured — fine for seven years. 
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Table X 

Emmet-Baldwin Opekation (4 Cases) 

Complete Success (100.0%) 4 


T.\ble XI 


TiirE OF Recukrence of Anatomic Defects 


44% 


3 months 

28% 

within 

3- G months 

12% 

within 

G-12 months 

8% 

within 

1- 2 years 

4% 

within 

2- 3 years 

4% 

after 

3 years 


Note: 72% witliin G months. 

Table XII 


Successful Cases; Time Under Observation 


time 

NO. cases 

Under G months 

73 

6-12 months 

30 

1- 2 years 

74 

2- 3 years 

48 

3- 4 years 

32 

4- 5 years 

9 

5- G years 

8 

G- 9 years 

8 


Referring to Table XII, it will be seen that 73 of the successful cases 
of this series of 361 were followed up less than six months, that 30 others 
were observed from six months to one year, that 74 others were observed 
less than two yeai's, giving a total of 177 — about half of my whole series. 
However, inspection of Table XI shows that 72 per cent of the failures 
or anatomic defects appeared within six months of the operation, and 
that only 8 per cent of the total defects in the entire series occurred later 
than two years after operation. Failures of prolapse operations occur 
early. 

COMMENT 

It seems to me that the striking thing about this study of results of 
operations for uterine prolapse is that about 95 per cent of the eases are 
cured by vaginal plastic surgery. 

The vaginal plastic w'ork combined with ligament shortenings from 
above is satisfactory perhaps in cases of slight prolapse, but the 
careful fascial reconstruction by vagina undoubtedly is responsible for 
the success. 

The majority of the g 3 mecologists of today have long since ceased 
to attempt to cure descent of the uterus by anj' form of suspension 
or fixation bj’ the abdominal route. Careful reconstruction of the 
various planes of the pelvic fascia that have become attenuated, over- 
stretched, or torn is the q7ta 7i07i of the operative treatment of 
prolapse. 
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In our series, the Watkins operation has not been followed by entero- 
cele, but we have had a considerable percentage of cases with bladder 
symptoms. 

The Mayo operation has been extremely satisfactory except for an 
occasional enterocele. 

The vaginal hysterectomy by Bissell’s technic has been most satisfac- 
tory, hut unless perfectly done, and perhaps even then, may he followed 
by an occasional enterocele. 

47 East Fifty-seventh Street. (For discussion see page 688.) 


INFECTION OF THE ABDOMINAL INCISION, INCIDENCE IN 
FIVE HUNDRED GYNECOLOGIC LAPAROTOMIES^ 

By Catharine Macfarlane, M.D., F.A.C.S., Philadelphia, Pa, 

A RECENT review of the histories of five hundred laparotomies per- 
formed by my assistants and myself in the Woman’s Hospital and 
Woman’s College Hospital led to certain conclusions regarding the 
incidence of wound infection which seem to have some practical value. 

These operations were performed for gynecologic conditions in afebrile 
patients and ranged from exploratory laparotomy to panhysterectomy 
for cancer of the uterine fundus. They cover a period of twelve years 
at the Woman’s Hospital and three years at the Woman’s College Hos- 
pital. In this series of five hundred cases we have to report 35 infected 
Avounds, or 7 per cent. Of these 35 infections, 19 were superficial and 
16 Avere deep. 

Since the operations of the series extended OA'^er a considerable period 
of time they Avere performed Avith Amrying groups of operating room per- 
sonnel and under slightly different conditions of operating room technic. 
At one end of the series the hands of the operating team AA'ere disin- 
fected by alcohol and bichloride solution; at the other end, by alcohol 
alone. Throughout the series the patient’s .skin AA'as disinfected by 
tincture of iodine, and incision towels were used except in the earliest 
cases. It Avas gratifying to note that not only did the last half of the 
series shoAv fewer infected Avounds than the first half but that there 
Avas also a steady decline in the number of deep infections. There 
AA'ere six deep infections in the first hundred ca.ses and none in the last 
hundred. 

Upon investigating the final A'ariablc, the condition operated upon, 
Ave found that 17 of the 35 infected AA'ounds occurred in patients oper- 
ated upon for pelvic inflammatory di.sease. In 113 such cases Avound 
infection occurred in 17, or in 15 per cent. Six of these infected 
wounds folloAvcd gross contamination Avith pus from rupture of tubo- 


at a rno^tlntr nf tJir: Ob’^tftrlc.al Koc!''ty of rhilndclphla, EJecornbfr 3, J92G. 
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ovarian abscesses during operation, while 11 occurred without such 
obvious contamination. It happened that our series included prac- 
tically the same number of supravaginal h 3 ^ste^ectomies for fibroid 
tumors of the uterus and in these 112 cases, wound infection occurred 
only 6 times or in about 5 per cent. Since the duration of the opera- 
tion and the traumatism to the abdominal wall were probably about 
the same in these two groups of cases, we may conclude that the pre- 
ponderance of infected wounds in the pelvic inflammatory cases Avas 
due to the nature of the condition operated upon. 

We believe in operating for pelvic inflammatoiy disease in the 
chronic stage and, in cases under ob.serA’ation from the start, make it 



Pig-. 1. — Infected cases per 100 operations 
Deep Infections per 100 operations 


a rule not to operate until the temperature has been below 100° for 
five weeks. Sometimes our patients disappear during the long interval 
of Avaiting, but on the AA’hole this arbitraiw rule lias proved very satis- 
factory. We have never regretted following it, As-e have occasionalh- 
regretted not folloAving it. WhencA’-er we liaA'e been persuaded by some 
impatient individual to operate after onh* tAvo or three Aveeks of nor- 
mal temperature, deep infection of the abdominal incision has been the 
result. The majority of these patients are not under obserA'ation from 
the start, hoAvever, but present them.selAms in the out-patient depart- 
ment at A^aiying interA'als after a primary or recui'rent attack. While 
afebrile when admitted, the.v may not haA'e been afebrile very long. 
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and it is probable that Ave often operate upon them in the presence o 
a still active infection. In separating the adherent appendages fror 
the bacteria-laden boAvel, we may be stirring the embers of a smoulder 
ing fire and may bring to the closure of the incision gloves contami 
nated with organisms Avliich the poorly resistant fat cannot Avithstand 

Led to conclude that every operation for pehuc inflammatory dis 
ease is conducted in a potentially infectious field, the practical question 
arose: Would it be possible to diminish our percentage of Avound ir 
factions in this group of cases by repeating some of our preoperativ 
antiseptic precautions before closing the AA^ound? In the attempt t 
ansAver this question we are noAv taking the folloArdng precautions be 
fore closure: 

Soiled incision towels are removed. 

The operating team remove their soiled gloves, rinse their hands in alcohol, 
dry them, and put on fresh gloves. 

Fresh incision towels are applied and the incision is closed with fresh 
instruments. 

After closing the fascia, its upper surface, the fat and skin edges are 
painted with tincture of iodine, 3 per cent. 

So far Ave have carried out these precautions in ten operations fo 
pelvic inflammatory disease and have had superficial infection of tli 
Avound in tAvo cases. We hope that a large series of cases Avill x>rovi 
these precautions to be Avorth Avhile and that a diminution in our in 
cidence of Avound infections Avill result. 

CONCLUSIONS 

1. Incidence of Avouiid infection in five hundred gynecologic lapar 
otomies, 7 per cent. 

2. Incidence of Avound infection in 113 operations for pelvic inflam 
matory disease included in the aboA'^e series, 15 per cent. 

3. Advisability of attempting to lessen the incidence of Avound in 
fection in tlie iiehlc inflammatory cases bj’ repeating tlie preoperativa 
antiseptic precautions before clo.sing tJie Avound. 

4. Tliis lias been done so far in ten cases Avith tAA'o superficial in 
feet ions. 


701 Medicai. Ar.T.s Beu.ni.N'n. 


(For diacitssion sec page G92.) 


BLOOD PRESSURE AND URINARY FINDINGS IN 100 CASES 
OF NORMAL PREGNANCIES^ 

By Francis Ashley Faugiit, il.D., Philadelphia, Pa. 

TF we accept the teaching that .systolic blood pressure readings of 
A more than 130 mni. are abnormal, and that systolic readings above 
this indicate impending danger, and if ve believe, as it is commonly 
taught, that the presence of albumin, easts and red blood cells in the 
urine, with or without systolic elevation, indicates kidney deficiency, 
then all signs fail during pregnancy, and we must readjust our values 
to conform with everyday findings. 

From a careful analysis of the cases contributing to this study it 
would appear that some means other than periodic blood pressure 
observations and urinalyses mu.st become a part of our jirenatal routine, 
at least, in those cases which present unusual systolic blood pressure 
elevation and urinaiy abnormalities. Otherwise, depending on our 
individual valuation of these variations, we may either under- or over- 
estimate the significance of the findings. 

The data which follow are based upon a critical analysis of the 
periodic blood pressure and urinary findings in 100 cases of normal 
pregnancy observed in private practice. i\Iost of these patients Avere 
studied from the third month on, a feAv as early as the beginning of 
the fifth Aveek. All have been folloAved subsequent to their discharge, 
and it is knoAA’u that there did not dcA'elop, subsequent to delivery, 
permanent damage to the cardioA-ascular or renal .systems. Their ages 
ranged betAA’een eighteen and forty-one years. Several Avere observed 
during more than one jiregnancy, but no classification is made in this 
study except to separate the primiparae from the multijiarae; these 
were, as it happened, about equally dh'ided. 

The term normal pregnancy is used adA'isedly, as I have not re- 
stricted this term to cases in Avhich hypertension and urinary abnor- 
malities did not occur, but have included all those in Avhich these A'ari- 
ations Avere found unassoeiated A\'ith evidences of toxemia and in Avhom 
pregnancy terminated in a normal delivery and puerperium. 

There AA-ere made in this series 600 blood pressure obserA’ations and 
675 urinalyses. Of the 675 urinalyse.s, 309 or 44.1 per cent shoAved 
albumin, alone or Avith other urinary abnormalities. Of the total 
primiparae 12 per cent Avent through their pregnancy Avithout finding 
albumin in urine, Avhile 7 per cent shoAved albumin in all their urine 
examinations. Of the multiparae 30 jier cent shoAA-ed no albumin and 

•Read by invitation before the Obstetrical Society of Philadelphia. Thursday eve- 
ninp, Hecembor 3. 1023. - ^ 
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5 per eent always had albumin in demonstrable quantity in their 
urine. 

By months, the percentage of cases showing albumin in primipara 
and in multipara was as follows: 

MONTH PRIMIPARA JIULTIPARA 


% % 

12 0 

2 5 3 

3 8 8 

4 12 11 

5 15 8 

G 21 17 

7 21 15 

8 30 18 

9 29 21 


From this tabulation it will be seen that albuminuria occurs with 
slightly greater frequency in primiparae than in multiparae. 

Pursuing the analj^sis further I present the following tables showing 
the percentage occurrence by months in multiparae and primiparae of 
albumin and casts, I; of albumin, casts and red blood cells, II ,* of 
glucose, III; and of indican, IV. 

I II. Percentage, Albumin, Casts anb 


I. Percentage, Albumin 

AND Casts 


Red Blood 

Cells 

MONTH 

primipara 

multipara 

MONTH 

PRIMIPARA 

MULTIPARA 


% 

% 


% 

% 

1 

1 

0 

1 

1 

0 

2 

o 

w 

0 

2 

0 

1 

3 

0 

0 

3 

0 

3 

4 

1 

2 

4 

3 

2 

5 

2 

0 

5 

5 

4 

G 

4 

1 

G 

4 

7 

7 

O 

1 

7 

7 

5 

S 

4 

0 

8 

G 

4 

9 

O 

3 

9 

4 

3 

III. 

Percentage, Glucose I 

IV. 

Percentage, 

, iNDICAN 

MONTH 

PRIMIPARA 

MULTIPARA 

MONTH 

PRIMIPARA 

MULTIPARA 



% 


% 


1 

0 

0 

1 

0 

0 


0 

0 

i o 

o 

0 

O 

tp 

0 

0 

3 

5 

3 

4 

1 

2 

4 

0 

5 

.5 

1 

2 

5 

o 

7 

G 

.3 

2 

G 

9 

3 

7 

•> 

4 

7 

5 

7 

S 

5 

A 

8 

7 

5 

0 

<) 

o 

9 

7 

3 


It will be seen that glyco'^uria is not unusual during pregnancy, oc- 
currln" in 4.3 per cent of all .speeiincns cNamined, being present most 
frequently in the .sixlli, .seventh, and eighth months. The percentage 
of gluco-^e mot was rarely over 1,5 per eent, the highest being 4.7 per 
pf'nt. occurring' once. Twenty-four-hour collections were made when- 
ovt-r po-<ihIe in dKcrmininu: these percentages. Only one case pre- 
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sentecl difficulty iu eliminating sugar from the urine, and in no case 
was it found necessary to use insulin. One patient showed glucose in 
each of two successive pregnancies. Two patients showed no glucose 
in their first pregnanej’", but did show it in their second. One patient 
with glycosuria during first pregnancj'- did not develop this complica- 
tion in her second. 

The average systolic pressure encountered at the time sugar was 
found in the urine was 121 mm., diastolic pressure 70 mm., pulse 
pressure 51 mm., as compared with the average in normal cases of 117 
mm. systolic; 65 mm. diastolic; and 52 mm. pulse pressure. Tlie high- 
est systolic pressure met with glycosuria was 180 mm., and the lowest 
systolic pressure 90 mm. 

The incidence of indican was slightl}" greater than glucose, occur- 
ring in 11.1 per cent of all specimens examined, frequently in con- 
junction vdth glucose. Primiparae show a slightly greater tendency 
to develop indicanuria, where in the sixth month, it was present in 9 
per cent of all specimens examined. Tiie highest systolic pressure met 
in the presence of indiean was 160 ram., and the lowest s 3 'stolic pres- 
sure 90 mm. 

The following table shows tlie extremes of systolic pressure met in 
this series in conjunction with normal and abnormal urinaiy findings. 


MM. JIM. 


A In presence of normal urine 150 80 

B In presence of albumin 100 90 

C In presence of albumin and casts 150 90 

D In presence of albumin casts and cells 1G5 110 

E In presence of glucose ISO 90 

F In presence of indican 100 90 


For the reason that man}’- pregnant w’omen do not present themselves 
during the early months of pregnancy, the readings involved are com- 
paratively few; therefore these figures are open to some question. In 
the remaining months the averages are based upon a sufficient number 
of observations to insure reasonable accuracy. 

It will be noted that there is comparatively little variation in the 
monthly averages, all of Avhich are within the recognized normal limits 
of blood pressure, except the fir.st month (135 ram. Hg.) in patients 
showing albumin, casts and red blood cells, and in the last two months of 
patients shoAving albumin and casts. There is a slight .systolic fall in 
most cases during the middle months. 

The pulse pressures are quite uniform, although .slightly larger than 
those considered usual in normal subjects. They are not noticeably 
affected by various urinary abnormalities, as compared AA’ith the above. 
It AA’ill be seen from Table V that individual elevations in systolic 
pressure are comparattyely frequent, occurring 98 times, or in 11.5 
per cent, of all cases. 
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V. Number and Percentage op Cases, by Months, Showing Systolic Blood 

Pressure Over 130 mm. Hg. 


MONTHS 

CASES 

TERCENTAGE 

1 

4 

66 

2 

9 

33 

3 

5 

9 

4 

9 

14 

5 

9 

10 

G 

10 

11 

7 

11 

10 

S 

22 

23 

9 

19 

23 

Average — 

98 

11.5 


SUMJIARY 

1. There is practically no difference in the average blood pressure 
values in the primipara, as compared with the multipara. 

2. There is slightly greater tendency for primiparae to show urinary 
abnormalities, which, however, does not appear to have any great sig- 
nificance. 

3. We may expect to find a high incidence of albumin in the urine 
of pregnant patients, associated in many instances with casts and red 
blood cells. 

4. The influence of these abnormalities on the average blood pressure 
findings is insignificant and well within recognized normal variations, 

5. The persistent occurrence of albumin and other urinary abnor- 
malities usually has little significance. 

6. Individuals, not infrecpiently, show marked abnormal variations 
in systolic pressure, both below and above the normal limits, the oc- 
currence of which does not necessarily indicate impending grave meta- 
bolic disturbances or toxic state.s. 

7. Tlie occurrence of glucose and indican as complicating factors 
during pregnancy must be taken into consideration since their in- 
cidence is comparatively frecpient, and may be associated with com- 
])aratively great blood pressure abnormalities in the individual case. 

8. Tlieir significance and effect upon tlie pregnant woman is prob- 
alily no greater tlian the otlier urinary abnormalities. 

n. The mere elevation of sy.stolic blood pressure does not indicate 
tlie approach of grave com})lications unless persistent, under which 
condition further light sliould be sought by a .study of tlie blood for 
the detection of nitrogen retention and disturbance in the CO^ com- 
bining power of the blood. 


.'if'fic, Si’IUTR Strelt. 


(For Juni.i.sio;!, .‘.(c par/c G ' Xi .) 



THE PASSIVE HYPEREMIA TREATxMEXT OF CHRONIC 

CERVICITIS 


By G. L. Moexch, M.D., New York, N. Y. 

(Aftsi. Prof, of Gynecology, 2fcio Torh Fost-GraAnatc Medical School and Hospital) 

T he best form of treatment for chronic cervical inflammation is 
still much in disimte despite all of the work constantly bein" done 
in this field. Furthermore, it seems to me that, with tlie varied mor- 
phology of this region, no one best method of treatment can ever he 
e.stahli.shed. Treatment must vary witli tlie pathology found in each 
individual case, and often a combination of various methods of treat- 
ment may he necessary to aeeompli.sh tlie desired result. In general, 
we can classify the various forms of treatment devised for cervicitis 
under the following five main headings, under which I will also con- 
sider their various advantages and drawbacks; (1) chemical treat- 
ment; (2) surgical treatment; (3) cautery; (4) radium and (5) pas- 
sive hyperemia. 

1. Chemical Trcaimevt. — Douche.s, he they boric acid, potassium per- 
manganate, bichloride of mereuiy, or other more or less similar suh- 
stance.s, are in mo.st instances of no avail in chronic cervieilis. Topical 
applications, iodine, Churchill’s tincture, ichthyol, silver nitrate, alcohol 
injections, mercurochrome, acriflavine, argyrol, protargol, etc., are of 
use only in the very mildest cases, if at all. Other forms of treatment, 
.such as HoUender’s^ bismuth paste injections, are not much better, and 
some, as, for example, the use of .strong phenol or zinc chloride solu- 
tions, or Strohell’s- method of using inire potassium hydroxide are not 
without danger. 

As an adjutant to other forms of treatiuent, liowever, chemical meas- 
ures may play an important I’ole in the treatment of chronic cervicitis. 

2. Surgical Trcatmcni . — For hypertTophic or cystic cervices or espe- 
cially inflamed lacerated cervices with ectropion, surgery is probably the 
best form of treatment. The surgical ju'oceclure, however, must be 
adecpiate. The curette alone is wor.se than usele.ss. The preferred 
procedure here is either Schroeder’s or Sturmdorf’s^ excellent opera- 
tion or some modification of either. Amputations of the cervix are 
also much employed. At the same time one must remember that 
surgery cannot possibly remove all the infected tissue in chronic cer- 
vicitis, wrongly called endocervicitis, ns the inflammation extends 
through the entire thickue.ss of the cervix. This fact can be proved by 
the microscope. Surgery also has the added drawback that one oper- 
ates in an inflamed ai-ea, and .secondary infection and hemorrhages 
may and do occur. Again, amputations of the cervix, if done high 

ar.r 
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enough to eradicate the infection may cause abortions later on. Heine- 
berg^ quotes Leonard in saying that 55 per cent of all pregnancies fol- 
lowing high amputations of the cervix end prematurely. Finally, cut- 
ting off inflamed tissue can, after all, hardly he called “treatment.” 

3. Cautery . — The cautery treatment of chronic cervicitis has many 
advocates. It certainly achieves good results in many cases. At the 
same time one must consider the action of the cauter}’-; if it is done 
only superficially or with a fine nasal eauterj^ as Dickinson^ recom- 
mended, the improvement of the lesion is due to the resulting hyperemic 
reaction. If, however, the cauterization is extensive and deep, it is 
open to the same objections as surgery, inasmuch as burning off tissue 
is not any better than cutting it off as far as the term “treatment” 
goes. The cautery may also cause sear tissue shrinking and stenosis of 
the cervical canal. 

4. Radium. — Curtis** claims to have cured eighty-seven out of one 
hundred and four cases of chronic cervicitis noth radium. We tried 
radium on a number of cases at the Post-Graduate Hospital, on Dr, 
Furniss’ service, without any results at all, 

5. Passive Hyperemia . — About three years ago, before I had seen 
anj'- of Van Doren Young’s’’ work or his apparatus, I started using 
passive hyperemia for the chronically inflamed cervix wth much dis- 
charge and more or less erosion. Since that time we have used the 
method on H. D. Furniss’ service in the clinic with gratifying results. 
Of course not all cases were treated in this way. Lacerated cervices 
were opei’ated upon, cysts were usuallj’" punctured with a fine cautery, 
and, as an aid to the passive hyperemia, Ave used 25 per cent argjTol 
.solution, whieii we found by repeated trials to give the best results. 

I believe that the only real “treatment” of cervicitis is by means of 
passh^e hyperemia. It is known that passive edema kills bacteria; it 
also stimulates fibrops tissue, lessens pain by reducing inflammation 
irritating nerve endings, and dissolves pathologic products; that is, 
all the necessar}’^ requirements of treatment are furnished by the pas- 
sive hyperemia. 

The apparatus which I evolved and had made in dilTerent sizes by a gla.ss 
blower* is shown by Fig. l‘A. Two pieces of rubber tubing with a stopcock 
lictwccn them were attached to the glass tube and connected either to a big syringe 
(2o0 C.C. Bigelow bladder syringe) or an electric negative pressure pump. Wc 
found that about lo inches of negative pressure was mo.st desirable. The method 
of treatment was as follow.s: The tube was applied througli a bivalve speculum 
over the cervix, the largest size that would pass being used. The air was now 
exhausted and the tube left on for about three minutes (this varied with the 

verity of the case). In the beginning, some cases liad slight hemorrhages fol- 
iov.ing the aijplication of the suction ijibc for five minutes, go that v.-c later reduced 
?he lime to the above-rncntiorifd three minutes for most cases. After three minutes, 
the tube WOK removed and the pu= and mucus wiped away, or, if necessary, .sucked 
fuit with the pump through a small e.'mnula. Generally, after the application of the 

.r- S^fin. m Wililam Nev,- York City. 
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suction tube, the mucus would come away very easily iii contradistinction to the 
tenacity with which it usually clings to the cervical canal. After the cer\-i.x was 
cleansed, the tube was reapplied and about one dram of 25 per cent argj-rol solu- 
tion was allowed to flow in through the funnel of the tube without lotting in any 
air. The small loss of vacuum was now made up by additional negative pressure. 
The tube was left on again for about two to three minutes and kept tilted up so 
that the argyrol covered the ceirix. Then, with the tube tilted up, the air was 
allowed to rush in by opening the funnel stopcock. The reason for this procedure 
was based on the following considerations. The mucus and pus arc squeezed out 
of the cervical glands and canal by the hyperemic congestion and swelling of the 
cervix which squeezes together the gland and canal walls. If the pressure is now 
released, air will rush back as the rem'x shrinks, because of the los^ of vacuum. 




If, however, air is not available because argyrol completely covers the cervical os, 
the argyrol will be sucked up. After the treatment the cervical canal in our cases 
ceitainly .showed argyrol in it. 

The question is now which cases can be treated with benefit by passive 
hyperemia and which cannot. Tliere is some discrepancy among authors 
on this subject. On looldng through the literature after I had designed 
my apparatus, I found various types of tubes liad been used for a num- 
ber of diflercnt lesions of the female genital tract. One of these is shown 
in Fig. 1-B. A ring clamp was used to hold the cover onto the speculum 
after it had been placed over the cervix. This instrument Avas devised 
by Schindler® and used to treat uterine and adnexal inflammation. 
Iv. iMayer^ modified the above speculum by putting two nozzles on the 
cover and leaving ofi the one on the speculum itself, ilayer used this 
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speculum for tlie same conditions as Schindler. Even before this, how- 
ever, (1905) Rudolph, Eversmann and Bauer^® have used passive lij’^per- 
emia of the cervix for amenorrhea, infantile uteri, endometritis, para- 
metritis and sterility. All three authors considered iiregnancy and acute 
inflammation the only two contraindications to the method. Matzen- 
hauer and Weitgasser^^ used .suction in cases of cervical discharge and 
especially chronic gonorrhea. Pernhoff^” used suction in chronic cer- 
vicitis. lie claimed benefit also in cases of atrophy and hypoplasia of 
the uterus. He expressly stated, however, that no ease with any chronic 
inflammation of the adnexa should be treated with passive hyperemia. 
Van Doren Young'^ used passive hyperemia for chronic cervicitis, cir- 
culatory stasis due to subinvolution or malposition or both, also in 
hypertrophic endometria, periadnexitis, amenorrhea (not due to preg- 
nancy), dyspareunia, sterility, etc. He considered malignancy and 
pregnancy as the only two contraindications. Van Doren Young used 
intermittent hyperemia, claiming that the repeated breaks in the 
vacuum caused stimulation of the muscles of the uterus, which sounds 
logical. Di Palma presented a very ingeniously devised instrument at 
the New York Aeademj" of Medicine last year. This instrument com- 
bines suction, irrigation and the ai:)plication of medicated solutions, but 
I believe it is not without danger, because there is no real assurance 
that the irrigating fluid will not enter the uterus and the tubes. Di 
Palma himself reported no untoward results of any kind, but I believe 
that his work was done mainly on patients with tubes closed by chronic 
salpingitis. 

If we now compare the Avork of the various men just cited, Ave see 
that the contraindications given by one man are not recognized by an- 
other, and, at times, are even made indications for treatment. 

At tlie XcAv York Post-Graduate Hospital Ave liave not used passive 
liyperemia in any acute infections of the female genital tract or in 
malignancy or suspected malignancy or in jiregnancy or suspected 
jmegnancy. At time.s Avhen passiA'c liyperemia treatment of the cervix 
Avas used in cases of cervicitis, complicated by chronic peri- and para- 
metritis. a .slight temporary incrca.se of pain occurred, but this soon 
abated and general improA'cment folIoAix’d. As a result, avc did not 
consider ehi'onic adnexal inflammations as a contraindication to the 
.suction treatment. 

('Jinical RcshH.h. — Altogether, avc liavc used tiie .suction treatment of 
the cervix on over (avo hundred Avomen Avitii very good results in most 
instances, and im])ro\'emcnt in every case, Avith the exception of about 
six. Tlie latter had abundant thin purulent discliarges and hyiier- 
trojdiic cervices and, Avitli one exception. Avere not regular in attendance, 
Wi- noAv reach Avhat is, jierhaps. the only drawback to the jiassive hyper- 
ciuia treatment : It reijuircs linn* and ]»aticncc. Generally tAvo to three 
months of regular attendance two to three times a week Avere necessary 
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to cure a severely infected cervix. Improvement vas, liovcver, often 
seen even after two or three treatmenls. It was surprising how mucli 
mucus could be expressed at the first treatment from what had at 
first appeared only as a mildly inflamed cervix. After two or three 
treatments, generally, veiy little mucus was left. The most .surprising 
result we had was our first case. This patient had had di.seharge and 
pains in the back for ten years (since birth of last child) ; the physical 
findings showed marked chronic cervicitis, with erosion and much dis- 
charge, bilateral salpingo-oophoritis, prolapsed enlarged left ovary, and 
posterior parametritis. Eight treatments at biweekly intervals, com- 
bining passive hyperemia and 25 per cent argyrol, cured this patient 
completely after she had been otherwise treated by various physicians 
for years. When last seen, one year afler cessation of all treatment, 
the woman was .still well. Some other patients did almost as well, five 
or six weeks being sufficient to cure them.^ A number of patients, 
wlio had not been pregnant in years, conceived shortly after the cer- 
vical lesions had been cleared up.''"" 

In order to have controls, we at fii’st ran parallel groups of patients, 
t.reating one group with suction and 25 per cent argyrol as described, 
another Avith suction and topical applications of argyrol. a third Avith 
argyrol only, a fourth Avith suction only, ami a fifth Avith various other 
medicaments. In all ca.ses the fir.st group of patients did be.st. 

In tAventy-five of the jiatients Ave made smears and cultures of the 
cerAUces at short interA-als. In most cases the bacteria Avould decrease 
AAuth the subsidence of the inflammation, but sometimes many bacteria 
AA’ould be present in an only slightly inflamed cervix, A\-heroas a marked 
cerA'ieitis shoAved very fcAV, Despite the fact that special gonococcus 
culture media Avere u.sed in aU cases, in addition to the routine media, 
Ave AA’cre never able to groAv any gonococci. 
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THE CONDUCT OP LABOR AFTER CESAREAN SECTION" 

By Addley H. Gladden, Jr., M.D., P.A.C.S., New Orleans, La. 

I N Touro Infirmary there were but two cesarean sections done for 
eclampsia in 1924, which seems to prove that the conservative treat- 
ment of this condition will markedly decrease the number of such 
cases presenting themselves for delivery in subsequent pregnancies. 
The same rate of decrease is noted in abdominal delivery for such con- 
ditions as placenta previa, face and brow presentations, etc., and it is 
probable in the future that the main field for cesarean section will be 
in contracted pelvis. As such cases, of necessit}’-, should always be 
delivered abdominally, we may eliminate them from further discussion 
at this time. 

There are but two methods by which to deliver a case on which 
a cesarean section has formerly been done; another abdominal section, 
or an attempted labor with delivery b}'^ natural channels. In either 
method there is danger, and some authorities consider that the latter 
offers the more risk. In fact Newell, while admitting the possibility 
of safe delivery in the natural manner, believes tlm risk is so great 
that lie inclines to the doctrine, “Once a cesarean, always a cesarean,” 
and accordingly advises all cases which consult him to submit to opera- 
tive delivery again. In the same connection he gives tlie incidence of 
ruptured cesarean section sears as 2 to 3 per cent. 

In earlier years the rupture of these scars was frequent, due to the 
ineffective methods of suturing in vogiie. Since the adoption of the 
Sanger method of suturing in tier.s, however, tlie incidence of rupture 
lias greatly decreased. From 1882 to 1895 Sanger collected a series of 
500 cases without a rupture, and from 1895 to 1911 but 40 cases of 
rupture were reported. In an investigation covering the last five years 
I could find but two instances of ruptured scar at Touro Infirmary and 
only one inslance at Charity Hospital, while during the same period 
there were delivei’ed 3,096 women at Touro Infirmary and 5,555 w'omen 
at Charity Hospital. It is interesting to note that the Charitj' Ho.spital 
case ruptured twice. The fir.st rupture occurred when she was seven 
month.s pregnant, at which time laparotomy was promptly done and the 
uterine scar excised; a prompt recovery ensued. A year later the .scar 
again ruptured at full term. Hysterectomy was done at this time, and 
an uneventful recovery followed. The outcome of such accidents, how- 
ever, is not always so fortunate. 

The strength of the uterine .scar .seems to depend primarily upon the 
nmtliod of closure of the uterine incision ; if this is done correctly and 

•U'-na n.t n. n5‘-<tin»r of th" Now Orlo.Tn.*! Gynocoloclcjil nn'I Ob'Uftrlc.il ScK'loty. 
Di-cotnbor 10. 152.'. 
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there is no subsequent infection, the sear -will he able to withstand 
the strain of pregnancy and labor. Experiments have been made by 
attaching %Yeights to a section of a uterine wall containing a scar, and 
it was found that rupture usually look place in the muscle, or else 
began in the scar and extended through the musculature at the side 
of the sear. 

The transverse fundal scar seems to have had more than ils share 
of ruptures, in view of the fact that this t.vpe of operation is done 
much less frequentlj^ than the cla.ssical operation. Within the last few 
years the low cervical incision has been advocated because of its de- 
creased chances of rupture. As a general thing we maj’ .say that if the 
uterus is properly sutured in tiers and the convalescence is afebrile, 
primary healing has probably taken place, but Ave must admit that the 
scar is an unknown factor in all eases. 

In their recent textbooks Williams, DeLee and Polak have failed 
to discuss the handling of eases formerly delivered by cesarean section, 
and this omission, it seems to me, should be rectified in future editions, 
in vicAV of the problems Avhich such eases ordinarily present to the 
inexperienced practitioner. 

I have been able to collect a small scries of 21 eases of subsequent 
pregnancies folloAving cesarean sections done for other causes than 
the absolute one of contracted pelvis. Of these six Avere later delivered 
by repeated cesarean, AA'ith Iavo deaths, and fifteen Avere alloAved to 
go into labor, three of Avhieli ruptured, AA'ith a fatal terminal ion in tAVO 
instances. The other tAveh^e Avere deliA^ered by tlie vaginal route bj' breech 
extraction or mid or Ioav forceps. It is only fair to slate, hoAvever, 
that tAVO of these cases Avere admitted after the rupture had taken 
place and had not been carefully supervised during pregnancy and 
labor. It is also AA'orthy of note that one of tlie tAVclve patients has 
delivered five times Iia' the natural route since lier first delivery by 
cesarean section. 

Recently a patient of mine, tAA’enty-eight years of age, avIjo had liad 
a cesarean section ten years before for eclampsia, developed pre- 
eclampsia at eight months, lier condition becoming progressively Avorse 
in spite of intensive ti'eatment. When her blood pressure had readied 
170/100 and her albumin 25 per cent, labor Avas induced Avith one of 
the lai'ger Voorhees’ bags. Her pains Avere controlled by morphia and 
niti-ous oxide anesthesia. When the bag AA'as expelled, the membranes 
AA'ere ruptured, and AA'hen the head had reached the raidplane, forceps 
AA-as applied, ethylene being used for complete relaxation. A liA-e baby 
Avas delivered Avithout cpisiotomy. The albumin disappeared entirely 
Avithin four days, the blood pressure dropped to normal shortly, and 
convalescence Avas uncA'cntful. The baby is thriving. There Avas no 
difficulty in this particular case, but it should be emphasized that each 
of thc.se patients should be considered as an indiA'idual problem, and 
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each should he Avatched carefully throughout the entire pregnancy by 
someone with sufficient training and experience to detect the first 
untoward sign. 

It seems almost unnecessary to state that any ease of former cesarean 
section should be delivered in hospital, and that no pituitrin should be 
given before delivery. If the former cesarean ivas done for con- 
tracted pelvis, another abdominal section is indicated. If the first 
operation, hoAvever, Avas done for other tlian the absolute cause, I 
believe the risk is less if the patient is delh’^ered Amginally than if 
the cesarean is repeated, particularly in aucav of the fact that the 
aAmrage mortality rate for this procedure is at least 10 per cent. 

There are certain points to be borne in mind if A^aginal delh^ery is 
determined upon. The former conA^aleseenee should haA^e been afebrile, 
and the pelvic measurements should be ample, Avith the baby not over- 
sized. The induction of labor Avith Voorhees’ bags tAvo Aveeks before 
the expected date of confinement is a Avise procedure in many cases. 
The patient should never be delivered outside of a hospital, the severity 
of the x>ains should be controlled by morphia and a general anesthetic 
as indicated, and midforeeps should be applied and episiotoray done 
to relieve the strain of the second stage as soon as possible. It should 
be emphasized also that these precautions are necessaiy in every sub- 
sequent labor. One successful test of labor by the natural channel does 
not guarantee the sear against rupture in all folloAving pregnancies. 

Considering the faet that the incidence of ruptured cesarean scars 
is reported as being from 2 to 4 per cent, AA'hile the mortality folloAving 
cesarean section averages 10 per cent or more, I believe it is both safer 
and more logical to attempt to delh'er through the natural birth canal 
those selected cases in Avhich the requirements Ave have laid doAAm above 
can be met. 
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THE MECHANICS OF BIRTH INJURIES, THEIR CAUSE AND 

PREVENTION*-’ 


By J, W. NEWjrAX, M.D., F.A.C.S., and Walteu E. Levy, M.D., 

F.A.C.S. New Okleans. La. 

(From the Department of Obstetrics of Touro Infirmary) 

T he question of fetal birtli injuries is one which concerns obstet- 
ricians, pediatricians, psychologists, psycliiatrists. in fact, any and 
ev^ery one concerned with the physical and mental development of 
children. Tliis is true whether the injury be immediately fatal or 
fatal during the fir.st few days of life, or whetlior, if not fatal, it be 
productive of some permanent effect upon the mentality and physique. 
That the expectant mother is entitled to such care and consideration 
as only a physician skilled in obstetrics can give her, and that she is 
possessed of the unquestioned right that her anxiously awaited off- 
spring be brought into the world physically and mentally healthy is 
beyond dispute. The pediatrician likewise has a right to demand of 
the obstetrician as healthy a product as ])roper prenatal care and 
skilful delivery can produce, so that the results expected of him may 
also be attained. 

These ideals, at least in their fullness, seem at first glance unattain- 
able. Perhaps they never can be entirely attained, but certainly they 
can be approached and more neaidy accomplished by the better and 
more thorough training of attendants at childbirth, by educating 
women to demand the services of a specialist for their ordeal, and by 
impressing upon the general practitioner that obstetrics is a major 
branch of medicine, to be practiced by a specialist whenever and 
wherever possible, and never to be practiced in a casual manner by 
the inadequately trained man. According to .such an eminent author- 
ity as Eardly Holland, more fetuses are killed by the complications of 
labor than die during pregnancy from placental or maternal disease; 
or, to be more precise, of the fetuses which died preventable deaths, 
exactly 32 per cent might have been saved by proper obstetrics. 

It is the purpose of this brief communication to bring to your atten- 
tion the mechanical causes of the more frequent types of birth injuries 
met by the obstetrician and his a.ssociate, the pediatrician, in treating 
the newborn. 

Without any doubt the most prevalent and most dangerous of all 
.such injuries is the intracranial type. In 34 recent autopsies per- 
formed by the Pathological Department of Touro Infirmary on in- 
fants suffering traumatic deaths, there wore throe intracranial hem- 

•Rfad al .a of th<‘ New Orlc-.m.-; Gynw'olcis;i<:;!l .-irifl Ob-totrlc-'il Sociotv 
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orrliages, and one instance of combined intracranial and abdominal 
hemorrhage. Five babies in this series were delivered by breech ex- 
traction. It is surprising how many times such conditions are not 
correctly diagnosed and the death is set down to asphyxia or some 
other vague cause. The reasons for intracranial hemorrhage are mani- 
fold. Chief among them may be mentioned the injudicious or im- 
proper use of forceps; the use of pituitrin; version and breech ex- 
traction ; prolonged labors ; and violent eif orts at resuscitation. 
Bhrenfest, in his very excellent monograph on this subject, gives, as 
additional reasons, the supporting of the perineum and the attempt to 
stretch it over the advancing head. It is obvious that all of these 
causes affect the cranium and its contents in a direct mechanical way. 

Let us stop for the moment and consider briefly the anatomy of the 
endocranium. The septa between the various portions of the brain, 
the falx cerebri, the falx cerebelli, and the halves of the tentorium 
cerebelli, originate from the inner periosteal layer of the cranial 
bones. As Holland has ably shoAvn, there are, at certain points in 
these membranes, aggregations of fibers forming bands, developed to 
enable them to withstand the stress due to molding during labor and 
admirably situated according to mechanical principles. 

"When molding or excessive compression with the forceps occurs, a 
vertical elevation of the cranium is produced, ivith a resulting tear 
of tlie falx cerebri, the tentorium cerebelli, or both. In the after- 
coming head in breech cases, this compression and elevation also 
occur, with resulting tears of the various septa. In other words, 
pressure applied at the opposite ends of the diameter lying betiveen 
the occiput and the forehead results in a decrease in the antero- 
posterior measui'ement, and probably in an elevation of the cranium. 
Likewise, pressure applied between the base of the skull and the 
A'ault results in an increase of the anteroposterior diameter. 

As a result of the stretching and tearing of the A^arious septa, the 
thin-Avalled blood vessels, greatly engorged, are more than likelj’' to 
be injured. Various types of hemori’hage may occur, as supraten- 
torial or infratentorial, but all intracranial injuries, it should be 
pointed out, are not necessarib' accompanied by hemorrhage. The 
latter types of injuries arc classified by Ehrenfest as contusions 
cerebri, ischemic areas, and slight tentorial lacerations. 

In addition, fractures of the various cranial bones may occur. 
Tliese can be produced as a rc.sult of the faulty application of for- 
ceps and the use of excessive force, or by too much traction on the 
aftercominn head. IVe mention these particularly as examples of 
Avhat can be produced mechanically by improper obstetric manipu- 
lations. 

Snell a ]mpcr as this, in our opinion, would be of little value if it 
in'C'Cntcd merely destructive criticism and otTered no suggestions for 
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bettering conditions. Decrease in birth injuries of the sort v:c have 
just described will, it seems to us, come to pass only if the following 
points are borne in mind: 

1. The term “injudicious use of forceps” is really a misnomer; 
“injudicial” would describe better the almost criminal abuse prac- 
ticed with this instrument. High forceps, the cause of so many still- 
births and so many traumatic lesions leading eventually to lowered 
mentality, should not be done in any institution, least of all in one 
where obstetrics is practiced as a specialty. Even the application of 
midforceps is limited to a small number of eases, and all the possible 
sequelae of faulty application, pressure injuries, etc., should be 
weighed carefully before resorting to this procedure. 

2. Pituitrin is a bone of contention among obstetricians today, and 
it will always remain so until we realize that its use, before or, indeed, 
after deliveiy, should be as dependent upon the skill and experience 
of the attendant as is the use of the scalpel in the hands of the 
surgeon. 

3. Version is a much more delicate obstetric procedure than cesarean 
section, is much more difficult of performance, is not so spectacular, 
and requires considerably more skill, thought, and mental and phys- 
ical composure. IMoreover, in no obstetric procedure is the accouch- 
eur more dependent upon a well-trained associate, especially when it 
comes to the delivery of the head. Here, too, in our opinion, the 
application of forceps is not permissible, for the reason that the 
child’s head has already been subjected to almost sufficient pressure 
to bring about disastrous results. In a very large series of cases 
delivered by version, the operators liave never applied forceps to the 
aftercoming head. Occasionally this expedient may be resorted to in 
breech extraction, but these cases are negligible numerically. The 
possibilities of doing harm by extraction arc so much greater than 
the little advantage to be gained by the method that we must look 
upon it almost as heroic treatment, only to be undertaken as a last 
resort. 

4. ‘When neither mother nor child give evidence of the evil effects 
of the so-called prolonged labor, we fail to see any reason to inter- 
fere merelj’ on the ground that a certain period of time has elapsed 
since the first pains. This point, it seems to us, is not sufficiently 
emphasized in the textbooks, and it is undoubtedly responsible for 
a large number of stillbirths. ^loi-covcr, it is a condition which could 
easily be corrected if the obstetrician would consider each case upon 
its own mcrit.'^ and not attempt to be guided by a compilation of rules 
which tries to cover them all. A hard, slowly dilating cervix, even 
when the membranes have ruptured and the uterine contractions are 
severe, docs not produce sufficient trauma to cause fetal death. It is 
Avhat follows after the head, subjected to previous trauma, has pa.ssed 



648 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 


through the cervix that does the real harm, either because of the 
apx)lication of forceps too soon or because the vis-a^fronte of the rigid 
perineum is permitted to inflict further injury before the temporarily 
damaged fetal brain has had time to recuperate in its passage through 
the vagina. 

5. Mouth-to-mouth insufflation before removal of all mucus from 
the trachea, instead of achieving good results, nearly alv?’ays forces 
the mucus further down towards the bronchi and thereby mechan- 
ically obstructs respiration. Again, the forcing of mucus into the 
throat through the introduction of sponges into the mouth has the 
same effect, and this error should be guarded against in every method 
of artificial respiration. 

Injuries to the clavicle and to the bones of the arm and the leg are 
fairly frequent. Fractures of the clavicle are most often caused by 
traction over the shoulders in delivering the aftercoming head in 
breech extractions. Clavicular injuries may also be produced when 
the attempt is made to bring down and deliver an extended arm. 
These are usually indirect, and are the result of the bone being caught 
between the course of the power and a fixed point, the bony pelvis, 
according to DcLee. iMuus reported a series of 22 fractures of the 
clavicle in a series of 1700 vertex deliveries. 

Fractures of the htunerus are injuries of the direct type, and are 
the result of making traction on the arm itself, particularly in a case 
of aftercoming head where the arms are extended. This type of frac- 
ture can therefore be obviated by the employment of a proper obstet- 
ric technic and bj^ a sufficiently deliberate delivery. In our opinion 
the chief responsibility for this accident can be traced to the fact so 
constantly impressed upon the medical student that not more than 
eight minutes should elapse between the delivery of the umbilicus 
and the head. The usual result is that the accoucheur becomes 
nervous long before this period of time has elapsed and fails to pro- 
cure the most favorable position for the delivery of the arms. The 
following technic will reduce tlie number of sucli accidents to a mini- 
mum: The child’s feet are grasped and pulled as far towards the 
mother’s abdomen as possible; thereby the arms are brought nearly 
to the vaginal orifice. Two fingers of the accoucheur’s hand, cor- 
responding to the arm to be delivered, are then introduced into the 
vagina, and with a sweeping movement over the child’s face in an 
inward and downward direction the arm is brought into view. No 
attempt should be made to deliver an arm anteriorly, as the .symphysis 
forms a natural barrier to .such an attempt. After the posterior arm 
has been delivered, the child is turned through an arc of 180 degrees 
and the same ])rocedurc is followed as* for the first arm. 

Injuries to the bones of the lower extremity are ncaidy always con- 
tined to the femur, and arc invariably due to haste and poor technic. 
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Only recently the authors Avitnessecl a case of hreecli extraction in 
which both femurs were fractured because the physician in charge 
made forcible traction impro])er metliods. Similar injuries might, 
of course, he caused to the tibia or fibula, or both. 

Dislocations of the ankle, the knee and the hip are possible, espe- 
cially in version or breech extraction. These injuries are of the 
direct type and are the result of traction on the hones below the 
particular joint. This should be guarded against ])articularly in 
breech extraction, and the child grasped over the joint, rather than 
above or below it. 

Nerve injuries are fairlj'’ frequent, and the amount of trauma will 
determine whether the end-result is a paresis or a paralysis. Aside 
from those resulting from central lesions, the most common injuries 
of direct origin are to the facial nei*ve and the brachial plexus. The 
former is most often caused by pressure of a forceps blade, and more 
rarely by the bones of a contracted pelvis. In reviewing our records 
at Touro Infirmary wc have found that a temporary paresis, seldom 
lasting more than foiu- or five days, occurs in about per cent of 
all forceps deliveries. The be.st treatment is obviously prevention by 
the proper and careful manipulation of the blades of the instrument. 
Perhaps the most distressing of the nerve injuries is that to the 
brachial plexus, which results in either a complete or a partial tear- 
ing of the nerves involved. It may be produced by the inisapplication 
of forceps, by too forcible traction on the clavicle in the Mauriceau- 
Smellie-Veit maneuver, or, in vertex presentations, by hooking the 
finger into the axilla. 

COXCLUSIOXS 

1. A large percentage, estimated to be as high as 75 per cent, of 
birth injuries may be avoided. 

2. Practically every type of birth traumatism has been observed in 
cases of spontaneous labor. 

3. The medical .student .should be made familiar with the natural 
mechanism of labor through careful and thorough teaching, and 
.should be taught that interference is a last resort and not a first 
procedure. 

4. The published stati.stics which tend to show the lowering of the 
fetal mortality rate are misleading, inasmuch as this reduction is 
due to better prenatal care, Avhich eliminates deaths from toxemia 
and other preventable causes. Birth injuries are still re.sponsible for 
an appalling number of fetal deaths, and reduction along this line 
can come only from proper obstetric teaching and practice. 

(For are parjn fiOO.) 


Touro I.vrir.s!AP.v. 



OBSTETRIC SHOCK 


By Emerson L. Stone, M.D., New Haven, Conn. 

(From the Department of Ohsietrics and Gynecology, Yale School of Medicine) 

T he medical literature of the past few years has contained scat- 
tered references to a condition designated as obstetric shoelc, 
occurring under widely varying circumstances incidental to delivery. 
The clinical pictures described differ hut little from those of pure 
surgical shock as it is universally known, but the material reported 
to date would indicate that additional factors may play a part in the 
production of shock complicating delivery. 

The present paper aims to review briefly the few known facts re- 
garding the etiology and treatment of shock in general; then, to set 
forth what has been observed up to the present time in relation to 
obstetric shock, and finally, to present some evidence from clinical 
observations with the double purpose of first emphasizing a tremen- 
dous problem of clinical obstetrics not fully appreciated by the pro- 
fession; and second, to furnish some additional data whereby workers 
in the fundamental sciences may possibly gain renewed interest and 
stimulation, since the clinical problem unquestionably looks to the 
laboratory for its ultimate solution. 

A standard work upon surgical diagnosis and treatment, written 
since the World War, in which the concept of this condition under- 
went radical changes, defines shock as follows: “A general bodily 
state following various surgical operations and wounds, characterized 
by a persistent low arterial blood pressure, rapid, thready pulse, pal- 
lor, sweating, and shallow, rapid re.spiration.” (Nuzum.) Other 
observers emphasize the central vasomotor depression, subnormal tem- 
perature, cj'anosis, sunken eyes and pinched facial expression, dimin- 
ished pupillary mobility or myosis, scanty urine, and acidosis. 

Primary (immediate) and secondary (delayed) shock are clearly 
recognized, and the constant finding of hypotension, insufficient cir- 
culation, and the resultant cellular malnutrition, recalls the analogous 
picture seen in profound hemorrhage, except that in the former cases 
the blood is not ordinarily lost externall}”. 

However, not only are the symptoms and the routine treatment of 
hemorrhage and shock notably .similar, but the former condition is 
often the precursor of the latter. That there may be an even more 
intimate relationship is suggested bj' Mayo’s belief that perfect hemo- 
stasis is a positive prophylaxis against surgical shock; and by the 
work of Tweedy, who claims that the same poison derived from in- 
jured muscle can be generated b%’ fresh effused and, particularly, by 
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imclotted blood, as in ruptured tubal pregnancy, concealed accidental 
liemorrliage, and hematoma formation. This conception further as- 
sumes that shock is chiefl5’' characterized by a general elongation of 
all muscle fibers, including those of the blood vessels.'^ 

The etiology of shock is not clear cut or attributable in our present 
slate of knowledge to any one factor or complex, A variety of causes 
may underlie the condition, and a review of the most commonlj' ac- 
cepted theories follows; 

1. The iier%’e exhaustion tlicory, elaborated by Crile, assumes an iinpainuont of 
I he vasomotor mechanism, with exhaustion of the colls of the brain, liver, and 
suprarenal glands, resulting from the injurious effects of unfavoniblc afferent 
impulses. 

2. The acapnia thcorj* of Henderson liolds that shock results from a reduced 
COj content of the blood, while 

3. The fat embolism theory*, defended bj' Porter and by Bisscll, aims to explain 
the condition by a closure of the capillaries with fat globules. 

4. A primary cardiac failure has been repeatedly suggested; but more recently, 

5. Cannon has announced the "exeniia” thoorj*, explaining the low blood pres- 
sure as due to a stagnation of blood in the capillarj' beds, associated with hemor- 
rhage, absorption of toxic products from injured muscles, or both, A secondary 
acidosis due to diminished oxygen-carrying power of the blood is characteristic. 

G. A still later concept of the mechanism of shock is announced by Bueno- 
Pimenta, who describes a compressive and decompressive interdependence between 
the blood pressures in the abdomen and skull. The clastic abdominal walls permit 
fluctuation without serious consequences, but the unyielding skull allows grave ac- 
cidents when the pressure fluctuates at this point. Splancluiic paralysis is accom- 
panied by congestion of the abdominal vessels with a corresponding decompression 
and anemia in the skull. 

Experimental evidence supporting these theories lias been pre-sented, 
while investigative work from other anthentic sources has cast doubt 
upon the conclusivcness of anj' or all of the theories expounded to 
date. 

From the clinical rather than the experimental viewpoint, those 
factors which liave been clearly determined to conduce toward col- 
lapse are severe in.iuries, penetrating wounds of the skull, perforating 
wounds of hollow abdominal viscera, open wounds of the chest, com- 
pound fractures of the extremities, multiple wounds, or extensive 
injury to muscle and subcutaneous fat. Beyond the exciting causes 
enumerated, observations upon Avounded soldiers make it clear that 
cold, exposure, overwork, and insufiieient or poor quality of food are 
potent predisposing factons. 

Prom the aspect of the operation itself, an e.stimate of the general 
condition of the patient as an operative risk, the choice and execution 
of the anesthetic, attention to the factor of trauma upon the bowel, 
omentum, mesentery, and other hypersensitive organs, and postural 

•p.'r.'-'onnl cxjx'rif’ncf' with thret* cjuv? of .-lutolrarii-fuplon. hovover. In which 
frcFlily cfTuisevl blood ha*: been rcmovctl from the in-riton'’iU eavjiy. cltrated and 
rt’injoctoi! intmvenoualy, has not confirinr-di this na^timptlon. The blood rather ha.« 
■icie*! with remarhablo fpeciflclty and r*'-=uUc-d In clinical Itnprovenmnt. 
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considerations for tlie problem at hand, the latter feature being of 
continued import in the immediate postoperative period, — all com- 
bine to determine shock potentialities. All things being equal, the 
degree of shock is likely to be notably proportionate to the hemor- 
rhage encountered, but this is by no means constant. 

The diagnosis of shock amounts practically to a reiteration of the 
symptoms, but for practical clinical purposes the report of Fraser 
and Cowell adds valuable information. After a classification of char- 
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tioiLS, namely, that the downward tendency of tlie .sy.stolic blood pres- 
•siu'e is the first premonitory warning of impending .shock, sometimes 
appearing as long as one to two hour.s in advance of the complete 
and tragic incture (DuPont). The routine observation of the pa- 
tient's blood imessure at frequent intervals throughout the course of 
all operations has proved, in our experience, an invaluable aid in 
reducing surgical mortality and morbidity. 

Such considerations gravitate naturally into the ([uestion of treat- 
ment, and the principle just enunciated is a cardinal feature of shock 
prophylaxis. Accessory factors, perhaps individually trifling but 
collectively im])ortant, are tlm cai’eful manipulation of tissues, sharp 
dissection, accurate hemostasis, nerve-blocking in selected cases, pos- 
tural considerations suitable to the case at hand, and prevention of 
exposure. Choice of anesthesia is extremely important, and most ob- 
servers agree upon nitrous oxide or ethylene and oxygen in prefer- 
ence to chloroform or ether. Iraeta claims that the two latter drugs 
are conducive to acute adrenal insufficiency in patients so predisposed. 

Routine curative treatment is variable in its detail, but certain 
principles must underlie any rational course of therapy. The restora- 
tion of body heat by external applications and by the adaninistration 
of warm fluids is of ])rimary importance. iMorphia is usually helpful 
and immediate transfusion is imperative, either by one massive injec- 
tion or by repeated small amounts. In lieu of an easily available 
donor, a preparation of 6 per cent gum acacia in physiologic salt 
sohition has been recommended. Variable results are roi)orted, the 
theoretic advantages of the method being that it restores the blood 
pressure by increasing the total blood volume, and that it does not 
leave the blood vessels rajjidl.v; but, because of the deficiency of 
cellular elements in the solution given, the oxygen-carrying power of 
the blood is not increased. Ilypodermoclysis or proctoclysis are gen- 
erally considered as inferior substitutes, but Lee claims them to be 
more efi’cctual in the restoration of blood volume than intravenous 
physiologic saline. 

IModeim authorities de]n-ecatc the use of strychnine, camphorated 
oil, and adrenalin, not only because of their nonspecific character and 
their empiric failure to effect a result, but because of their transitory 
action under the most favorable circumstance.-.. Caffeine, especially 
by intravenous injection, has received more favorable sujiport. Idor- 
phia, however, not only conserves the ])atient s muscular resources, 
but diminishes the response of the cerebral centers to afferent stimuli. 

Bandaging as a curative measure receives variable support from 
ditierent authorities; Miller claims a rational basis for tight bandag- 
ing of the abdomen, but qno.-^tions the value of its ajijdieation to the 
extremities. 



654 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 


In appropriate cases, debridement, amputation, or the judicious 
use of the tourniquet, all contribute toward minimizing the occurrence 
of shock. Direct cardiac massage in the course of operation is a 
desperate remedy, but is especially advocated by those who assert 
that death results from cardiac failure, secondary to impaired nutri- 
tion of the myocardium. 

The postoperative period calls for little else than continued vigi- 
lance, continued resort to the measures outlined, and symptomatic 
treatment as indicated; but Kosmak suggests the administration of 
alkalies, with or without glucose, by proctoclysis, or directly into the 
vein as a prophylactic against acidosis. 

From this maze of variable symptomatology and relatively empiric 
treatment, any sincere attempt to classify the forms of shock upon a 
rational basis deserves consideration. The work of Du Pont makes a 
strong appeal toward this end because it aims to build on a basis of 
pathology, and it takes cognizance of factors which are cropping out 
of the eases of obstetric shock studied to date. 

The clinical picture of shock is here conceived as one combining the 
features of profound intoxication or infection, plus those of hemor- 
rhage, although such etiologic factors are not always clearly demon- 
strable. The more easily recognized precui’sors fall into three natural 
groups : 

(a) Cases of ostensibly nervous origin appear to be caused by the reflex paralysis 
of medullary centers secondary to violent excitement of peripheral nerves, producing 
cerebral anemia and impaired nutrition; but this concept does not accord with 
tliose instances of delayed shock. 

(b) Hemorrhage as a cause of shock is self-evident, but the observation is re- 
peated that the degree of hemorrhage is not always parallel with the profoundness 
of the reaction. 

(c) Tlio remaining cases fall into a toxic group, where cellular life is suspended 
or inhibited, and the "inutiles” substances cannot transverse the cell wall into 
the circulation — resulting then, in autointoxication. In traumatic cases, the injury 
releases toxic •substances into the blood, affecting many organs, including the 
central nervous system. Shock has been obscn’cd following the release of a tourni- 
quet from a wounded extremity, allowing the toxic substances in a constricted area 
to be suddenly thrown into the circulation; while the same phenomenon may be 
observed without an external wound, or with a tourniquet applied to an uninjured 
member. Parallel determinations of nitrogenous content upon the traumatized 
muscle and the circulating blood imply an intense and rapid nitrogenous disin- 
tegration of the injured tissue. 

In the opinion of Du Pont, infection may produce a similar picture, and toxic 
-hock may bo complicated by infection, but pure toxic shock exists. “L’liemor- 
rluigc, les produits toxiques, plus tard 1 ’infection, en s’ajoutant les uns aux autres 
viennent cornpliqucr les choses ct causer lo shock, D cst naturcllcmcnt trt's dif- 
ficile dans les cas complexes de rapporter a chaque cause ce qui lui revient, mais 
chaenne peat figir scule ct suflire h cr6cr Ic shock.” 

Obstetric shock is not particularly common, and Katz’ report of 
05 cases of sudden death in pregnancy and labor comprise 22 of fatal 
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internal disease, 30 o£ jeclampsia, 24 of lieinorrliage or embolism, and 
19 of puerperal thrombosis — while shock, per se, is not mentioned. 

It has been casually Itnown for some time, however, and the sub- 
ject received considerable impetus in a woi-k published by Bailey in 
1911, in which profound shock was described during the course of 
labors complicated by sudden falls of blood pressure, whether pro- 
duced by rapid deliveiy, by the use of veratrum viride, or by both. 
Experimental observations brought out the surprising fact that rapid 
emptying of the uterus might be accompanied bj* a sudden fall of as 
much as 100 in the systolic reading, and the suggestion was made 
that elevated blood pressure might represent a protective mechanism 
which should not be regarded lightly. 

Muret has described profound collapse following deliver 3 ’, and 
claims that it can occur with or without extensive hemorrhage, while 
Gross speaks of its occurrence in the absence of cither hemorrhage 
or previous constitutional disease, its etiology being wholly unex- 
plained. 

Miller states that it is occasionally seen in cases of protracted 
labor in weakened patients, in parturition complicated by accidents 
or following unduly forcible efforts to expel the placenta, ns well as 
in rapid dcliveiy and hemorrhage, but in none of these instances is 
the basic mechanism clear. The cases of Boursier and Biviere are 
referred solely to an underlying cardiac insufficiency. Favreau and 
Le Peuple report the occurrence of .shock in four separate attacks, 
with no other tangible cause than the rapid emptying of an over- 
distended uterus; and Gaucherand reports the condition as a sequel 
to an uncomplicated curettage on the ninth day postpartum. 

Gautret describes obstetric .shock following the delivery of an un- 
welcome child, but with no demonstrable organic or physiologic basis 
other than a purely emotional one. 

In the wake of these scattered reports, the more recent observations 
on obstetric .shock are coming to emphasize a distinct clinical rela- 
tionship between the collapse and cei’tain associated or underlying 
toxic stales incident to the pregnancy. 

The work of Schwartz, published in 3923, as a result of his observa- 
tion of specific cases of severe blood pressure reductions incident to 
labor, brings this concept to a head. Selected cases were studied 
chiefly with a view to noting any relationship between toxemia and 
shock, and among SO normal cases no significant blood pressure altera- 
tion following delivery was observed, even in cases with a slight 
hypertension. Notable or extreme falls in systolic tension occurred, 
however, in cases of chronic nephritis and less regularly in other types 
of toxemia. The drops in pressure might amount to 100 or more, 
would make their appearance from two minutes to two hours after 
delivery, and unless promptly restored, would result in death. Fur- 
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tlier, these blood pressure drops were prone to occur either in eases of 
rapid delivery or normal spontaneous delivery* That sudden release 
of intraahdoniinal tension, per se, is not a sole causative factor, is 
practically proved by his observation that cases of hydramnios and 
distention incident to twin pregnancj’- do not induce hypotension upon 
delivery, while our own experience with similar cases, and with the 
removal of large ovarian cj^’sts, bears out this contention. 

The cases of shock noted could not reasonably be attributed to the 
effect of drugs administered. The only explanation offered was that 
of the exhaustive effects of an unknown toxin upon the vasomotor 
mechanism, which failed to control the ensuing splanchnic dilatation, 
and led to an insufficient filling of the heart in diastole. 

Close upon this report, appears the very significant work of 
Schickele. This contribution deserves due consideration because of 
the findings in four cases of obstetric shock which came to autopsy. 
In these instances, the liver showed grossly and microscopically mul- 
tiple hemorrhages and necroses, resembling in every way those of 
eclampsia, with the exception that the lesions showed every evidence 
of being veiy recent. 

This author assumes that such notably fresh lesions, in the absence 
of any clinical signs of liver dysfunction, tend to release this organ as 
a primary cause of death. It is quite likely, however, that such liver 
lesions are preexistent, but aggravated by fresh traumata, anesthetic, 
local, or constitutional. He further assumes that certain toxemias of 
pregnancy may be latent for a long period, and that eclampsia — as 
we know it — may not be fundamentally of sudden onset. The liver 
lesions, Schickele believes, precede convulsions, but are not neces- 
sarily followed by convulsive attacks (“latent eclampsia”). Ue fur- 
ther observes that if the contracting uterus throws poisons of muscu- 
lar degeneration into the circulation, or if the placental site is to be 
looked upon in any sense as a wound, shock should be more commonly 
seen in obsteti’ics. As a corollary to thi.s, uterine rupture and exten- 
sive pelvic tissue injury, per se, do not nece.ssarily lead to shock. 

Schickele therefore concludes that .so-called obstetric shock is a def- 
inite entity, dependent upon anatomic changes, but that, in the usual 
sense, it bears only the most superficial analogy to .surgical shock. 

Riviere has collected forty -nine cases in which autopsy has invai’i- 
ably revealed underlying liver or cardiovascular pathology, and he 
agrees, e.'^sentially, with the statements of Schickele, emphasizing, 
however, that labor is the active agent in exciting the predisposed 
tissues. 

One of Audebert ’s two cases complicated a frank attack of eclamp- 
.'■ia. wliile two in.stancos rejiorted by Paucot involved the sudden 
decompre‘;sion of an overdistended uterus in tiie presence of m3'ocar- 
dial weaknc.ss and a so-called ivffcdona foxemia. 
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Three cases of obstetric shock have occurred in this clinic within 
six months, and certain featui’cs of these cases so well accord with 
growing beliefs regarding the nature of the syndrome, that thej’’ are 
herewith reported. 

Case 1. — A white woman of forty-three years, para v, was first seen at the 
seventh month of pregnancy. A blood pressure of 245/145 was found, and the 
patient was admitted for observation and treatment, although there were no sub- 
jective sjTiiptoms. 

Previous pregnancies, labors, and puerperia had been uneventful. Three weeks 
before admission, her former attendant reported a slight trace of albumin in the 
urine, but did not record the blood pressure. 

The positive physical findings on admission were; (1) slight pnffiness of the 
eyelids and moderate edema of the lower extremities; (2) a forcible apex beat 
with gallop rhythm, but witiiout cardiac hypertrophy; (3) retinae covered with 
exudate, fluffy white patches, and a few small linear hemorrhages; (4) the uterus 
extending to a point 6 cm. above the umbilicus, and a living fetus of eight months’ 
development in R. 0. A. 

After forty-eight hours, there was pmctically no fall ui blood pressure, and the 
retinitis continued in an aggrevated form. Albuminuria persisted and intramuscular 
phenolsulphonephthalein showed 70 per cent (50-20) excretion in two hours. Con- 
sultation upon the desirability of continued conservative therapy, with venesection, 
induction of normal labor, or termination of the pregnancy by cesarean section, 
favored the last named procedure, and abdominal section was performed. The 
delivery was accomplished uneventfully, and in spite of the hj’pertension, the total 
blood loss did not exceed 150 to 200 c.c. Gas-oxygen anesthesia was emplojmd 
throughout. 

At the beginning of the operation, the patient’s blood pressure was 240 systolic, 
dropping to 220 after incision of the uterus. As the uterus was being sutured, 
the systolic reading was 200, which further dropped to ISO upon closure of the 
peritoneum. Tliis was followed by a progressive fall to 120, where it remained 
for a brief inteiwal, but as the dcin edges were being approximated, it was noted 
that the blood pressure could not be registered, and that the radial pulse was 
not palpable, although the heart sounds were audible at the apex. 

The patient was placed in the Ti-eudelenburg position and warm blankets applied. 
Intramuscular injections of adrenalin and caffeine were followed by 1200 c.c. of 
physiologic salt solution by hypodermoclysis, and in about fifteen minutes the blood 
pressure had risen to 100 mm. systolic. The patient was fully conscious thirty 
minutes later, and the general condition was much improved, although the skin re- 
mained clammy for several hours. The rapid emptjdng of the uterus was the only 
feature of the operation wliicli could possibly bo interpreted as subjecting the 
organism to any undue strain. The postoperative course was uneventful, but tlio 
blood pressure fell from its noi-mal figure of 210/130 very slowly, and the re- 
tinitis required about four weeks to clear to any appreciable extent. 

At the time of discharge, the urine showed a very slight trace of albumin, with 
occasional hyaline casts, and the nonprotein nitrogen of the blood was 30 milli- 
grams. The eye-grounds showed considerable exudate, but no fresh hemorrliagos, 
while the systolic blood pressure ranged around 175 mm. The premature child was 
in excellent condition at birth, received maternal feeding throughout, and was dis- 
charged at birth weight. 

Case 2.— A white woman of thirty years, para ii, was admitted with the diag- 
nosis of nephritic toxemia of pregnancy. The past history revealed “kidney 
trouble’’ dating from the one previous pregnancy in 1921. The fetus was of 
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four and a half months’ development, and the blood pressure had risen steadily 
since the second month from 130/80 to 195/110 along Avith a progressive albumin- 
uria. The subjective symptoms consisted of occasional headaches and black spots 
before the eyes. 

The eye-grounds showed- blurring of both disc margins, sclerosis of the retinal 
vessels, and one small hemorrhage, but without exudate or changes in the maculae. 
Nonprotein nitrogen of the blood was 51 milligrams, and the phenolsulphoneph- 
thalein output for two hours was 40 per cent. 

The diagnosis of nephritic toxemia of pregnancy was confirmed, and because 
of the steadily increasing hypertension, albuminuria, and eye-ground changes, in 
the presence of a positive past history, it was decided to terminate the pregnancy 
by abdominal hysterectomy, and to effect sterilization by resection and burial of the 
tubes. The operation was uncomplicated, and the blood loss relatively slight. 

At the beginning of the procedure, the blood pressure was 198/130, while the 
reading as the fetus was extracted from the uterine cavity was 188/120. The 
fall was subsequently more rapid, and as the abdominal wall was closed, the pres- 
sure read 120/90. Remaining for some time at this point, it again dropped to 
110/90, while the pulse became rapid, irregular, and of poor volume. 

Meanwhile, caffeine had been administered, and 700 c.c. of normal saline by 
hypodermoclysis had been absorbed by the conclusion of the operation. The pres- 
sure rose to 120/100, but fell within thirty minutes to a point where the pulse 
pressure was only 7. In spite of the added intravenous administration of 250 
c.c. of whole citrated blood from a universal donor, respirations ceased at the 
conclusion of the transfusion. 

Again, the sudden appearance of shock was neither attributable to hemorrhage, 
nor to any undue manipulation of the viscera. Autopsy was not permitted. 

Case 3. — A thirty-four year old primipara furnished another striking illustra- 
tion of the same syndrome. The patient was referred to the clinic at the seventh 
month of pregnancy, with an admission diagnosis of preeclamptic toxemia. She 
had been married for ten years and had been previously treated for sterility, but 
the past history was otherwise negative. 

Three months before admission, the blood pressure measured 150/80, and the 
urine showed a very faint trace of albumin. Under dietary regulation and re- 
stricted activity, the condition remained about the same. At the seventh month, 
liowever, the pressure gradually rose to 170/110, and was associated with head- 
ache, slight edema, and blurring of vision, whereupon .she was sent to the ho.spital. 
With rest, fluid diet, and conservative treatment, the pres.sure remained about the 
.same for one week, when it gradually rose to 210/100, and a convulsion followed. 
Induction of labor was immediately decided upon, and witliin two hours a bougie 
was inserted into the uterine cavity. Venesection of 450 c.c. of blood was per- 
formed and morphine administered, after %vhicli the patient passed a comfortable 
night. 

On the following morning, the blood pre.'^surc was still high, but the urinary 
output w.'us adeejuate. The bougie was removed and replaced by a No. 3 Voorhees 
bag, after which one more coimilsion occurred. Upon spontaneous expulsion of 
the bag at 5 F.M., a complete secondary uterine inertia superv'Cned, and after three 
hours of expectant treatment, the patient was subjected to light gas-oxygen anes- 
thesia and an easy podalic version and extraction accomplished, only a few drop.s 
of ether being rerjuired for relaxation of the uterus. The premature child 'was 
alive upon delivery, but died within an hour. 

An adherent placenta was treated by injection of the cord vessels with sterile 
.'.aline, but ineffe''tua1Iy; and a manual removal was resorted to — the only deleterious 
effect of the latter being n slight prolongation of the period of anesthesia. How- 
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ever, during tliis procedure the blood pressure fell suddenly, nnd the typical slioch 
picture supervened. Tn spile of stinuilation, the pulse rose higher nnd the rcspini- 
tions dropped in rale until death occurred, nil within ten minutes of the onset of 
sjTuptoms. 

SUMitARY 

1. The premise has been made that obstetric shock may depend in 
part upon factors not ordinarily present or recognized in surgical 
shock. 

2. Tlie theories of .shock production have been briefly reviewed, in 
order to aid in assigning to obstetric shock its proper place in the 
scheme, as it is at present understood. 

3. Routine observations of blood pressure throughout the course of 
operation are recommended as the best prophylactic measure against 
shock. 

4. Standard methods of treatment, with a brief criticism of their 
re.spective values, have been reviewed. 

5. A clinical syndrome has been emphasized, which carries greater 
potential liazards than have been fully appreciated, wherein a clin- 
ical relationship between toxic states in pregnancy and coincident 
liability to shock is pointed out. 

6. Evidence is quoted to the effect (Schickcle) that these cases may 
have a definite anatomic and pathologic basis in selected organs, sim- 
ilar to the lesions of eclampsia ; while the cases described, of clear-cut 
nephritis, suggest that their pathology may simulate eclamptic lesions 
more closely than has been ordinarily supposed. 
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LIGATION OF THE INFERIOR VENA CAVA* 

By 0. G. Ppapp, M.D., Indianapolis, Ind. 

A S A basis for this discussion I desire to report a very unusual if 
not unique ease which came under my care about two years ago. 

Airs. B., forty-eight years of ago had bonie a large abdominal cyst for some 
years udthout great discomfort. Ten daj's before being brought into the hospital, 
while carrying stove wood, she collided with a post, receiving a sharp blow directly 
over the tumor; she fell in pain and shock, and was carried into the house; the 
tumor suddenly became larger and the abdominal wall very tense and sensitive. 
During the ensuing nine days that she remained at home, her suffering was con- 
stant and necessitated the hypodermic use of morphine at intervals. 

AMicn I first saw her the distention and tenderness were very marked; her pulse 
was 120, of fair volume, and her temperature was 101. It was evident that a severe 
hemorrhage into the cyst-cavity had caused the picture which confronted us. On 
the following morning I opened the abdomen by a median incision and came upon 
a large fluctuating mass which was completely covered by intestinal coils. It was 
plainly a retroperitoneal cyst, and, on account of the size, it was with considerable 
difficulty that a satisfactory opening was made through the peritoneum near the 
pelvic brim. The adhc.sions between the tumor and investing peritoneum were 
firm but j-ielded readily. Mlicn the enucleation was apparently almost completed 
the wall of the sac gave way, and a great quantity of black blood clots and 
waterj' fluid was evacuated. 

As the blood now copiously poured into the sac I packed several large gauze 
pads into the bottom of the cavity and, clamping the sac, made firm pres.sure with 
my right hand, while I made an attempt to complete the separation of the sac 
in the limited area wherein it still remained firmly adherent to the underlying 
postperitoneal stnictures, notably the aorta and the inferior vena cava. As the 
separation advanced a sudden deluge of blood showed me, on examination, that 
I wns dealing with a ruptured vena cava which had resulted from the blow over 
the adherent tumor into which blood had poured. The rent was a large irregular 
opening which it seemed impossible to repair, and my only recourse was to ligate 
the vena cava; this was done above and below the point of rupture, u.sing chromic 
catgut in both sections. The sac was now c.arefully trimmed from about the firm 
:ittnchment,s to the aorta and the operation was completed in the usual wa}'. 

The convaleswnec was without any very unusual events, certainly none of the 
serious complications which I feared. Slight swelling in the legs and thigh.s wns 
noticed after alKiut ten days, and this was somewhat more noticeable after the 
patient was up and about: the condition soon cleared up entirely, however, and 

•Ite.-id at tlie Tlilrty-elahtli Annual Meetlnc of the Ainerlcan Association of 
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she has had no trouble since. I heard from her recentlj, and she is apparently 
well in every way. It is now two years since the operation. 

The literature on, this subject is exceedingly interesting and very 
instructive. 


The iu'St case on record was reported by Kocher in 1883. He accidentallj 
tied the inferior vena cava in the course of extirpation of a glandular metastasis 
of cancer of the testicle and this was only discovered at the autopsy. 

In 1885 Billroth reported a case w’hieh he ligated, and it also ended fatally. 

In 1893 Bottim successfully ligated the inferior vena cava, the patient making 
a, complete recovery without circulatory complieatioirs. Since this time quite a 
number of reported cases have been added to the literature. 

In 1904 Hartman operated upon a woman for a pyoneplrrosis. In the course 
of the operation, which was performed by the transperitoneal route, the inferior 
vena cava was torn on its right lateral border, to a length of three centimeters. 
Digital compression directly at the point of inquiry stopped the hemorrhage, 
and the longitudinal tear could be seen terminating above, three centimeters below 
the renal pedicle. The simplest and safest procedure seemed to be the ligature 
of the vena cava above and below the rent. This was done, and an uninterrupted 
recovery ensued. This ease was presented before the Paris Surgical Society as 
a rarity. 

Kohts in 1911 reported a ease of injury of the vena cava which occurred during 
an operation for right-sided calculous pyelitis, wliich was performed through a 
lumbar incision. The kidney and the vascular pedicle were imbedded in thickened 
scar tissue. The vascular pedicle was given off very liigh up, and dissection of 
the vessels was difficult. In clamping the vessels a fold of the vena cava was 
accidentally included, and, after dmsion of the vascular pedicle, the included 
cava segment slipped out and profuse hemorrhage resulted. Venous suture was 
attempted but proved unsuccessful on account of friability of the wall; conse- 
quently central and peripheral ligatures were applied. The patient developed 
thrombophlebitis of both legs wliich gi-adually cleared up, and a year and a half 
later he was quite free from all symptoms excepting a slight swelling of the legs 
after prolonged standing. 

Dr. William Mayo informed me that ho had repaired incised injuries to the 
inferior vena cava in three cases. These he sutured and then added the ingenious 
device of a fat splint; taking a piece of omental fat he applied it directly over 
the injured line and secured it in position with catgut; these cases all recovered. 

A. Jj. Chute reports four cases of injury to the inferior vena cava, all being 
complications of difficult nephrectomies. In two the bleeding points were picked 
up and ligated. One of these died rvithiu a few hours; the other made a good 
recovery. In another case he placed a clamp on the bleedmg line, removing it 
on the eighth day, and the patient made an imeventful recovery. In a fourth case 
he was unable to control the bleeding by suture and packed the wound, but the 
patient died four hours later. 


L. Gueriy in 1913 reported the case of a woman of fifty years with typical 
calculous pyonephrosis. In the course of nephrectomy the vena cava was injured. 
Her general condition did not permit an attempt at either ligature or suture 
The bleeding was controlled by the use of two Kelly clamps so placed that about 
one-half of the caliber of the vessel was occluded, and the patient made a good 
recovery. He had the same experience in a second and tliird case, the second 
one, however, had much resultant temporaiy edema and then made a good recovery 

Jn the Sth 
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Fromme reported a case of septic pyemia following an induced abortion in 
which a diagnosis of external iliac thrombus was made; at operation the thrombus 
was found to involve also the vena cava. Ligature of the vena cava w’as per- 
formed. No untoward symptoms developed, but the woman developed a broncho- 
pneumonia and died thirty-three days after the operation. 

I have succeeded in collecting reports of thirty-seven cases wherein the 
inferior vena cava was subjected to surgical interference. Nearly all 
of these cases were injured during the course of abdominal nephrecto- 
mies. In nineteen cases, total ligature of the cava was done, with six 
deaths; in seven cases, lateral ligature, with two deaths; in five cases, 
suture of the wounded vessels, no deaths; in six cases, forcipressure to 
the wounded vessels, no deaths; in one case, packing to vessels, one 
death. 

In order to draw a fair conclusion as to the value of these various 
proeedures and, if possible, to determine the proper place for each, a 
careful consideration of some related facts must be made. 

The first recorded case of total ligation by Kocher was an accidental 
occurrence which was only discovered at the autopsy. The second case 
by Billroth was one in which he mistook the vena cava for a distended 
renal vein. This patient died within an hour. Kiister accidentally cut 
the vena cava in the course of a nephrectomy and ligated the upper 
end only, as he was unable to find the lower end. The wound was 
packed, but the patient died in twenty-six hours. In doing a hysterec- 
tomy for cancer, Ludner tied the vena cava, which was also involved in 
the malignant process, and the patient died immediately following the 
operation. Goldman ligated the vena cava in a patient who was in a 
very poor condition from large pyonephrosis. This patient died a few 
hours after opei’ation, as Goldman believes, from her desperate general 
condition and not at all from the ligation. Kocher 's accidental case 
should hardly be considered, Billroth’s patient, also a case of an inad- 
vertent ligature of the vena cava, died within the hour as did also the 
case reported by Lindner. Goldman’s patient died within a few hours, 
and in Kuster’s case the lower end of the wound in the cava "ivas not 
secured; this patient lived twenty-six hours. 

In these five fatal cases it is quite plain that the deaths were due to 
the extreme exliaustion of the patient and could not fairly be charged 
to the ligation, and in attempting to determine the actual seriousness 
of this procedure, they should not be considered. On this basis, then, 
we have fourteen cases of total ligation with two deaths, a mortality of 
a trifle over 1-1 per cent. There were seven cases of lateral ligature 
with two deaths, but as one of these patients lived only three or four 
hours following the operation, it is fair to believe that death wms due to 
tlie general effect of the operation and not to eirculatorj’ changes. This 
leaves si.v cases with one death, or 36 per cent. 
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The five patients vliich vere sutured all i-eeovered. as did aKo the 
four patients treated by forcipressure. One patient treated hy packing 
died. 

Gosset, Lecene and others ligated the vena cava experhncntally in a 
number of dogs without any aiiparent ill results in any case. 

A careful study of all available eases wherein the Inmen of the vena 
cava has been encroached ujmn hy lateral suture or the application of 
clamps, or completely ablated hy total ligature, shows that the occa- 
sional resultant temporary edema is about as likely to occur in one class 
as in the other.s. and this edema apparently always clears uj) and tlicre 
is finally no evidence of the surgical interference. 

The necessity of surgery of the vena cava jn-csents itself always as 
a complication of some serious abdominal operation and tiiere is as yet 
no evidence that such interference has contributed to the fatal outcome 
in any ease, and indeed I think it .safe to say that the ligation of this 
great vessel is really a very safe jirocednre and one which is free from 
any very serious or lasting complications. 

It would seem to he tlic ojicrafion of choice in all cases cxcrpHnQ 
those in which the damaged point is above tlie renal veins, when, of 
coiu'se, total ligature would result disastrously. Here it is ncees‘;ary to 
preserve much of the lumen of the vein eitiier hy suture, lateral liga- 
ture or hy clamijs. Fortunately nearly all of the cases so far encoun- 
tered have been below the renal vein, rndouhtedly the fear and dread 
of total ligation lias induced surgeons to waste much valuable time in 
efforts at re])air, when in reality the quickest and siiiqdest procedure, 
that of total ligation, appears also to be the safest and best. 

In conclusion: These interesting ca'-es are of well defined practical 
value; in the light of the brief histories we realize that the ligation of 
the inferior vena cava (at least in a favorable situation) is not neces- 
sarily a disaster, and the thought is certainly one which may well com- 
fort the .surg« on Avho is suddenly confronted with the nece.ssity of such 
action. It seems to be clear that the collateral circulation is ra])idly 
developed to the e.\tent that within a few weeks the early edema is but 
slightly in evidence, and it eventually disa]>])ears altogether. 

Ligation is probably safer than sniurintr the wounded ve.'.'iek and on 
this account is generally to be eho‘-en ; however, if the site of injury 
.should be at or above the renal vein, every effort must be made to repair 
the ve.ssel. as li<ration in that locality would inevitably mean disaster; 
fortunat<‘ly. in all of the cases which liave coiae to my attention, the 
vessel was damatred below the renal vein, and nearly all of theta made 
complete surgical recown'es, xvitliout any of the serious aeconij/anying 
complications which micrlit naltirally be fearfd. 

‘ I'fir j't'pr 
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ON THE NEED FOR A tJROLOGIC DEPARTMENT IN EVERY 

GYNECOLOGIC CLINIC* 

By Harbeck Halsted, M.D., and Ira Wilens, M.D., New York, N. Y. 

U NTIL July 1, 1921, we cystoseoped and treated patients with pye- 
litis and cystitis referred to the Vanderbilt Clinic directly from 
Sloane Hospital. This work was rather haphazard and was done in 
conjunction with the work of the regular gynecologic clinic, and no at- 
tempt was made to keep any record of these cases other than casual 
notations upon, the clinic record ; so, for the purpose of this report, 
we have lost track of and cannot report upon cases before July 1, 1921. 

The requests for cystoscopy to help in the gynecologic diagnosis 
became so frequent and the necessity for treating the cases of urinary 
infection in some systematic manner became so evident that a depart- 
ment of the Vanderbilt Gynecological Clinic was established for the 
diagnosis of various urinary conditions, the treatment of the infections, 
and the referring of the serious surgical conditions either to the Pres- 
byterian Hospital, if the condition was urologic, or to the Sloane Hos- 
pital if gynecologic. 

The following report covers all the cases from July 1, 1921, to July 
1, 1924. 

During- this period there have been 5000 eases seen in the gyneco- 
logic clinic, and of these, 162 were referred for diagnosis or treatment, 
or both, an incidence of 3.25 per cent. 

Some of these women were only seen once, and others were seen 
often and treated for a year or more, the latter usually being cases of 
chronic pyelitis that had existed untreated, or treated only with uro- 
tropin by mouth for years before applying to the clinic. One patient 
with colon bacillus pyelitis had known of her trouble for twenty-eight 
years before applying for treatment. 

The following table gives the incidence in the various age groups: 


AGS 

XUMnEIt 

PEP. CENT 

10 - 20 

4 

2.40 

21 - no 

.36 

22.14 

?,l - 40 

4G 

28.39 

41 - .W 

47 

29.01 

SI - 00 

21 

12.90 

01 . 70 

8 

4.92 
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The parity incidence is as follows: 


PARA 

NUMBKR 

PKR Cr.NT 

0 

35 

21.5 

I 

29 

17.9 

n 

21 

12.9 

in 

17 

lO.d 

TV 

19 

n.7 

V 

18 

8.0 

VI 

0 

3.7 

VII 

6 

8.7 

vrn 

0 

8.7 

IX 

7 

4,3 

1 

8 

1.8 


As would naturally be expected, the majority of cases were in women 
who had borne children. 

The symptoms complained of in the order of their frequency were: 
Frequency of urination, painful urination, incontinence, burning on 
urination, hematuria, and baelcache. 

The most notable thing seems to us the number of women who com- 
plained of incontinence, 18 eases, and hematuria, 12 cases. 

Bacteriologic Findings . — A culture is made of the bladder urine of 
every patient admitted to this department. Cultures are made of the 
urine from the separate kidneys only when indicated. 

The following table indicates our findings: 

« 


ORGANISM 

CASES 

PER CENT 

Bacillus coli communis 

79 

30,3 

Staphylococcus pyogenes aureus 

08 

31.3 

Streptococcus 

85 

10.1 

Diphtheroid' bacillus 

8 

1.3 

Bacillus laetis aerogenes 

2 

0,9 

Bacillus tuberculosis 

1 

0.4 

Sterile 

28 

32.9 


The large incidence of staphylococcus and streptococcus we attribute 
to the fact that they are very frequently found in the female urethra 
and trigone in cases that give no symptoms or physical findings of in- 
flammation; a number of observers hold that these bacteria arc nor- 
mal inhabitants of these locations. Kelly slates that more than one- 
half of normal individuals show bacteria in the urethra, liovsing con- 
cluded that practically all bacteria concerned with the production of 
cystitis occur in a normal urethra. The colon bacillus was found as 
the predominating organism in mo.st of the acute infections of the 
kidney and bladder. 

Bacillus laetis aerogenes was found in pure culture in two instances ; 
in one there was a double pyelitis contracted during pregnancy, w'hich 
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proved very resistant to all forms of treatment, including lavage of 
tlie kidney pelvis with organic and inorganic silver salts, mereuro- 
ehrome, and vaccination witli autogenous vaccines. She was under 
treatment a year and a half before we secured a sterile culture. The 
other ease was one of acute e3'stitis and jdelded with moderate rapidity 
to the usual treatment. 

It is of interest to note that of the 162 cases, onty 28 had sterile 
cultures when first seen. 

The low incidence of tuberculosis is very noticeable. In onlj'- one 
ease was the tubercle bacillus found. (It is Avorthy of note that this 
is the onlj' ease that presented the clinical picture of tuberculosis.) 
In this case the right kidnej' onlj’’ seemed invoh’’ed and the patient Avas 
operated upon at the Presbjderian Hospital. A nephrectomy Avas done 
and an uneA^entful recovei\y resulted. 

Associated Conditions. — In a fairty large number of the patients re- 
ferred for diagnosis, it Avas found after careful inA’^estigation that the 
urinaiy s^unptoms Avere large!}' dependent upon or resulting from vari- 
ous ob.stetrie or gynecologic conditions, such as pregnancy, fibromj'o- 
mata of the uterus, salpingo-oophoritis, senile vaginitis, and relaxation 
of the anterior vaginal Avail Avith cj'stocele. There Avere 10 cases of 
c.A’stocele, and in 7 of these there AA'as an accompan3'ing C3'stiti,s, as 
proved b}' positive cultures. 

Diafjnoses . — C 3 'stitis, both acute and chronic, p 3 'elitis, and chronic 
trigonitis Avere the most frequent diagnoses. Kelaxation of the pelvic 
floor Avith C3',stocele and rectoeele Avere also noted in a fairl}' large 
number of these patients. 

It is AvortliA' of note that this series does not bear out the often re- 
peated contention of urologists that C3'stitis rarel}' exists AA'ithout p3'e- 
litis. We think tliat this large incidence of primaiy e'3'stitis is due to 
tiie number of eases in our series that Avere secondar}' to relaxation of 
the A'aginal Avails. 

The folloAving is a table of the diagnoses in tlie .scries of 162 cases: 


Ac. cystitis 

54 

Cvstocele 

... 10 

pvRtitis 

31 

Hcctocclo 

... 5 

Clh iinilrif. pvpHtis 

21 

Antovnr.sion nf ntorim. . 

... 2 

Cli. (loublc pvcliti.s 

21 

Ketrover.sion of utcnis 

. . . 

Blndilcr ulcer 

1 

Fibroid utenis 

... 3 


1 

PrPirnuiicv 

... r> 

Stone left ureter 

1 

Cli. .«aIj)inKo-oojihoriti.s 

if 

Pfijiilloma of bladder 

0 

CIi. cndocervicitis 

. . . 3 


1 

Ch. parametritis 

... 1 

tTretlsral earunelp 

1 

Ch. y. e. endoccrviciti.“ 

... 1 


4 

Menopau-'O 

... 3 

Prolapse of urotiira 

1 

Visceroptosi.'-' 

... 1 


1 

Ch. rifiiit sacroiliac di'-ea.se 

... 1 


*1. 


... 3 

Helasatiori of pelvie lloor 

10 

Uncki«-ified 

n 
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Operations . — Tliere were five eases referred for operations on the 
urinary tract: two cases of papilloma of bladder, and one each of 
renal tuberculosis, stone in left ureter, and incontinence. Obviously 
this does not include the large number of cases operated upon for 
other gynecologic conditions. 

Time under treatment varied from one day to seventeen months. 


Results: 

RESULTS : 

Cases referred for operation upon the urinaiy tract o 

Cases discharged as cured 45 

Cases improved 97 

Cases unimproved IS 

Cases lost track of or referred to other departments 7 


CONCLUSIONS 

1. A vast majority of the urinaiy disturbances in women are caused 
by infections of the urinary tract, most commonly caused by the colon 
bacillus. 

2. In many of these the urinaiy symptoms are directly dependent 
upon, or greatly aggravated by, some definite gynecologic condition. 

3. Our study showed that 3.25 per cent of all women applying to a 
gynecologic clinic needed urologic examination. 

4. Seventy-five per cent of 'our cases were apparently benefited by 
treatment. (This is also shown by the fact that these patients, with 
hardly an exception, were very faithful in their cooperation and very 
grateful for the benefit they received.) 

5. All gynecologic operative procedures should be postponed until 
any coincident infections of the urologic tract have been cleared up. 

6. In the future we aim to pay more attention to the role of focal 
infections as a possible causative factor of infection in these cases. 

7. Our findings and results as detailed above seem to us to demon- 
strate the necessity of a urologic department in a gynecologic clinic. 



LAEGE PIBEOMYOMA OP CEEVIX: CASE EEPOET 

By Prederick Christopher, M.D., P.A.C.S., Winnetka, III. 
(Junior Surgeon, Evanston nospital, Evanston, III.; Associate in Sivrgery, Univer- 
sity of Illinois Medical School) 

F IBROMYOMATA of tlie cervix comprise some 5 per cent of all 
fibromyomata. Bland- Sutton^ found the percentage to be 5 in 500 
eases, and Crousse^ found tlie percentage to be 4 to 5 of all operated 
fibromata (series of Quenu, Hartmann, Pedenat, Lee, etc.)- These 
tumors are always single (Boyd") but may occur simultaneously with 
fibromyomata of the body of the uterus. They may be interstitial or 
subperitoneal, and they generally arise from the posterior wall of the 
cervix. They grow downward so as to fill the vagina"*' ** or laterally 
into the broad ligament. One tumor- weighed as much as 4.5 kg. In 
Hall’s** case the tumor was of such size that it presented at the vulva, 
separating the labia more than two inches, and filled the pelvis with 
a hard immovable tumor. Guzot and Ichon’’ report a gangrenous 
fibroma of the cervix seen in a case of prolapsus uteri. In White- 
house’s® case of interstitial fibroid of the cervix a large vein was pres- 
ent which had ruptured into the cervical canal at the level of the 
external os and had almost caused a fatal hemorrhage. Giles” reports 
the development of a large fibroid of the cervix after a subtotal hys- 
terectomy. 

Bleeding is generally the symptom first to attract attention, but there 
may be interference with micturition from pressure on the bladder or 
symptoms referable to pressure on the rectum. 

Occasionally these tumors may be removed from below by myomec- 
tomy or piecemeal (morcellement). In the latter case, the dangers of 
hemorrhage are not slight. Laparotomy and total hysterectomy is the 
procedure of choice. 

The following is the report of the author’s case: 

Mrs. L. C., aged thirty-seven years, liad always had regular menstrual periods 
every twenty-eight days, lasting four to five days, with moderate flow and no pain; 
no children, no pregnancies. At the time of her last regular period a profuse 
flov.’ started and continued daily in moderate amounts for three weeks. Physical 
examination was negative save for the presence of a large ma.ss (about tho size 
of a cocoanut) which could bo palpated about 5 cm. above the vaginal orifice. 
Thi= tumor was firm, round, and covered with smooth vaginal mucous membrane. 
The cemx could not be identified. 

The patient was admitted to the Evanston ITo.spital on November 22, 192.'3, and 
was op'-rated upon the next day, by midlinc abdominal incision. Traction on the 
Miiai! nonnal uterus showed the tumor to be attached to the cervix but to be 
r''b.tivi‘1y immobile in the pelvic outlet which it practically filled. The urinary 
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bladder was filled to demonstrate its relationship to the tumor and then emptied. 
The tubes and round ligaments were separated from their uterine attachment. The 
peritoneum was incised about the neck of the uterus and a cleavage plane was 
found between the tumor and peritoneum. It was not possible to continue the 
separation of this cleavage plane between tumor and the vaginal mucous mem- 
brane and accordingly the vagina was opened from above. The tumor and utenis 
were then removed in one piece. The vaginal vault was closed by a purse-string. 
Immediately after the operation there was moderate shock, wliich responded to 
hypodermoclysis. On the tenth day a sloughed portion of the vaginal vault was 
passed. Prom then on, save for the diminishing secondary anemia, the convales- 
cence was uneventful. Eight weeks after the operation the patient was in ex- 
cellent health and spirits. 



Piff. 1. — Diagrammatic representation of flbromyoma of cervix. The peritoneum 
was incised posteriorly at tlie junction of the body at uterus with the cervix, and 
an attempt was made to find the cleavage plane between the flbromyoma and the 
vaginal mucous membrane. As might be anticipated, the cleavage plane actually 
entered was that between the rectum and the posterior wall of the vagina. This 
danger is to be guarded against in any effort to enucleate a flbromyoma of the 
cervix from its mucous membrane covering bj- blunt dissection from above. 

P<ithologic Jleport. — (Dr. J. L. Williams). — A uterus 7.5 x 5 x 4.2 cm. with both 
tubes recently amputated leaving stumps 1 and 0.5 cm. long respectively, and with 
a large edematous oval mass 11.5 x 9.5 x 7.5 cm. attached to the inferior portion 
of the cervix. The external os opens on the anterior surface of this mass at its 
pedicle with a narrow slit 1.5 cm. long. The surface of the mass is coated with 
mucous membrane. The substance resembles that of an edematous fibromyoma. 
The lining uterine endometrium is pale, wrinkled, and edematous. 

Microscopic sections of the tumor mass disclose the typical histologic struc- 
ture of a fibromyoma containing areas of edema with necrosis. 

Diagnosis . — Fibromyoma of the uterus with secondary degeneration. 
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Department of Maternal Welfare 


Conducted by Fred L. Adair, M,D. 


THE DEVELOPMENT OP PRENATAL CARE IN DETROIT 

By Walter E. Welz, M.D., Detroit, Mich. 

(Director Prenatal Clinics, Detroit Department of Health) 

I N 1920 the United States Census Report showed a maternal mortality rate of 8 
per 1000, the result of childbearing. Durii)g the same period in Detroit there 
were 50.3 stillbirths per 1000 living births, and 43 infants out of 1000 bom alive 
died during the first month of tlieir lives. The maternal death rate from child- 
bearing in Detroit has averaged 0.75 for a number of years. This appalling death 
rate intimately associated with childbearing is sufficient to demonstrate that child- 
bearing is a public health problem. 

Up to comparatively recent date, prenatal care has been considered a branch of 
obstetrics, and its objective was mainly to reduce maternal mortality and morbidity. 
In Detroit the infantile mortality associated tvith ehildbirtli as stillbirtlis and neo- 
natal deaths, is thirteen times as great as the maternal mortality resulting from 
childbirth. The pediatrician has come to realize that over one-half of the deaths 
occurring in the first year of life occur during the first month. Most of these deaths 
are the result of conditions whicli prevail before the birtli of tlie child. So it has 
been accepted by pediatricians, as well as health workers, that in order to reduce 
infant mortality appreciably, the causes of the high neonatal mortality must be 
sought and controlled through prenatal care. 

The City of Detroit, througli its Department of Health, is making an effort to 
decrease maternal and infant mortality which results from neglected pregnancy 
and delivery. This department, by direct action, and not merely by superrdsory 
function, is reducing mateinal and infantile mortality and morbidity among the 
indigent of the city. This work is unique in that the municipality assumes the 
responsibility for bringing live, liealtliy babies into the world for its indigent classe.s 
which are usually neglected at that time. Detroit is pointing a way to municipal 
preventive medicine for those of the childbearing period wlio would otherwise be 
neglected or receive only incompetent care. 

In 1911 the Department of Health of tlie City of Detroit started a prenatal clinic 
in an effort to reduce infant mortality. The usual prenatal clinic is an outgrowtii 
from an obstetric service, and its objective is mainly a reduction of maternal mor- 
tality and morbidity resulting from childbirth. In Detroit, the City Municipal 
Prenatal Clinic was established to combat the high incidence of stillbirths and 
neonatal deaths which result from causes which are active during pregnancy, and 
before aid can be given by ordinary baby care. Prenatal care here is properly 
a division of infant welfare, instead of an obstetric department as in other places. 
The work is done by obstetricians. The obstetric part of the work is not lost sight 
of, but the more important side of this work, infant welfare, is stressed according 
to its importance. 

Prenatal clinics have been established by the city in various poor sections of the 
city. Today there are seven such clinics. The major part of this work is done at 
Station I, the largest indigent section. 
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In 1918 the Department of Health of Detroit provided a maternity pavilion in 
the Herman Kiefer Hospital. Thus the city has provided care for the indigent 
pregnant women from the time of conception, through pregnancy, delivery, and the 
postnatal periods. Over 1300 patients are cared for in this pavilion annually. 

In this prenatal work an effort is made to individualize every case. The pre- 
liminary routine of family, personal, and obstetric histories, physical examinations, 
laboratory findings, including a maternal blood Wassermaun, as well as the social 
and economic status of the prospective mother, gives an insight into the probable 
outcome of pregnancy. In the subsequent biweekly consultations the outlook, espe- 
cially from the fetal standpoint, is clarified, and the needs of both mother and child 
stand forth in more distinct outline as the entire ego and environment of the mother 
become known. All the routine examinations in these clinics are made by physi- 
cians, not by nurses. As this work has proceeded, the impoitance of fetal rights 
and demands has impressed itself on us to a greater degree. As the possibility of 
attaining better results for the newborn w'as appreciated, the major part of this 
work has shifted to infantile prophylaxis, that is, reduction of infantile mortality 
and morbidity. 


KEDUCTION OF MATERNAL MORTALITY 

In order to demonstrate the benefit to the community of prenatal care in the 
reduction of maternal deaths. Table I has been compiled. The maternal deaths due 
to childbirth in the entire city are compared with deaths from the same causes 
among women who have attended the city’s prenatal clinics during the years 1922, 
1923, and 1924. It will be seen that the materaal death rate from all causes follow- 
ing confinement for the entire city was 6.75 per 1000 deliveries, while among the 
women who attended the clinics, the rate was only 3.5 per 1000, a reduction of 
about 50 per cent. The clinics care for G per cent of all pregnant Avomen in the 
city. 

There is a group of maternal deaths classed as accidents of pregnancy and labor 
Avhich is almost irreducible, even with good care. This includes intcrcurrent disease, 
hemorrhages, and accidents of labor. For the past threo years the maternal death 
rate for this class in the entire city has been 2.33 per 1000 deliveries. The rate 
of 0.79 per IfiOO resulted after prenatal care. In this class there is a possibility 
of greater reduction. 

In the three year period there were four deaths from eclampsia among 5032 
motliers cared for in the clinics. Prenatal care reduced this cause of death from 
l.OG per thousand for the entire city to 0.79 per 1000 for clinic cases. Death from 
eclampsia was reduced 24 per cent, even though some of the clinic cases are not in 
complete control. 

The greatest danger to the mother from childbearing is sepsis. Table I .shows 
that. 50 per cent of tlic maternal deaths from childbirth were due to sep.'is. In 
the entire city the rate of maternal deaths from sepsis alone for these years has 
been 3.24 per lOOO births. Among the mothers who attended prenatal clinics, the 
rate Avas 0.79 per 1000 births. This reduction of 75 per cent in maternal deaths 
due to i)uerpcral sep.sis lia.s been accompli.shcd mostly through adequate proA’ision for 
delivery for all clinic patients, and ho.spitalization for all abnormal cases. 
The reduction of the matcmnl death rate (almost 50 per cent) as tho result of 
prenatal care is remaihable Avhen the character of tho patients is considered. These 
>'om» from the jioorcst class and include OA-cr 12 per cent of mothers aaIio have 
'-A'philis. Over 30 per cent of all mothers sufTer from some marked physical abnor- 
mrdify. sti'-h as syphili«, tuberculosi'-, gonorrhe.a, cardiac lesions, toxemias, and 
j-'d vie coat r.'>ctlon.“. 
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KEDUC'HOX OP ilATEUNAIi MORBIDITY 

It is impossible to state the exact rate of maternal morbidity following child- 
birth. It is estimated that morbidity sulSciont to affect the health of the mother 
is five or six times as great as the number of maternal deaths. The morbidity re- 
sults mostly from sepsis, laceration, and hemorrhage. As prenatal care provides 
adequately for delivery, lacerations are properly cared for, and seldom cause subse- 
quent illness. As the death rate from pueiporal sepsis can be reduced 75 per cent 

Tabi.e II 


IXPAXTILE DE.VTU HaTKS POR EXTIRB ClTY AKl) STATIOX I POR TUREE YE.VUS 

1922 192.1 192-1 TOTAL 

Living births in city at large 25,910 28,114 30,500 84,324 

Stillbirths in city at largo 1,307 1,477 1,510 4,354 

Stillbirth rate per living birtiis in city at 

largo 03 52. S 49.7 

Living births of patients attended at Sta- 
tion I 1,037 1,060 1,237 

Stillbirths of patients attended at Station I 33 43 44 

Stilbirth rate per living births of patients 

attended at Station I 32 39 35.S 

Neonatal deaths before one month of age 

in city at large 1,177 1,223 1,303 

Rato of neonatal deaths before one mouth of 

ago in city at large 45.4 43.5 42.7 

Neonatal deaths before one month of age 

in cases attended at Station I IS 43 26 

Rate of neonatal deaths before one month of 

ago in ca.sos attended at Station I 17 40»6 21 

Deaths under one year in total city 2,276 2,466 2,380 

Infant mortality rate per 1,000 living births 

total city (infants under one year of age) S7.7 87.7 78.2 


51.8 Av. 

3 334 
120 

35.6 A%'. 
3,703 

43.9 Av. 
87 

26.2 Av. 
7,122 

S4.5 Av. 


tln-ougli prenatal care, wo may assume that there is at least as great a reduction in 
maternal morbidity resulting from sepsis. In each case postnatal examination at the 
termination of involution discloses any abnormal condition of the mother. IVe find that 
over .3 per cent of all patients have damaged kidneys, and these patients are given 
suitable advice and care. Provision is always made for adequate care of any morbid 
condition after delivery, thus lessening the number of mothers invalided as the re- 
sult of childbirth. 


REDUCTIOX OF STII.LBIUTIIS 

To show the effect of prenatal care on infant mortality. Tables II and IH have 
been devised. 

During the 3 'ears 1922, 1923, and 1924 there were 84,524 living births recorded 
in the city, and 4,354 infants were bora dead. During the same period there were 
3,334 living and 120 stillboni babies from mothers who attended Station I of the 
Department of Health. The incidence of stillbirths for the entire city during that 
period was 51.8 per lOOO living births, and 35.6 per 1000 for infants whose mothers 
had prenatal care. This was a reduction of 16 stillbirths per 1000 living births, 
the result of prenatal earc. 

Tliere is a great difference between the rates of stillbirths and neonatal deaths 
among the colored and white infants. As 70 per cent of the attendance at pre- 
natal clinic Station I is colored, it is necessary to separate the records of the two 
races to show the real decrease in infant mortality in each race as the result of 
prenatal care. Table III indicates the decrease of deaths among infants after pre- 
natal care for each race for the years 1923 and 1924. This shows a reduction from 
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4S.1 stillbirths per 1000 births for unattended ■white patients to 26.1 per 1000 
births among those born after prenatal care. This is a reduction of 22 stillbirths 
per 1000 births among white infants, attributable to prenatal care. The incidence 
of stillbirths among colored infants in Detroit wliose mothers had received no pre- 
natal care was 112.2 per 1000 births. Among the colored infants whose mothers 
had received prenatal care there was an incidence of 44.1 stillbirths per 1000. 

REDUCTION OF NEONATAL DEATHS 

In the United States 50 per cent of the deaths of infants under one year of age 
occur during the first month of their lives. This important first month of infantile 
life is knowui as the neonatal period. Table II shows a reduction of 17 neonatal 
deaths per 1000 births as the result of prenatal care. 

In order to understand the real benefit of prenatal care in the reduction of neo- 
natal deaths, it is necessary to separate the white from the colored race. 

Table III shows an incidence of 42.7 neonatal deaths per 1000 births among the 
white infants whose mothers had no prenatal care. For the same class who had 
prenatal care the neonatal death rate was 25.1 per 1000 births. This shows an actual 
reduction of 17 neonatal deaths per 1000 among white infants. 

Among the colored infants whose mothers had no prenatal care, there was an 
incidence of 70.5 neonatal deaths per 1000 births. Those colored infants whose 
mothers had prenatal care had an incidence of 32 neonatal death per 1000 births. 
Tliis shows a reduction of neonatal deaths among colored infants of 38 per 1000 
births. 

The high incidence of deatli among colored infants corresponds ■vnth that shown 
by the birth statistics of the Bui-eau of Census of the United States. The causes 
of the high rate in this race are tlie high incidence of lues and prematurity, as well 
as ignorance in the care of the newborn. The decrease in infant mortality among 
colored infants in this clinic points the way to a general reduction in infant mor- 
tality in the United States by moans of prenatal care. 

CONTROL OF INTERCURRENT DISEASES IN PREGNANCY 

Over 30 per cent of all women attending these clinics have some intercurrent 
disease or abnormality which might affect mother or child or both adversely, so 
all maternal diseases are diagnosed prenatally and cared for as soon as possible. 
Renal, heart, and lung diseases, syphilis, gonorrhea, and the various infections are 
treated as early as possible because of their effect on pregnancy, as well as their 
influence in producing iiremature or stillborn infants. Patients with appendicitis, 
cholecystitis, pelvic infections, syphilis, and pulmonary infections are hospitalized 
at once because of the adverse influence of these diseases on pregnancy. Not in- 
frequently are scabies or pediculosis found, and the field nurse discovers several 
members of the family suffering from the same condition, for which the entire group 
is treated. 

Both clinic and field nurses are constantly on the lookout for contagion in order 
to control it before it can spread or endanger the expectant mother. In the recent 
smallpox epidemic in Detroit every patient in the prenatal clinics was vaccinated. 
It -was discovered that 50 per cent of the colored women, who had recently come 
from the south, had never been vaccinated. Because of this neglect in public 
health service, vaccination has been made a routine for all new patients who have 
not been successfully vaccinated within five years. 

CONTROL OF SYPHILIS 

During the past four years 5,440 pregnant women were cared for at Station I 
of the Department of Health. Seven hundred seventy-eight (14 per cent) of these 
were sjq)hilitic. The high incidence of this disease is due to the fact that the 
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majority of tlie clinic cases are colored women. It was possible to follow 670 (86 
per cent) of the entire number of luetic mothers through pregnancy, labor, and 
postnatal periods to six weeks after delivery when the final postnatal examination 
of mother and infant was made. 

Almost all of these luetic mothers came to the clinic with no subjective symptoms, 
and did not know they were luetic. History, taken carefully, has shown that the 
syphilitic mother has averaged more than two stillbirths or miscarriages because 
of her infection before her condition had been diagnosed. Fifty-six per cent of 
all luetic mothers give positive luetic histories. Even with negative blood Wasser- 
mann- report, 14 per cent of these syphilitic mothers were diagnosed by means of 
history and physical findings. Blood Wasserraann tests are made on all women on 
admission to the clinic. In suspicious cases with a negative blood Wassermann tost, 
provocative blood Wassermann, spinal fluid Wassermann, and luetin tests are made. 
Recently the Kahn precipitation test is used as an adjunct to the blood Wassermann 
test to verify doubtful cases. 

As soon as a positive diagnosis of syphilis is made, the expectant mother is sent 
to the Venereal Clinic of the Department of Health for intensive treatment with 
arsphenamine. This is done regardless of the period of pregnancy. It is desirable 
to diagnose and treat syphilis in the pregnant woman within the first sixteen weeks 
of pregnancy, as it is believed that transmission occurs only through the placenta 
and a minimum of three pionths is required for that transmission. 


Table IV 

Babies Born from Syphilitic Mothers 1921-1924 in Station I, 
5,440 Deliveries, — 778 Luetic (14%) 



NO TREAT- 
MENT 

AT LEAST ONE 
COURSE OF 
TREATMENT 

TOTAIj 

Living births 

311 

244 


Stillbirths or miscarriages 

93 

22 

115 

Total _ _ 

404 

200 

070 

Infantile death rate per 1,000 births 

230 

82 Reduction 148 


Table IV shows the results of the attempt to control sypliilis througli maternal 
transmission during the years 1921-1924, inclusive. Of the 670 syphilitic mothers 
whoso records were complete during those four years, 404 had either no treatment 
or inadequate treatment because of delinquency or late admission to the clinic. 
Those gave birth to 311 living infants, and there were 93 miscarriages or stillbirths. 
This is a iirimary infant mortality of 230 per 1000 births. Two hundred and sixty- 
six pregnant women had at least one course of antiluetic treatment, consisting of a 
minimum of three ncosalvar.aan and eight or more mercury injections. These gave 
birth to 244 living babies at or near term, and 22 miscarriages or stillbirths oc- 
curred, — a primarj' infant mortality of 82 per 1000 births. It must bo explained 
that many of these mothers did not have as complete treatment ns they should, 
but ns complete as possible, following late clinical admission or delinquency in 
treatment. In spite of this, there was a definite reduction of 148 infantile deaths 
per 1000 births among syphilitic patients ns a result of treatment during pregnancy. 

In fifty-one .stillbirths which occurred in the third period of pregnancy (twenty- 
eight to forty week®’ development), only three of the mothers had had treatment. 
Tiierc were only seven miscarriages (.sixteen to twenty-eight weeks' development) 
among those who had had a complete eour.«e of treatment, consisting of a minimum 
of .=ix arsphenamine treatments. 

Cord Was®''rmnnn t<'.>--ts are obtained ns far as possible as a check on primarv’ 
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infantile infection. Seventy-three per cent of babies of syphilitic mothers gave a 
positive cord "Wassermann test because of inadequate, or no maternal treatment. 

Among the colored mothers who have attended the clinic there has been a reduc- 
tion in the incidence rate of syphilis. This reduction is attributed to cures among 
mothers who have returned for care subsequent to being treated in previous preg- 
nancies. 

From clinical experience it can be stated that the transmission of syphilis from 
mother to fetus can be prevented by early and adequate maternal treatment, started 
in the first period of pregnancy (under sixteen weeks). This points the way to the 
eradication of hereditary syphilis. 

But adequate prenatal care does not end with the attempt to prevent transmission 
of syphilis to the newborn. It teaches the mother the dangers of syphilis, the pos- 
sibility of transmission, and the need of treatment to produce a cure. The other 
members of the family, especially the husband and children, are referred to clinics 
for diagnosis and care. Always the mother is given an explanation of the disease 
as far as she can understand, and the danger of transmission is pointed out to her. 

TOXEMIA OF LATE PREGNANCY 

Marked cases of toxemia of late pregnancy average from 3 to 4 per cent of 
all cases. The rather low incidence of this condition is due to the effect of prenatal 
control. Quite often a woman who has had renal toxemia in one pregnancy shows 
little toxicity in the next pregnancy because of early control in clinic care. The 
deaths are uniformly due to carelessness on the part of the patient or loss of clin- 
ical control. In cases of severe toxemia, an effort is always made to persuade the 
patients to have hospital care. The infantile death rate in cases of severe toxemia 
is uniformly over 200 per 1000 births, even with good supervision. The placental 
changes and maternal toxemia are the causes of this high infantile death rate. It 
is doubtful whether this can be reduced materially with tlie best of prenatal care. 
With good cooperation of patient, clinic, and hospital, the maternal mortality should 
be almost zero, as it is in private practice. 

HEART LESIONS 

In station I of the Department of Health during the past two years, 211 (6.6 
per cent) of 3,186 pregnant women were found to have heart lesions. Most of 
these women had never had a thorough physical examination before, and most of 
them had never had either a diagnosis or any instruction as to the hygiene neces- 
sary to prolong life. 

There was a primary infant mortality of 8 per cent, the result of maternal heart 
lesions. There were two maternal deaths from heart lesions, and two mothers died 
suddenly several months after delivery. 

In the early diagnosis of maternal heart lesions, with careful supervision during 
pregnancy, and proper provision for delivery, both infantile and maternal mortality 
are reduced. The greatest value to the commimity in prenatal care of women suf- 
fering from heart lesions is the diagnosis of the conditions and of patient instruction 
in the care of their health subsequent to pregnancy. 

TUBERCULOSIS 

In three years 39 tuberculous women were discovered in 4,520 pregnant women. 
This incidence of 8.6 per 1000 is high, due to the fact that a number of tuberculous 
women are referred to this clinic from the Tuberculosis Clinic of the Department 
of Health. In this group there were no maternal deaths, though there were three 
fetal deaths. This gives a primary mortality of 77 per 1000 births in tubercular 
mothers. No therapeutic abortions were performed. Most of these patients were 
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admitted in the second trimester of pregnancy. It is believed that tliore is greater 
danger to the mother from an induced miscarriage than from a normal deliverj’- at 
term. The expectant mother who is tuberculous is provided with nourishing food, 
rest in bed, and hospital delivery. By consenung maternal vitality through preg: 
nancy, a material decrease in infant mortality has resulted. After the care given 
them during pregnancy, a number of tuberculous mothers have increased in weight 
and improved in health, in spite of childbearing. The child is not allowed to nurse, 
but care is taken to supervise food and hygiene of the infant from the time of 
birth. 

CONTRACTED PELVES 

. It is a question whether jjelvic contractions are a greater source of danger to 
mother or to child. Certainly the infantile mortality resulting from tliis abnor- 
mality is many times greater than the maternal. However, the high incidence of 
maternal morbidity resulting from undiagnosed and improperly cared for pelvic 
contractions is one of the urgent reasons for adequate prenatal care. In Station 
I almost 5 per cent of all mothers had pelvic contractions sufficiently marked to 
make normal deliverj' of a mature fetus problematical. All of these are forewarned 
of the possibilitj' of a difficult or operative deliveiy. Adequate provision is made for 
hospital deliveiy, and the hospital is given the report of conditions found. 
Of the 2,462 mothers who could bo traced in the past two years, there were found 
only four primaiy infantile deaths in 136 instances of contracted pelves. Among 
those there wore two maternal deaths, one from pneumonia and one from sepsis 
following abdominal cesarean section. There were two cases of parametritis in this 
group. There was no permanent morbiditj' among the mothers as the result of 
delivery in cases of pelvic contraction. 

PREMATURITY 

During two j'cars 41 inomature infants died in the neonatal period. This is 
60 jicr cent of the total 68 deaths in this period. Almost half of the neonatal deaths 
of pi-ematuro infants were duo to .sj'philis. So, tlie principal means of reducing 
neonatal deaths is by the prevention of premature birtlis. Tiiis is done by the 
treatment of sj'philis, control of toxemia, effort toward the prevention of infections, 
providing proper nutrition for the mother, as well as lessening her work during 
tlie latter months of pregnanej*, and preventing conditions gencrallj' which tend to 
induce premature labor. 

liUEAST FEEDING 

Breast feeding is essential for the newborn infant, cspeciallj’ the premature or 
sicklj' one. Hanj- mothers have the idea that substitutes for breast feeding arc as 
good as breast milk, and the bottle is an casj- way of shirking the responsibility 
of breast feeding. This is frequently' disastrous to the infant, often resulting in 
malnutrition and sometimes in death. Prenatal care tenches the expectant mother 
the importance of nur.'ing her baby, and that bre.ast milk is the best for her child. 
It also toache? lier how to prepare her breasts for nursing. All mothers from the 
prenatal clinics start nursing their babies after delivery. Only those with insuffi- 
cient or poor milk are changed to formula feeding. This is done under medical 
supervi.‘.ion. n‘-ua!ly from a Department of Health Baby Clinic. The reduction of 
deaths in the neonatal period is due to the high percentage of breast feeding as 
much as to anything elsr-. 

NL'TKITIO.N 

The importance of tht-= subject to both mother and child is so great that it can- 
not be cnsjih:i>-i7ed too often. A panrplilet on jirr-natal care is given eaeh prospective 
nuuher. T'ii- contain- gcneial in-truction*' ii'- to the best diet during pregnancy. Bat 



WELZ: DEVELOPjMENT OF PRENATAL CARE IN DETROIT 


679 


no list of instructions can be complete enough to cover all phases of nutrition and 
diet during pregnancy, so in these clinics individual instructions are given by the 
attending physician as the condition demands. 

In early pregnancy proper nutrition is essential in controlling hyperemesis. In 
the last eight thousand prenatal cases at Station I, no therapeutic abortion has been 
advised for hyperemesis gravidarum. This rvas largely the result of proper dietary 
instructions. The majority of toxemias of late pregnancy can be controlled througli 
diet and elimination. In the clinic toxemia in the majority of cases is held in con- 
trol through a properly directed diet. So also the reduction of infantile deaths 
in toxemias of late pregnancy is due mostly to dietary regulation vliich permits 
pregnancy to continue to a time vhen a viable child can be born. 

IMPORT.VXCE OF PRENATAL RECORDS 

The proper tabulation of records through prenatal clinics is essential in obtain- 
ing knowledge of the causes and prevention of maternal and infantile mortality 
and morbidity. Such records are essential for the study of the health of the in- 
dividual, and as a benefit to public health. In our records 100 per cent of all births 
following attendance at the municipal prenatal clinics are registered, whether they 
are living infants or stillbirths; whereas in the entire city only 95 per cent of all 
births are registered. In the clinical records, pregnancies terminating before the 
end of sixteen to twenty-eight weeks of development, and in which the fetus is 16 
to 35 centimeters long, are classed as miscarriages. Pregnancies terminating be- 
tween twenty-eight and tliirty-eight weeks are called premature deliveries. Infants 
born dead after twenty-eight weeks of development, and -vnth a length of more than 
35 centimeters are classified as stillbirths. It is believed that this classification 
will ultimately be used for both birth and death records, as it is accurate, and such 
records based on accurate measurements will serve to aid in the analysis of health 
statistics. While the neonatal period is accepted as the first four weeks of life, 
our clinics use six weeks for the period of tabulating the last infantile records of 
prenatal care. As the last examination of the mother is made at the termination 
of involution six weeks after delivery, it is easiest to examine and record the in- 
fantile condition at the same time. 

Tabulation of death and morbidity records at six weeks after delivery is com- 
pleted whenever possible. Tlie mother is given a complete examination to finish 
her record, as well as to advise her as to her condition. The result of the cord 
Wassermann test is recorded, except when it is neglected in home delivery. In 
the case of infants who die or are stillborn in the hospital, autopsy findings are 
recorded. An effort is always made to secure and record a definite cause of death, 
whether in abortion, miscarriage, stillbirth, or neonatal death. As far as possible 
an effort is made to learn whether the cause of infantile death antedated delivery 
or whether death was the result of delivery,’ or neglect in the neonatal period. Also 
the relation of antenatal pathology to fetal death or morbidity is noted. Any con- 
genital or acquired abnormal condition of the infant is noted, and the child is re- 
ferred to the proper agency for care. 

Complete records are being made of the prospective health of the individual even 
before his birth. This is a stable foundation for the health registration of the in- 
dividual. All subsequent health supervision must be based on this first and most 
important record which antedates birth and extends through the most dangerous 
(neonatal) period of life. Eventually a health pedigree will be worked out for the 
individual, starting at the prenatal record, going through infantile, preschool and 
school records, to further records to be made at maturity. Already the prenatal 
records have been used by physicians and clinics in the care of the child who has 
had prenatal supervision. 



680 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 


HEALTH COOPERATION 

In the care of the expectant mother, cooperation is necessary with all other agen- 
cies which may be of service to her or her child. The most common need is dental 
care, as over 80 per cent of all women attending prenatal clinics in Detroit require 
immediate dental service. So 'far as possible these women are referred to the nearest 
dental clinic for care. All tubercular women and those in whom the disease is 
suspected are sent to the nearest tuberculosis clinic for diagnosis and care. Those 
needing hospitalization are placed in sanitoria as soon as possible. Fatients with 
venereal diseases are sent at once to the Municipal Venereal Clinic for care. 
Patients requiring surgical care are sent to a Eeceiving Hospital as occasion directs, 
and those in need of medical treatment are sent to various hospitals for care. 
Patients who are able to pay are referred to private physicians. Those who can 
afford to pay a small fee are sent to private hospitals for delivery. Indigent 
patients are delivered at the Herman Kiefer Hospital, a municipal institution. All 
necessary information is sent with each case. Those living outside the city are 
referred to visiting nurses or the Eed Cross for home care. In every possible way 
cooperation is perfected with every health agency in the city and state. Not only 
is effort made to give the individual expectant mother the best possible health su- 
pervision during pregnancy, but every agency which may be of service to her health 
or that of her unborn child is brought to her aid in every way that necessity directs. 

SOCIAL SERVICE 

The health of the individual depends largely upon liis social and economic status. 
To secure health during pregnancy, and healthy progeny, these conditions must be 
known, and if necessarj’’, aid must bo given to secure proper care and environment. 
For this purpose social service is needed among the poor. In Detroit prenatal 
clinics, proper nutrition, clothing, and home conditions are provided. Also proper 
delivery conditions arc secured and minor children are cared for while the mother 
is in the hospital. 

Cooperation is extended to every social Eer\dce agency which may help the ex- 
pectant mother. In Detroit twenty-four agencies are in cooperation with the pre- 
natal clinics in the effort to aid the mother during and following this period. 
Agencies which protect the illegitimate mother or the deserted mother are of great 
value in protecting and promoting the health of mother and child. 

EDUCATION IN PRENATAL CARE 

The prenatal clinics of the Department of Health of Detroit register 6 per cent 
of all pregnant mothers in the city. Of course, many of these commence attendance 
so late that proper supervision is not possible. Also a number of registered mothers 
are lost on account of their leaving the city or moving. Actually about 4 per cent 
of the expectant mothers of the city receive adequate prenatal care through thc.se 
clinics. 

As only the indigent class attend, the number will never be great. But as the 
results of the care given in these clinics can be compiled, they must bo used to 
demon.stratc the value of such care. Besides the good they accomplish for the ex- 
pectant mothers and infants among the poor, these clinics should be considered ns 
laboratories in prenatal care, the results of wliich are to be used ns guidance by the 
largo percentage of women of the more fortunate classes who employ physicians. 

It is estimated that approximately 20 per cent of the expectant mothers of De- 
troit receive adequate prenatal care. The.=c include the wealthy who pay for and 
rf'ceive good rare during jiregnancy, and the poor who attend free clinics. The 
.'■0 jier cent who receive inadequate or no prenatal care belong to the great middle 
rla's of working people, the father.? being mostly factory workers who can pay for 
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this care. The reason that this 80 per cent is neglected in pregnancy is twofold: 
neglect on the part of the family physician and negligence on the part of the ex- 
pectant mothers. 

As prenatal care is of recent origin, many of the older physicians are not familiar 
with its advantages and methods of procedure. The Detroit Obstetrical Society is 
trying to correct this professional neglect by giving the general practitioner edu- 
action on this subject through the County Medical Society. The medical students 
of the Detroit College of Medicine are given intensive training in prenatal care at 
Station I. 

In order to educate the neglected SO per cent of expectant mothers, the Mother- 
Daughter Association of Detroit has agreed to work with the Detroit Obstetrical 
Society in holding meetings to inform women of the advantages of prenatal care 
and the care an expectant mother should receive from her physician. The Mother- 
Daughter Association includes almost all women's clubs in the city. During the 
year 1925, speakers from the Detroit Obstetrical Society spoke on prenatal care 
to over 1,300 women at eighteen meetings. During the same period of time nine 
talks by members of the Council of the Mother-Daughter Association were given 
to over 1,100 women to urge prenatal education for all parents. Also, copies of 
“The Prospective Mother in the House of Health," issued by the American Child 
Health Association, were sold to prospective mothers at these meetings. 

The Detroit Community Union has appropriated funds for the year 1926 to cover 
the expenses of furthering educational work in prenatal care through the Mother- 
Daughter Association. 

The Detroit Obstetrical 8ociety has issued an outline for a talk for its members 
to use when speaking to women’s clubs. This gives detailed information as to the 
advantages of prenatal care, and the speaker urges his audience to make use of 
modem prenatal care from the onset of pregnancy. 

COStMENT 

Prenatal care is in its infancy. When properly understood and generally fol- 
lowed, it will be the greatest aid in making childbirth safer for mother and child. 
The objective of the medical profession should be to train its members to give 
modem prenatal care, and to educate aU people as to the benefits of this care. There 
must be close cooperation between the medical profession and the public in the 
furtherance of prenatal care. Lay organizations are necessary to induce the public 
to demand good medical care during pregnancy. More and better maternity hos- 
pitals are needed to provide modem facilities for childbirth for women who have 
had adequate prenatal care. 



Society Transactions 


AMERICAN ASSOCIATION OP OBSTETRICIANS, GYNECOL- 
OGISTS, AND ABDOMINAL SURGEONS 

THIRTY-EIGHTH ANNUAL MEETING 
EOT SPRINGS, VA., SEPTEMBER 16, 17, AND 18, 1925 
Dr. Asa B. Davis of New York, Presiding 
(Continued from April) 

A paper on Ligation of Inferior Vena Cava, was read by Dr. 0. G. 
Pfaff, Indianapolis, Ind. (See page 660.) 

Dr. John P. Erdmann, New York City, read a paper on Diverticulitis 
of the Colon. (See page 609.) 

DISCUSSION 

DR. CHARLES GORDON HEYD, Nrw York City. — Diverticulitis occurs much 
more frequently than -we suppose. Many x-ray pictures show a multiplicity of 
diverticula. Many of them do not progress to infection or ulceration. 

In regard to the colon there are two very interesting physiologic facts wliich 
might point to the prominence of diverticulitis in the region of the sigmoid. Tlie 
first is the presence of a nodal point at the junction of sigmoid and upper rectum 
which acts as a controlling mechanism for sigmoidal movement. At this level there 
is a normal stasis of material and the cITcct of spasm at this nodal point would 
be dilatation of the sigmoid and descending colon. The second phy.siologic fact 
is that these cases occur preponderantly in the obese. Ylienever fat is laid down 
in the individual there is always an excess of fatty deposit beneath the fascial 
.structures and in the periarterial tissues. An excess of fat beneath the submucou.« 
layer would represent a weakening of that layer and the passage of blood vessels 
through a weakened submucous layer might result in diverticula under any increase 
of intraluminal pressure. 

While tnio diverticula arc found from the pharynx to the anus and arc probably 
always congenital, false diverticula prcsiii»pose some mechanical factor that weakens 
the integrity of the .‘•ubmucous layer and allows protrusion or eversion of the 
mucous membrane. 

The symptomatology of diverticulitis i.s ordinarily progressive. The first jihase 
wtiuld be disturbance of function with irritability from retention of fec.al material 
within the diverticula. The second phaM? would be the etTect of perforation and the 
recognition of symptom® that come from e.xtravasation of intestinal material into 
the peritonea! cavity. The third pha®e would be the stage of development of 
symptom® of obstruction. 

Nece-sarily, the tieatment i® conelated with the stage of jiathology that i® 
exhibited. In the stage of irritation the patient probably derminds very little treat- 

GS2 
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ment. The Iiabitual cleansing of the bowels or the normal daily evacuation are 
sufficient to maintain the drainage of the diverticula into the colonic tract. In 
the stage of perforation we have essentially the treatment of intraabdominal 
abscess. This treatment embraces surgical drainage and such local repair as is 
possible. The moment obstruction intervenes we are dealing with an entirely dif- 
ferent proposition. Surgery of intestinal obstruction represents first the attempt 
to save life by removal of the obstruction and providing a means for evacuation 
of the obstructed bowel. Complete obstruction of the gastrointestinal tract means 
early death and the outstanding surgical indication is conservation of life by 
providing for the drainage of the alimentaiy contents. The reconstruction of the 
alimentary canal comes later and is a conservative operation and not life-saving. 

I recall a ease of a negress with a huge pehnc tumor which was diagnosed as 
sarcoma. A colostomy was done and the unfortunate patient was dismissed with the 
idea that she hadn’t long to live. Pour years later she came into the dispensary 
and said she was tired of having a colostomj'- and asked if we could close it. "We 
did so and found that slie had an entirely normal pelvis. Thei-e is no question, in 
the liypercritical review of tlie case, that the woman had had a perforating diverticu- 
litis. 

We have operated and drained an abscess on the left side and have not been sure 
of the origin of the infection and considered it as an occasional left-sided ap- 
pendicitis. Now our students are taught that “left-sided appendicitis is a perforat- 
ing diverticulitis.” It is a hiueh more common condition than we have heretofore 
realized. 

The prognosis is dependent upon diagnosis and reconstruction of that portion 
of the intestinal tract, and the condition is always associated with a veiy guarded 
prognosis, for what liappens in one location may happen at a subsequent date in 
another area of the colon. 

DE. WM. W. BABCOCK, Philapelphia, Pa. — It is curious that the profession 
has been so slow in appreciating the pathologic condition of diverticulitis. It is 
said that the late Dr. Hayes Agnew used to take some of his friends to see a man 
who had the curious condition, as he thought, of passing gas by the urethra; and 
this condition was viewed with the greatest interest as a surgical curiosity. Dr. 
Agnew apparently had no conception of diverticulitis. Most of uS) as students 
heard or read nothing of diverticulitis. The American Textbooh of Snrgery, which 
we studied, was edited by two well-known Philadelphia surgeons; and in this book 
no reference was made to diverticnlitis and yet, both of these authors later developed 
the condition. Both were operated upon nith intestinal resection and both recov- 
ered from the operation. One, some years later, died with secondary malignant 
involvement of the spbie; the second, liad a nonmabgnant type and fortunately is 
still living. These were among the earlier cases reported by Dr. Mayo. Our largest 
encyclopedia of medicine and surgery had no reference to this condition. The 
editor, also a noted Philadelphia teacher and author, had diverticulitis and was 
operated upon. 

A fourth Philadelphia physician, a professor of therapeutics, also had the disease 
and thus had the matter first brought forcibly to his attention. 

Prom the paper and discussion made here, it is evident that the disease has re- 
peatedly afflicted doctors. Y’ears before his operation, one of the aifflicted surgeons 
had written what was to me a peculiar article advocating the universal use of the 
bidet as a most necessary article of the toilet. Now we can understand that it was 
the early symptoms of diverticulitis that inspired the doctor’s pen. Here is a condi- 
tion that may develop suddenly with acute, peritoneal manifestations, that the 
physician usually mistakes for a typical form of appendicitis; or it develops a 
little less acutely with obstructive sjTnptoms, or very frequently 'as a chronic condi- 
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tion •witli progressive ulceration and perforation of other adjacent organs, par- 
ticularly the bladder. 

A patient of middle age vrlio gives a history of passing gas or feces with the 
urine should at once make us think of a chronic perforative type of diverticulitis, 
for this is one of the few things that produce such perforation. Of course, perfora- 
tion occurs with malignancy and other inflammatory conditions, but diverticulitis 
is a very important cause. It is surprising that these patients will walk about and 
may continue to w'alk for weeks and even months, despite the chronic perforation. 
One of the doctors I mentioned went about doing his work for months and later, 
we found a perforation in the bladder, and in fact, multiple perforations in- 
volving other portions of the intestines. Another doctor that I saw also had the 
slower tjT^e of perforation and thought he might be developing a hernia. He 
noticed a lump in the left groin which gradually became more tender and bothered 
him ■when walking about, although he continued his practice. The diverticulum 
had adhered to the abdominal wall and ■was slowly perforating into it. 

The treatment is like that of any of the similar conditions involving the large 
bowel. With some of the chronic adhesive complications it may well test the skill 
of any surgeon. I know of notliing that may be as difficult as any operation upon 
one of these chronic forms of diverticulitis, where everything is fused by the 
densest possible adhesions. The problem of operation attaches a most important 
and serious one. A prolonged dissecting operation, with the idea of cutting out a 
portion of the sigmoid or colon and making an anastomosis may jeopardize the 
life of the patient. Often a palliative operation is best. 

If the sigmoid can be liberated, a loop may bo first brought out and, after 
adhesions have formed, excision and later restoration of the continuity of the bowel 
is to be thought of. In some cases, the adhesions and perforations are so deep in the 
pelvis that one cannot well bring out the portion that is involved, and then one 
has to consider a very difficult and dangerous operation of the anastomotic typo 
with the possibility of secondary leakage; or a temporary colostomy; or artificial 
anus •with the hope of later restoring the lumen of the bowel. 

DE. JAhlES E. DA^HS, Detkoit, JIich. — This condition does occur most fre- 
quently in the individual of the fat tj-pc, but I am convinced that it also occurs in 
the atonic tj-pe, and the elderly individual who is poorly nourished, who has a condi- 
tion of general atony, or perhaps only local atony. I do not believe that 
this occurs only in the fat individual because it does occur, as Dr. 
Erdmann has reported, in young children. These children, in my experience, are 
poorly nourished, and the muscles of the intestinal tract are very poorly developed 
as well as the neuromuscular apparatus. The myenteric plexuses arc difficult to 
find; there is quite an uneven distribution in their size. 

I am very .mre that the evidence seems to point to the fact that this is a con- 
genital condition usually, but I am also persuaded that it can bo acquired. When 
of the latter type, it is a neuromuscular, neurovascular or an atonic condition 
usually. 

HE. JOIIX 0. POL^Vlv, BnooKiA'K, X. Y. — While this does not refer really to 
diverticulitis, I understood Dr. Erdmann to make the statement that he operated 
on .acute pus-tubes, and in' closing I would like him to state what the justification 
is for doing that, or if he makes his decision in accordance with the type of in- 
fection with which he is dealing? 

DB. JAMES E. KING, Buitalo, N. Y . — I would like to add one possible symptom 
to this interesting question of diverticulitis. A man fiS years of ago entered in the 
hospital, on tlm medical forvice. During the last fe-.v days of Ids life he had n 
diarrhea and it rcj.orted that in the diarrheal stools there v.erc a nunil)er of 
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small fecal concretions \i-liicli could not be accounted for. At postmortem it was 
evident where they came from; his entire colon was studded with diverticula, some 
of them being empty and some filled with these concretions that Dr. Erdmann has 
spoken of. Possibly a careful study of some of these cases where such a condition 
might be suspected, would show the presence of these concretions in the stool and a 
diagnosis might thus be made. 

DE. ERDMANN (closing). — In regard to Dr, Morris’ statement, I have not 
had any unusual adhesions in these cases. I simply remove the focus, whether it 
be a pus focus or a chronic thickening, draining as short a time as possible, and the 
results are very good. 

Diverticulosis is shown by x-ray. There is hardly a day when we do not see 
a patient who is being treated for some other definite lesion, having the diverticula 
show up. Many times while operating, too, we find diverticula throughout the 
abdomen. I feel that the majority of operations for this condition are in the fat 
individuals. 

As to the stools containing small concretions, they are evidently from these 
diverticula, because often when operating Ave have found diverticula in the colon, 
containing small lumps, which will disappear without any difficulty just by manipulat- 
ing the organ; in other cases thej' will not. It might be suggested that in the 
presence of such stools an x-ray should be taken. 


De. a. J, Eongy, New York City read a paper on Oviduct Insufflation: 
A Study Based upon 400 Cases. (See page 616.) 

DISCUSSION 

DR. JOHN 0. POLAK, Brooklyn. — ^While this procedure is of great diagnostic 
confirmatory value, it is not free from danger. I, too, have had severe cases of 
syncope following tlie procedure. These tests should not be done as routine in 
the office. It is a definitely surgical procedure, and premorphinization adds very 
materially to the facility with which it may bo done. Not infrequently the inter- 
stitial portion of the tube, running as it does through the musculature of the uterus 
will shut down and no gas passes at 200 under the first pressure. Tlien it is Avell 
to stop and not repeat the test. In a little while, the gas will pass through at a 
pressure of 120 perhaps. In other Avords, there is the same come-back in that 
voluntary muscle that there is in any other structure that is assaulted. 

It is unwise to tell any Avoman after you have been unable to pass gas through 
the tube that she cannot become pregnant. I have had the chagrin this year of 
receiving three letters from patients telling me they had come a great distance to 
get my opinion and to learn that their tubes were closed, and that later a country 
physician had with little treatment succeeded in making it possible for them to be- 
come pregnant. 

These tubes that Ave are inclined to take out during the acute stage may get 
Avell later, and I have seen women supposed to be sterile Avho have borne children, 
after 18 to 20 years. 

Another point I want to impress is that no case Avith cervical discharge should 
be insufflated. 

The doctor said, I think, that no operation on a cervix cures sterility. The 
exception is the immense vaginal hypertrophies; in those cases amputation does 
cure in a fairly large number of cases, 

I would call attention to the value of Kennedy’s work which is the injection of a 
substance into the uterus and tubes and then the x-ray picture locatiag the point 
of obstruction. Personally, I cannot see any advantage in salpingostomy. It is 
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better to tie a piece of catgut around the tube and nature takes care of it better 
than the plastic procedure; those are tlie only cases in which I have gotten satis- 
faction. 

DE.. WM. A. COVENTRY, Duluth, Minn. — I have done about 250 cases of 
insulfflation in the office. I began with the more complicated apparatus of Rubin 
but have now abandoned it and use a simple air insufflation, without gas or oxygen. 
I use an ordinary bladder irrigation syringe that holds about 30 to 40 c.c. of air, 
a silver posturethral catheter with a rubber tip on it, of course, following all the 
precautions. 

I have had only one case that has given me any trouble, and that was a post- 
insufflation complication, where the preliminary examination of the pelvis was not 
as carefully done as it ought to have been. 

DR. ROBERT T. MORRIS, New York City.— I would like to ask Dr. Bongj' 
if a small degree of patency may allow us to anticipate extrauterine prcgrrancy? 
For example, I do not take out the tubes in pyosalpinx; I split them lengthwise, 
drain, and some months later cut the tubes loose from the abdominal wall. The 
oviduct wiU then be found to be sound again and sometimes new fimbriae have 
developed. In some of those cases I have told the patients they were likely to have 
extrauterine pregnancy. 

DR. CHARLES L. BONIFIELD, Cinctnnati, Ohio. — ^I rise to discuss not so 
much irrsufflation, but the problem of sterility. As one of the speakers has said, 
it is not a very simple matter; there is a lot we do not know about it. 

Dr. Eongy said one thing ■with -which I cannot quite agree — that if you pass a 
sound of a certain size through the cervical canal, that demonstrates that there is 
really no obstruction that would prevent spermatozoa from going up. The mucous 
membrane is very similar to that -wiiich lines other ca-vitics. When you have a bad 
cold, you can pass a soimd up your nose but the air will not go through. The mucous 
membrane becomes edematous and while air will not go tlirougir, you have no 
difficulty in getting a sound through. Every doctor knows he has cured many 
cases of sterility by getting the uterine cavity in a healthy condition, by curetting 
and improving the drainage. At least, pregnancy occurred afterward, whether that 
was the cause of it or not, and that is about all you can say about any treatment. 

A few months ago I operated upon a young married woman, otherwise hcaltliy. 
for a cyst of the ovary about the size of a grapefruit. The operation was done 
expeditiously and -with ns little trauma as possible. Six montlis later — that is, 
on the twentieth of July — ■vvliile I was away on my vacation, she liad a tubal abor- 
tion. On my return home I diagnosed licr case and removed tlie blood clots tlirough 
a vaginal incision. This patient had a living child about a year old. 

Another case that occurred -vvithin the last six months was a woman wlio had 
never been pregnant. I removed a .‘=oraewhat larger cyst for Iicr. Her general 
Ijcalth improved vciy much for Jibout four month.s, when .slic, too, had a tubal 
pregnancy which I operated on after abortion, tlirough a median abdominal in- 
cision. 

Vliy these patients should become pregnant in the tube, I cannot explain. 

DR. BURNLEY LANIvFORD, Noufolk, Va. — The probability has 1>con sug- 
ge.^ted of a plug of mucus being able to clo.'-c the cervix to such an extent ns to 
prevent fertilization taking place. It seems to me there must bo some other factor. 
-Mo'-t of those cases that I have seen have been cervices that are widely open. 
The spermatozoon is very active and mucus is its normal habitat and if it is in a 
healthy condition will surely go against the stream! There must be some other 
cau‘e of obstruction than a simple plug of mucus. However, if Dr. Rongy has 
some better plan of removing the mi!cu=. than tiie cautery knife, 1 would like him 
to enlarge upon that. 
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DR. HENRY SCHMITZ, Chicago, III .' — "We use a very simple apparatus in 
tubal insufflation which consists of an ordinary blood pressure apparatus. A 
Y-shaped tube is attached to the uterine cannula, by one end, to the other the mano- 
meter, and to the third the airbulb. The uterus will tolerate 15 c.c. of gas or 
air. It is not necessary to have more than 30 c.c. of gas at one’s disposal to make 
this test. By using the manometer the pressure is absolutely under control and the 
exact pressure of air can be determined that is necessary to force gas through the 
tubes. Insufflation of air may cause a spasm somewhere in the canal. To over- 
come this the insufflation is preceded by the administration of 5 minims of bella- 
donna every two hours for several days. 

The great number of patients with apparently closed tubes has surprised us, 
though repeated examinations soon after cessation of the menstrual flow are made. 
\Ye often find at operation that the tubes are patent by using the Curtis method of 
forcing the air from the fimbriated extremity down into the uterine cavity which 
is the natural and physiologic route. 

The catheter is supplied mth a three pronged sleeve which holds the cannula 
air tight against the cervix. During operation air may be forced up and its escape 
observed at the fimbria. If air does not pass, the Curtis method is used and in 
quite a number air escapes easily down into the uterus. 

DR. JAMES E. DAVIS, Detkoit, Mich. — The microscopic examination of oviducts 
gives abundant evidence of the wonderful reparative powers of these tissues. It 
is perfectly amazing what repairs are obsen'ed in tubes that have passed through 
the most severe types of infection, and after the repair is complete you ufill find 
hardly any evidence of what has gone before. 

DR. RONGY (closing). — I want to say that I thoroughly agree with most of 
the spealcers that oviduct insufflation is at the present, only a diagnostic procedure, 
and helps us very little from a therapeutic standpoint. 

Dr. Polak stated that the only indication for ceivical operation is a vaginal 
hypertrophy of the ceiwix. I still cannot help but think that even when the cervix 
is hypertrophied we should let it alone. 

I do not agree with Dr. Coventry that these patients should be insufflated in 
the office. 

It is advisable to have an assistant listen over the abdomen for the escape of 
gas through the tubes, and this is difficult to carry out in an office. 

I don’t believe we can anticipate ectopic pregnancy. I do not think the ques- 
tion of gas passing through the tubes will in any way have any bearing upon 
ectopic pregnancy. 

Dr. Bonifield has said that a swollen mucous membrane of the cervix may permit 
the passage of a cannula and yet not permit the passage of a spermatozoon. I can- 
not see the logic of that. The fact that many women become pregnant after an 
operation upon the cervix of one form or another doesn’t prove anything. You 
will find that a number of surgical procedures have been given up, which were 
thought to be of a curative nature for the time being. I do not see how a splitting 
of the anterior and posterior lips can in any way help to cure sterility. 

Dr. Lankford spoke of the cervical mucous plugs. In a large number of instances 
they may not prevent the passage of spermatozoa, yet they may act as a barrier 
and it is well to have them removed. I have no other method of treatment for 
these cervical discharges than by the electric cautery, but following this treatment 
you will find that the discharge is practically cured. I don’t think we have a better 
method. For spasm of the tubes we used to use morphine and scopolamine but I 
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intend to use belladonna in the future. I think if it is used over a period of forty- 
eight hours before the examination it may help a great many of these cases. 

All of us who have practiced in a hospital for any length of time must agree 
with Dr. Davis that the reparative process of the tubes is at times amazing; 
general surgeons have really no conception of pelvic pathology. All of us have 
seen tubes that have been swollen; then later resolution took place and some of 
the women became pregnant. Operations on the genital organs of these young 
women must be delayed as long as possible. We must realize that a conservation 
of the tubes and ovaries can be accomplished much better during the chronic stage 
than during the acute stage. 

(To he contimiccL) 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OP NOVEMBER 10, 1925 
The President, Dr. 0. Paul Humpstone, in the Chair 

Dr. E. a. Bullard read a paper entitled The End-Results of Operations 
for Uterine Prolapse at the Woman’s Hospital 1915-1926. (For orig- 
inal article see page 623.) 

DISCUSSION 

DR. W. E. STUDDIFORD. — It is a difficult thing to draw positive conclusions 
from the histories of that number of operations. The first table shows one of the 
great difficulties; namely, tlio adequate description of the character of the prolapse. 
It also shows another thing, that, with the exception of Table X, in whicli there is 
a series of only four cases, every type of operation gives a certain percentage of 
failure. I think that is tlie experience of every one wlio has done any large amount 
of work in this class of cases, and while infection may be responsible for a certain 
small percentage of bad results, the usual cause is a badly-selected tj^e of operation 
for the individual case. It means that that case was not studied as to the causative 
factors and what the condition was which should be repaired. Of course, it is very 
difficult to get a result which is one hundred per cent perfect, because you are deal- 
ing with women who have bad tissues to repair. A woman who is thin has the po- 
tentialities of a hernia in almost any part of her body. She is one type of case 
that will almost always got a prolapse. She may get a prolapse even if she never 
has ,a child, and if she docs have a child she is the type of woman that very often 
has a precipitate Labor; she will have a labor in which everything is forced out and 
the uterus is down shortly after the first pregnancy. They aro a very bad type of 
case to handle and one of the most difficult tj^pes in which to get a complete repair. 

I also was interested to hear that the Watkins operation is not entirely successful. 
The Watkins operation is ca.sy to do. It means opening the anterior culdesac and 
if an operator is c.arcful and pii.^hcs the bladder up through the peritoneum and 
pulls the uterus up and sews it to the anterior v.’all, he has cured the prolapse, and 
that is the end of it. If he subsequently has to do a cesarean section in one of 
those, ho is not so enthusiastic; or if at a later date he removes from the bladder 
a gauze pad that was forgotten when there was a little bleeding during the Wntlcin.s 
operation. 

The Watkins oiieralitm hns a distinct indication in a certain typo of case, a case 
in wliifh hns-to is pos'-ibly an indication, such as in an elderly woman who has a prn- 
bip'-e, but one thing mu*:! Im piresent if the operation is to be a succe<JH; there must 
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be very little prolapse of the posterior segment; the sacrouterine ligaments must be 
still holding. "When an enterocele follows the Watkins operation one can be pretty 
sure that he did a very poor operation at the start. 

I am glad to see the doctor present this because there have been papers read in 
the past, in which some one tj’pe of operation was recommended with one hundred 
per cent of cures. Now, there never was an operation for prolapse of the uterus 
that would give one hundred per cent of cures. 

DR. GEORGE G. WARD. — This work emphasizes the great need and import of 
having an efScient follow-up system and real records. 

The one thing that strikes me as of great interest in his charts is that the per- 
centages of successes are so high. I really was very much surprised, as I had no 
idea that his research would show that there was such a high percentage of satisfac- 
tory results. 

The fact that you cannot promise a cure in all cases was brought well to my 
mind this afternoon. I had an operation for so-called complete procidentia — the 
entire anterior vaginal wall was out, the cervix was out, and the uterus was about 
four inches in depth, in a woman at the time of the menopause. It was simple 
enough to do the Mayo operation, but when it came to restoring the pelvic floor, 
which is very essential for success, difficulty arose because the patient evidently had 
had a severe forceps delivery in the past. The vaginal walls on both sides, in either 
sulcus, were densely adherent to the bone and it was impossible to lift up the pos- 
terior segment of the pelvic floor in order to bring it up against the anterior seg- 
ment. I dissected away the tissues from the scar to the best of my ability and got 
approximation, but after I had finished there was a gap of at least one inch be- 
tween the anterior and posterior segments, and there was no way that I knew of 
whereby I could overcome that condition. I made a note when I dictated that oper- 
ation that there probably would be a partially satisfactory result, because of the 
inability to bring the posterior segment of the pelvic floor in its proper position up 
against the anterior segment. This case is mentioned merely to show that no one 
can say that he has an ideal operation which can be applied to every case that he 
has in hand. 

DR. HALSTED. — In looking over the prolapse cases operated upon at Sloane 
Hospital for the past two and a half years, I found the third most common symp- 
tom was incontinence of urine. I feel that this is very important and we should 
make a special effort to cure the incontinence when we operate on these cases. It 
apparently is cured by most of these operations automatically, but I do not think 
it is aimed at often enough individually. 

Another thing in regard to the Watkins interposition operation, is that the uterus 
should be small. I see a good many of these cases in the cystoscopic clinic after 
operation and find that if the uterus is large it comes down into the region of the 
trigone, and not only does it distort both ureteral openings, but I have seen three 
cases where the patients had absolute incontinence and there was no way of curing 
this incontinence because the uterus was sewed down so that it held the urethra 
open, by encroaching on the internal sphincter. The only way in which these cases 
could possibly be helped would be to dissect out the uterus and remove some or all 
of it, and this would be very difficult. 

DR. GORDON GIBSON. — To my mind the most important thing in the cure of 
the condition is the attention to the pelvic fascia. If you are going to get a good 
idea of procidentia you have to forget the uterus entirely. The uterus comes down 
because its supports are relaxed and it should be regarded in the same light as a 
hernia. 

It is not because you do a vaginal hysterectomy that you cure procidentia of the 
uterus; it is because it is no longer there to become procident. It is the work that 
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you do on the broad ligaments, and on the anterior vaginal vail, that holds the rest 
of the vagina up, and unless you do that you will get prolapse of the vagina. Those 
of you vho have seen Watkins operations fail, vhcre eveiything has become proci- 
dent aftenvards, realize vhat a bad condition you have to contend with, and it 
is not simply because of the fact that the uterus is brou,ght doum between the 
bladder, and the vagina that keeps it up, but it is the work done on the anterior 
vaginal wall, bringing the overstretched ligaments and fascia together in front of 
the cervix. 

DE. W. P. HEAXiY. — It is very interesting in looking over the statistics of the 
different tj^pes of operation to note the unanimity with which three out of four of 
the cases succeeded despite the type of operation which was used. There was about 
75 per cent of success with any type of procedure. At the same time, I think it is 
very interesting that we are now able to get 75 per cent of success with almost any 
typo of worth-while operation, because I am quite certain that up to 1915 wc were 
not so successful in the treatment of procidentia uteri. 

There are recorded in this list, according to my study of these figures, only 1C 
total failures out of 360 operative cases which is an encouraging feature, as the 
work w’as done by thirty different oporator.s. Therefore, the treatment of uterine 
prolapse is beginning to be reasonably well standardized, and the selection of oper- 
ative procedures is being done with a good deal of judgment. It indicates that wc 
realize that uterine prolapse cannot be treated by any one type of operative pro- 
cedure. 

BE. BULBAED (closing). — I am obsessed with the importance of complete fas- 
cial correction, whether the uterus be retroverted or anteverted. If the fascial cor- 
rection is complete, all about the cervix in particular, the uterus will stay up; it is 
the fascial hammock that must bo faultlessly correct under the bladder, about the 
cervix, in the culdcsac, and in the posterior vaginal wall. 

Apropos of what Dr. Halstead said about the necessity of using the Watkins 
operation only in cases having small uteri and of the vesical irritability that he has 
seen, somebody once cystoscoped many bladders after the Watkins operation and 
found just what I have shown in this series; namely, the bladder distortion with 
much vesical irritability of one sort or another. 


OBSTETRICAL SOCIETY OP PHILADELPHIA 

MEETING OF DECEMBEB S, 1D35 

The President, Dr. Brooke M. Anspach, in the Chair 

Dr. George Gray' Ward, of New York (by invitation), delivered an 
addre.ss on Raditun. Treatment of Cancer of the Uterus. (For orig- 
inal paper, see page 439, April issue.) 

BTSCUSSION 

BE. FLOYB E. KEENE. — It is a source of satisfaction to realize that Br. 
Ward confirms the opinions which wc of Boctor John C. Clark’s Clinic liold regard- 
ing the use of radium, not only as applying to the technic of application, but also 
as to the results of treatment. Wc have limited ourselves to 200 milligrams of ra- 
dium element and have had no experience with the emanations. When we first began 
this work, ex'cry case of carcinoma of the cervix was treated, irrespective of the 
e.xtetit of the disease, with the e.xception of the very early cases which were sub- 
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jected to operation. Our experience lias taught ns, however, that care should he 
exercised in the proper selection of cases; while it is true that occasionally a very 
advanced case of carcinoma of the cervix will show a nianmlous cure, we must not 
he judged hy one case hut rather hy the results obtained from a large series, and 
with the advanced case with wide extension involving the bladder, rectum or hi'oad 
ligaments, we believe that radium may do more harm than good. The technic we 
have employed has been practically identical with that used by Doctor Ward. For- 
merly, a second dose of radium was applied six weeks after the first as a more or 
less routine procedure. Of late, however, wc have been governed entirely by the 
results of the first treatment as to whether or not a second is advisable. It has been 
our opinion that beneficial results of radium have come largely from the first treat- 
ment. As Dr. Ward has said, following upon irradiation there is an encapsulation 
of the cancer cells by a fibrosis which renders them more inaccessible to the action 
of radium, and secondly, such tissue is poorly resistant and rnay readily break doum, 
giving rise to a fistula formation if too much radium is used. Dr. Ward’s sugges- 
tion that a permanent catheter be introduced and kept in place during the time the 
radium is being applied is a very excellent one and I believe that in this way many 
distressing bladder symptoms will bo avoided. I think there is no question that radium 
is the treatment par excellence for the more advanced cases of carcinoma of the 
cervix in that it diminishes bleeding and discharge and even pain in a largo per- 
centage of cases. In about 15 per cent there seems to be an exaggeration of symp- 
toms, while in 65 per cent there will be a local healing with complete cessation of 
hemorrhage and foul discharge. Such palliation may last for months or even years 
before recurrence. In classifying our cases of carcinoma of the ceiwix, we follow 
much the same plan as that recommended by the American College of Surgeons. 
Doctor Ferguson, who was formerly on our sendee at the University Hospital, has 
just finished a compilation of our cases treated since 1919 and of these 184 have 
been examined by one of the members of our Staff. Of this number, 94 have passed 
the five-year interval. One point which Dr. Ward did not mention is tho use of 
cautery excision of tho malignant cervix. In this series above refeiTcd to, there 
were 28 patients in whom a cautery amputation was done who were treated five 
years or more ago. Of this number, there were three deaths: one from peritonitis 
and two from septicemia, giving an operative mortality of a little over 10 per cent, 
but with a five-year cure of a little over 42 per cent. Of the Group I cases which 
were treated five years or more ago there were 13, — 7 of these- were treated witli 
radium alone with two five-year cures or 28.5 per cent. High cautery amputation 
plus the radium was used in 6 n-ith five five-year cures or S3 per cent, giving a total 
five-year cure in the 13 early cases either by radium alone or by liigh amputation 
plus radium of 53.8 per cent. While, of course, this series is too small upon which 
to base any definite conclusion, it seems to us that it does indicate that the best 
results are to be obtained from a combined use of the cautery and radium. We are 
in full accord with Dr. Ward ’s idea that a hysterectomy should not be done follow- 
ing an apparent cure by radium and for the reasons which he has so definitely 
pointed out. As to carcinoma of the fundus, we believe that operation should bo 
done unless some very definite contraindication exists. Of those patients with car- 
cinoma of the fundus in whom for some reason or other radium was used, about 20 
per cent are alive and apparently well after five years. 


. EICHAED C. HOEEIS.— The 50 per cent definite cure is disappointing. It 
wou d be in any other class of medical or surgical cases. You speak of the general 

diagnosis. Wc must have some other method of early 
gnosis of carcinoma, before we blame him too severely. Wo can only ureo Mm 
o ma e no attempt at diagnosis. Any suspicious case should be submitted tn +1 
e.-pe« a T„„ pit, is that as so„„ as t,.a patl^^S 
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^^TOIlg, it is too late for radium or surgery to effect a cure in one-half of such cases. 
Suppose carcinoma is diagnosed by an early biopsy and radium is applied, how far 
does it radiate and destroy? Has every outpost of cancer been reached? How far 
does the surgeon go with his operation, even the "Wertheim? Clark showed the hope- 
lessness of removing outlying glands. It is a hopeless problem, as the results both 
of radium and surgery demonstrate and we must have light from another source. 
The cautery, so skillfully used by Dr. Byrne, of Brooklyn, with no better results 
since, is to be improved by applying radium. Will that also destroy all cancer 
outposts? I fear not. I agree mth Dr. Hirst not to forget surgery for these very 
early cases, that happen not to have outposts of cancer cells. If it can be sho;vn 
that radium’s effect is not direct, but inhibits cancer change through some as yet 
unknown biologic change in the blood or other tissues, then I will have more hope 
for its ultimate success. As to the teclmic of inserting radium needles, a recent 
mishap is worth noting. Appljnng a needle with silk attached for its withdrawal, 
the silk was cut by the trocar and cannula used and the needle lost itself in the 
tissues. Foreign bodies arc difficult to remove sometimes. To remove this needle it 
was ncccssarj' to have an x-ray picture, a block-tin stem pessary having been placed 
in the cervix. A stereoscopic picture oriented the needle in the posterior wall of the 
uterus midway between the promontory and the symphysis. With the patient on a 
fluoroscopic table, the needle was finally grasped and removed. 

I have since that accident abandoned the silk withdrawal thread and the cannula 
and trocar. The needle threaded with a fine wire is held in a forceps and thrust 
into place. 

DR. .eYLFRED HEIKEBERG. — To mo the most important point brought up has 
been the very close follow-up work of these cases. It is only by following up the 
cases closely that wo can hope to have the excellent results which have followed Dr. 
Ward in the treatment of carcinoma. I would like to give you a report of the cases 
which we have radiated in the Gjaiecological Department of Jefferson Hospital since 
we have adopted intensive radiation in the last four years. The 86 cases wo have 
arc not sufficient, nor has sufficient time elapsed since the beginning of this treat- 
ment to come to any definite conclusions as to the effect of radiation in these cases. 
Tlicrc is one other point which has been brought out, which has also been emphasized 
by the Germans; namely, the blood picture before the application of radium. He 
also brings out another point which we have neglected to a large extent in this coun- 
try; namely, that twice as many patients recover after the x-ray treatment whoso 
living conditions are satisfactory, as do among those who must go back to work or 
to other conditions which arc not favorable for the recuperation. 

DR. WARD (closing). — I have followed the work of Dr. Clark's Clinic with the 
greatc.‘-t interest, and I knew that thej' were u.sing the cautery to remove tissue 
wlicn exuberant but I did not know that they had adopted it ns a routine technic. 
I think that it may prove a valuable contribution. We likcwi.so consider the con- 
stitutional state of the patient a very important factor and use prophylactic blood 
tian‘'fu'»ion on that account. Wo must realize that we are likely to forget what has 
1 r. done in the past. Dr. Byrne ’.s high cautery amputation of the cervix .showed 
vor.derful rr-nU.s in those early day.';. 

l)j£. C.\THAmN-r; MACPAUL.tNE read a paper entitled Infection of the 
Abdominal Incision in DOO Gynecologic Laparotomies. (See page 

6 : 10 .) 

DLSCUS.3ION 

Dlk LDV.’ARD A. f-CIILlIAXN. — Ob.'ervfition in rormy clinics nnd many varieties 
(’f cp-n.ti^e prt-*/-dur>''5! have Iwl me to heUevc that the preparation of the pntient, 

e n ( I; od of oj- eration, .and method of wound closure have nothing whntsoevcr t'' 
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do mth wound infection. In any w'ell conducted clinic infections from tlie outside 
are in tlie great minority. The controlling factor is traumatism to the edge of the 
incision. I believe the moving retractor in the hands of assistants is a very impor- 
tant factor in producing wound infection, and I would advise a fixed retractor so 
tension is regiilated by the operator or is not shifted. 

De. Francis A. Fahght (by invitation) read a paper entitled Blood 
Pressure and Urinary Findings in 100 Cases of Normal Pregnancy. 
(See page 633.) 

DISCUSSION 

DR. RICHARD C. NORRIS. — The frequency with which you find albuminuria 
varies; some place it as high as 80 per cent. Catheterized specimens and the delicacy 
of the test employed influence the frequency. Moderate albuminuria may be due to 
associated leucorrhea, to cystitis, or to pyelitis. It is important to know that you 
are dealing with renal albuminuria. You will find the Esbach test, from day to 
day, will tell you how the case is progressing and that, after all, is the important 
thing. It is the study of the case day by day as to the progressiveness of tlie com- 
bined symptoms of toxemia. As to glycosuria, the Doctor did not say how many 
of these cases were really lactosuria and not glycosuria. 

The chart shows that it is the combination of sjunptoms, not casts alone or blood 
pressure alone, that is important. Eighty per cent of pregnant women wall show a 
systolic blood pressure between 100 and 130, the larger number nearer the lower 
range. The laboratory findings of acetone, diaeetic acid and indican; the precise 
number and kind of easts; amount of urine voided, and the test of kidney efficiency 
are all valuable, but laboratory findings do not always explain what they find. 
When, with these findings, we note a rising blood pressure and progressive symptoms 
of grave toxemia, the patient has entered the danger zone. It is the progressively 
rising blood pressure, the progressive degree of albuminuria with failing kidney 
function and diminution in the amount of urine voided in twenty-four hours, and the 
other signs of toxemia, such as headache, itching of the skin, nausea, irritations 
throughout the body — the many complex manifestations of toxemia — that call for 
immediate treatment which is best carried out in a hospital. When the patient gets 
a blood pressure of 160 without associated kidney changes, we feel she is in the 
danger zone. We put her to bed and study the various functions of her body with 
every available laboratory aid. 

The chart, page .694, of 33 cases of grave toxemia in 1200 consecutive hospital 
patients (Preston Retreat) is of interest. First, the period of occurrence of grave 
toxemia cases with only one as early as the sixth month. Toxemia in the early 
months is the nausea and vomiting type. Six occurred in the sixth to eighth month, 
twenty-one in the eighth to ninth month, only five of them at term. This chart indi- 
cates the period of pregnancy when one should especially frequently examine the 
urine and blood pressure of pregnant patients. While once a month may do in the 
earlier months, more frequent examinations are in order after the seventh month. A 
specimen sent for examination is not enough. The patient should be seen; her blood 
pressure taken, her body functions studied, her diet and elimination looked into, and 
advice given as to her mode of life. 

Of these 33 cases, after appropriate eliminative treatment, 17 of them went into 
labor without doing anything to end their pregnancies. We induced labor in 16 
cases, 3 from seventh to ninth month and only 4 at or about term, showing again the 
dangerous period. In the first group there was an average of eighteen days’ treat- 
ment, before spontaneous termination of pregnancy occurred. Of that group of 
spontaneous labors, none died. In the second group (induced labors) one died from 
fulminating eclampsia. She had attended the prenatal clinic, with normal urine and 
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normal blood pressure, on four occasions. Three days after her last rdsit she felt 
well enough to go to the movies, came home, had a violent headache, was brought to 
the Retreat in an ambulance, having had six convulsions with profound coma, and 
died in about ten hours, never regaining consciousness. She was delivered within an 
hour by bag and forceps, the infant stillborn, from premature detacliment of the 
placenta. That kind of case we cannot avoid. Fortunately they are very rare. 

. In this group of eases nine infants were stillborn — five after spontaneous prema- 
ture labor, four after induction of labor. We cannot save so many babies, but we 
do save the mothers. At Preston Retreat, before we introduced the prenatal clinic, 
the frequency of eclampsia was one in about 200 patients. Occurrence of eclampsia 
in the last 1200 patients is 1 in 400. That reduction alone justifies prenatal work 
— the prevention of eclampsia. 

As to high blood pressure without albuminuria and casts, there were 4 such cases 
all occurring within a week of term. We induced labor in three of them. Blood 
pressures were 175-162-174. There is' a patient in the Hospital now ndth blood 
pressure of 170. She has no albuminuiia, she has lost one of her kidneys, she has 
lost the right lobe of the thyroid gland operated a year ago for goiter. Her kidney 
is not failing her. Her liigh blood pressure is probably due to hyperthyroidism. 

The relative value of these two factors — albuminuria and high blood pressure — is 
debatable. To estimate the gravity of toxemia the urinary studies are more to be 
relied upon. When both arc progressively growing worse, despite active eliminative 
treatment, termination of pregnancy is indicated regardless of the viability of the 
fetus. A gravely toxic mother usually means a gravely toxic, premature fetus, 
whose questionable viability is not to be put in the balance with the mother’s life. 

DR. FAHGHT. — Hr. Norris’ remarks are a supplement to my paper, since they 
are purely complementary to what I said, dealing entirely with the toxic type of 
cases, while I eliminated all those in which any suggestion of toxemia appeared and 
made no reference to them. Certainly we find variations in blood pressure in all 
individuals, in some more than others. I have made observations where the pressure 
was between 165 and 175 mm. Hg. systolic at the first observation and never formd 
it again more than 140, so I have always said that individual blood pressure read- 
ings were notoriously misleading and have always been in the habit of checking them 
up. 


THE NEW OELEANS GYNECOLOGICAL AND OBSTETRICAL 

SOCIETY 

MEETING OF DECEMBEE 10, 19SS. 

Dr. Hilliard E. Miller reported a ease of Macerated Premature 

T'wins "With Six True Knots of the Cord. 

The patient was about six months’ pregnant and in labor. About four inches 
from the umbilical attachment of the first fetus there was a coil of knots of the 
cord. Immediately afterwards the foot of the second fetus presented. Delivery 
was accomplished by extraction. Both fetuses were dead and macerated, and there 
was distinct evidence of hydramnios. The second (smaller) of the twins seemed to 
be further along in the stage of decomposition than the first (larger). Careful ex- 
amination of the cord showed six true knots tied therein. 

The patient later gave me a rather interesting history. This was her second 
pregnancy, the first child being now some eleven months old. She is a very active 
girl and indulges in all sorts of athletics. About a month before this occurrence 
she had gone to her father’s plantation, where she had done considerable horseback 
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riding, nnd Imd personally Bupcrvised the branding of 400 cattle. For about ten 
days before her labor she had not felt life, but for a week prior to this cessation, 
the activity of tlic fetuses was so pronounced that she had no rest at aU. This 
seemed to bear out our assumption that the strangulation of the cord of the smaller 
twin had occurred first. 

Dr. J, W. Newman read a paper on The Mechanics of Birth Injuries, 

Their Cause and Prevention, prepared jointly with Dr. Walter E. 
Lev}' (see page 645). 

DISCUSSION 

DR, WALTER E. LEVY. — ^Holland, in Iris monograph on the subject, reports 300 
consecutive autopsies on stillborn fetuses of cvciy type, and his thesis is issued 
ns the official British Ministry of ITcalth report. Intracranial hemorrhage is handled 
better in it than it is in the average textbook. He calls attention particularly to 
the anteroposterior pressure which causes the lateral compression and the lateral 
pressure which causes a lengthening of the anteroposterior diameter. In routine 
autopsies on everv' stillbirth on our service, we have found three intracranial hem- 
orrhages in 14 stillbirths from all causes. Our present article deals merely with the 
mechanism of birth injuries and the general aspects of their prevention. I believe 
we cannot emphasize too strongly the teaching of the mechanism of labor and also 
the fact that when we resort to version or forceps, we are simply trying to imitate 
the natural mechanism of a delivery and arc not trying to substitute a new proce- 
dure for it. The teaching that midforceps deliveries can bo done in five minutes is 
utterly wrong. Munro-Kerr long ago called attention to the fact that the average 
midforceps delivery takes at least thirty minutes. It should imitate the natural 
methods of labor by alternate traction and relaxation, and so should give the head 
a chance to mold and the vagina time to iron out. 

DR. E. L. KING . — 1 agree with Dr. Newman that the key to success lies in 
handling each individual case on its own merits, refraining from blind adherence 
to routine. One of the most difficult problems in obstetrics is the decision when to 
apply forceps, and one of the most difficult performances in the same field is to 
refrain from applying them too soon. I try to impress upon my students the diffi- 
culties of forceps deliveries by telling them that, roughly, the danger of such a 
delivery varies as the square of the distance from the head to the vulva. That is, 
I try to emphasize that the further the head is from the vulva, the more difficult 
is the application, and certainly the more dangerous. Both in teaching and in 
practice I try to refrain from applying forceps in any instance until the head is 
well down, but I have seen numerous cases in which the application was delayed 
too long, and the child was either bom dead or died soon afterwards. One of our 
prominent obstetricians once remarked that he did not believe that the prolongation 
of the perineal stage ever caused a baby’s death. I disagree absolutely. I think 
in this connection it is wise to stress again careful and frequent auscultation of the 
fetal heart, particularly when there is a delay in the delivery, and more particularly 
in any instance in which the position is posterior or in which the sagittal suture is 
in the tran.sverse diameter and the head has not yet rotated anteriorly. Unlike Dr. 
Newman, I feel that in certain instances of breech presentations extraction is in- 
dicated, particularly in frank breech cases, when the legs are straight up in front. 
This is especially true of primiparae with large babies, in which there is a larger 
bulk to come through the pelvic canal than it can readily accommodate. In these 
instances, when the diagnosis is definite and dilatation is complete, I think it wise 
to bring down a leg and to proceed with a slow extraction. I also believe that 
occasionally, when the delivery of the aftercoming head is too slow, the application 
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of forceps is a wise measure. Here^ too, however, it is essential not to put the for- 
cepts on too soon and try to hurry the delivery. The head must be past the sacrum, 
down in the cavity, and the sagittal suture must have rotated anteriorly. Much less 
damage is done by this measure than will be caused by traction from below and 
pressure from above. 

DB. NEWMAN (closing). — am glad to hear Dr. King emphasize also the 
dangers of a prolonged perineal stage; the average textbook almost ignores this 
condition, which is certainly responsible for a fair percentage of our fetal deaths. 
It should be stressed, however, that the worst thing in the practice of obstetrics is 
the use of the watch. We should govern our procedures by the indications, and not 
by the fact that the patient has been in labor a certain period of time. 

Dr. H. Vernon Sims read a paper on Malignant Degeneration of 
Uterine Leiomyomata and reported three eases. 

Case 1. — C. G., aged forty-two years, colored female. Admitted to the hospital 
with a tentative diagnosis of fibroid of uterus. Past history irrelevant, menstrual 
history normal until present illness, which began six months ago with gradual onset. 
Now has severe lower abdominal pain, worse during periods, and profuse leucorrhea 
and metrorrhagia. No fever or vomiting. Onset apparently dated from miscarriage 
in June of the previous year. Operation, supravaginal hysterectomy. Pathologist’s 
report, malignant leiomyoma. Eecovery. 

Case 2. — ^A. H., aged forty-three years, colored female. Admitted with a com- 
plaint of pain in side and bleeding at irregular intervals for last seven or eight 
years, growing progressively worse for last two months. Menstrual history normal 
until five years ago, since which time periods have lasted from five to fifteen days or 
more and have recurred after six to fifteen days amenorrhea. Ifive children, youngest 
twenty years old. Tentative diagnosis multiple fibroids, size seven months’ preg- 
nancy. Hb. 50 per cent. Operation, supravaginal hysterectomy, left salpingo- 
oophorectomy, appendectomy. There was nothing to arouse the suspicion of malig- 
nancy except the friable condition of the fibroid, which was so marked that the 
vulsellum tore out repeatedly. Pathologist’s report malignant leiomyoma, atrophic 
and cystic endometritis, chronic proliferative salpingitis. The patient died on the 
fifth day postoperative. 

Case 3. — ^L. J., aged sixty-four years, colored female. Past history irrelevant. 
Menopause eight years ago. Nine full-term deliveries, youngest child nineteen, one 
abortion. Indigestion and loss of weight for several years. Eight months ago 
noticed irregular spotting, which has continued since, and is now accompanied by 
backache and a foul discharge. Hb. 65 per cent. Diagnostic curettage revealed 
tissue apparently grossly malignant. Pathologist’s report fibrosarcoma. Laparotomy 
six days later. The uterus was about the size of a four months’ pregnancy with 
irregular, nodular areas which suggested malignancy both in color and appearance. 
There were some minute areas on the intestines which were vaguely suspicious. Com- 
plete hysterectomy, bilateral salpingo-oophorectomy. Pathologist’s report malignant 
leiomyoma of uterus, very rapidly growing. Previously reported from scrapings as 
fibrosarcoma, but sections selected from tumor show cells arise from smooth muscle 
and not from fibrinous tissue. Good recovery. 

DISCUSSION 

DE. T. B. SELLEES. — Statistics from various medical centers showing the rela- 
tive frequency of malignancy complicating uterine myomata, emphasize the necessity 
of a careful macroscopic and microscopic examination of all tumors removed at 
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operation. I cannot explain why our incidence is not higiier at Charity Hospital; 
I remember only one case on our service for many years past. I have used radium 
in many selected cases of uterine fibroids with excellent results, but if malignancy 
occurs as frequently as some authors insist that it does, I question the advisability 
of its use, in view of tho fact that it is not the ideal treatment for malignancy of 
the uterine fundus. 

DR, iriLLIARD E. illLLEB. — In our very active service at Charity Hospital, 
only three cases of malignant changes have been reported within the last ten years, 
while in other clinics the incidence runs as high as 4 per cent. This seems to 
indicate that po.ssibly our specimens arc not being examined with the detail they 
should be. Dr. Sims’ statement that these conditions are likely only during the 
menopausal years or thereafter should be qualified. They occur in younger women 
also. I recall four or five cases in our private practice in which malignancy was 
found in young women, including one instance in which diagnostic curettage re- 
vealed it in a woman of twenty-eight, in whom we had not suspected any such 
condition. Any irregular bleeding, or any irregular blood-tinged discharge, should 
bo regarded with suspicion whether the patient be twenty-five or seventy. 

DR, SIMS (closing). — Personally, I believe a more careful examination of 
tho specimens is indicated than /is usually done, and I think the higher 
incidence of malignancy in clinics in which careful examination is tho rule will 
prove my point. Cullen’s clinic in Baltimore, for c-x/imple, reports a com- 
paratively high incidence. Ho is looking for the condition and he finds it. We 
apparently are not looking, and wo, therefore, do not find it. In tho last case 
reported, both the gross and the microscopic findings were perfectly characteristic 
of tho condition. Wo ought to insist that every suspicious area be thoroughly 
examined. I did not mean to convey tho impression that malignancy of the 
fundus of tho uterus occurred only at or after the menopause. Indeed in my own 
experience I recall at least one case in which it occurred in a woman of thirty. 
In the cases I investigated, however, it occurred in all instances either at or after 
the menopause, and that was the point I meant to bring out. 

Dr. Addley H. Gladden, Jr., read a paper on The Conduct of Labor 
After Cesarean Section (see page 642). 

DISCUSSION 

DR. PHTLIPS J. CARTER. — Rupture of the cesarean scar is due to one of 
two things. Infection is the first cause, not necessarily an obvious infection, but 
the loiv grade type which produces practically no clinical symptoms because the 
toxins are absorbed as they arise. The second cause, and it is a most important one, 
is the typo and kind of suture material employed, plus, of course, technic, and the 
resistance of the uterine muscle to the sutures. When we suture in tiers and 
include the entire musculature of the uterus, we sometimes pull the sutures too tight, 
and when we do, a breaking dorvn of the muscle is almost sure to follow'. In the 
scars w’hich give w'ay you will always notice that rupture occurs where the scar is 
thinnest. I recall assisting in one operation in w'hich the imminent rupture could 
be detected abdominally beforehand, and when we opened the abdomen we found 
the scar as tliin as paper. Tying the sutures too tight will cause strangulation of 
the muscle fibers of the uterus and is dangerous. I cannot give a personal foUow- 
up on any of my own cases of former cesarean, but in several instances at the 
hospital I have heard indirectly of some of these cases being delivered safely after- 
wards by natural channels. I believe interrupted sutures are the safest. It is my 
practice to use about a dozen chromic No. 2 sutures, running through all the layers. 
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including the endometrium, and all interrupted. Then I go over the top with a 
Cushing suture. In that way the first line is completely covered. If infection does 
occur, only a few sutures may he involved and not the entire line. 

DR. W. E. LEVY. — I should like to report six cases, which are possibly included 
in Dr. Gladden’s figures, which I have personally delivered by the natural channels 
after a previous abdominal section. Of course in no case was the first operation 
done for contraction. In the average case in the clinic we had to take the patient’s 
word for it that the previous convalescence was smooth or stormy, so that we could 
decide upon the possibilities of a previous infection. We' delivered all these cases 
in the hospital, and in more tlian one instance the operating room was ready in the 
event that rupture did occur. I recall deliveiing one woman twice per vaginam 
after cesarean section. The second stage of labor should be made as short as pos- 
sible in all these cases. The woman who has had her first baby by cesarean section 
is for all practical purposes a primipara, and the delivery meets as much resistance 
from below as if it were her first child. Four of my cases, as I recollect, were 
terminated by forceps as soon as these could be safely applied, that is, after full 
dilatation had occurred. I take issue with Dr. Gladden’s theory that labor should 
be induced ahead of term. We do not know the condition of the scar in any case, 
and in my opinion it is just as likely to give way at eight as at nine months. If 
rupture should occur, the danger of peritonitis is certainly greater if a foreign body 
has been introduced into the uterus than if the patient has been allowed to fall into 
labor normally. Of course, induction by the modified Watson method is perfectly 
safe, but I should certainly hesitate to do a mechanical induction. The best work 
on the uterine scar after section of which I have knowledge has been done by Otto 
Schwarz of Washington University at Barnes Hospital. He makes the point that 
there is no true muscle regeneration present, and that the fibrous thickness is de- 
pendent upon the tjTpe of healing and whether or not infection is present. This we 
cannot decide upon, but I would emphasize the point that we are gambling some- 
what when we risk natural delivery after cesarean section, although, as Dr, Gladden 
says, the chances are in our favor in view of the notoriously poor results of cesarean 
section in the average hands. 

DR. HILLIARD E. MILLER. — I have had the good fortune to take some five 
of these cases through a second labor, where the original cesarean had been done 
for conditions other than contraction, and I have had no rupture or threatened rup- 
ture in any of them. In all of them, however, as Dr. Levy has emphasized, as soon 
as the cervix was fully dilated and the head far enough doum to make delivery 
possible, the patient was relieved of the strain of the second stage by forceps de- 
livery. I believe the danger of rupture is rather greater after the low operation, 
because the incision is made through the thinned out lower segment of the uterus, 
which has already been subjected to considerable stretching. Dr. Losee of the New 
York Lying-In Hospital some time ago made an extensive study of cesarean scars 
which were removed at subsequent operations, and he found that in practically every 
instance where the sear was weak, there was definite evidence that it had healed 
by granulation, or that the endometrium had not been properly closed and seepage 
of the lochia or clotted blood had occurred. For this reason he lays stress upon 
the necessity of closing the endometrium also. The old idea, which is contrary 
to this view, was that if the endometrium were closed, the lochia would infect the 
stitches as they went through it, but careful studies of eases in which closure of 
the endometrium was done proves that there is no particular danger from this 
source. For my own part, I propose in future cases to include the endometrium in 
my suture line. I might add that in one case in my series, in which I delivered 
the patient of her second baby by forceps, Dr. Jeff Miller recently delivered her 
of triplets without instrumental assistance. 
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DR. E. L, iaNG.~\Vc :ire always gambling, as Dr. Levy has said, when wo 
deliver these eases by the natural route, I believe, too, that the incidence of rupture 
of the scar is more tlian the 4 or 5 per cent commonly reported. Several years ago 
Holland collected a series of several thousand cases delivered by cesarean section 
and made a report tiicreon iii the Jlritish Journal of Obstetrics and Gynecology. 
Four hundred and forty-eight of these women were subsequently delivered of second 
babies, the incidence of rupture being about 4 per cent. In 3.o2 cases, however, 
deliverj* was by a second cesarean operation; in otiier words, there was no chance 
of rupture, for natural delivery was not attempted. That left only 96 patients who 
were allowed to go into labor, and as 18 scaVs ruptured, the incidence is raised to 
over 18 per cent. You will note how that compares with Dr. Gladden’s series of 
15 cases with 3 ruptures. I take it that wc are really deluding ourselves when we 
say that the incidence of rupture is from 3 to 5 per cent, but I still believe that 
the chances are in our favor when we attempt delivery from Ijclow'. The method 
of suturing has attracted much attention, and in tliis article of Holland’s to which 
I refer the .statistics seem to show a leaning towards interrupted, buried sDkwonn 
sutures to close the uterine wall, reenforced bj’ catgut for the uterine peritoneum. 
The scries of silkworm cases, however, was too small to justify basing any definite 
conclusions thereon. To my mind the suture material does not make nearly so much 
difference as the technic. Wo have to bear in mind always that in these uteri, 
involution is going on and a wound originally 4 inches, say, at the end of a few 
days is not more than half as large, so that there is bound to be some slack in our 
stitches, and the wound may open up and heal secondarily instead of primarily. 
Dr. Gamble of Johns Hopkins studied histologically a series of 15 uteri removed 
at operation subsequent to a former cesarean section, and compared the condition 
of the scar with tho temperature chart of the former operation. He found no 
apparent correlation between the condition of tho scar and the former convalescence. 
Patients with febrile charts showed strong scars, and patients with practically nor- 
mal temperatures showed weak scars, which seems to prove that reliance on tho 
history of the former convalescence may give us a false sense of security. I believe 
that we are right in attempting tho delivery of selected cases from below, but I also 
believe that we are running considerable risk of rupture, and if this does occur, the 
mortality rate will bo high. I remember one patient who was delivered of her first 
baby by cesarean section. In her second labor she was in tho operating room on 
the table, ready for laparotomy, when rupture of tho scar occurred, and death 
ensued before the operation could be completed. I would like to add to Dr. Glad- 
den’s series a case wliich was recently delivered at Touro with excellent results by 
midforceps. I have information also regarding another case, which is possibly in- 
cluded in Dr. Levy ’s number. She had her first baby by cesarean section at Charity 
Hospital many years ago, her second baby by cesarean section at Touro, her third 
baby was delivered there by Dr. W. E. Levy by midforceps, and her fourth baby 
has recently been delivered by the natural channel without instrumental assistance 
of any sort. 

DR, GLADDEN (closing). — ^I did not, of course, intend to try to draw any 
conclusions from a series of 21 cases, but I did mean to make the point that the 
old theory that one cesarean means a second cesarean is not necessarily good ob- 
stetrics. All of the literature I have consulted on this subject seems to stress ap- 
proximation of the uterine layers as the most important single factor in guarding 
against subsequent rupture, and not including the endometrium, as it would weaken 
the scar. The idea of inducing labor in these cases prematurely is that it is easier 
to deliver a five pound baby than an eight pound one, and that the strain on the 
uterine muscle with its possibly weak sear is certainly less, I can see Dr. Levy’s 
point, however, that there is an added danger of infection if rupture does occur and 
there has been interference. 



NEW YOEK ACADEMY OF MEDICINE 
Section on Obstetrics and Gynecology 
STATED MEETING, HELD OCTOBER 27, 1925 

Dr. Edwin W. Holladay in the Chair 

Drs. Joseph W. Draper and W. E. Stdddieord, Jr., presented (by in- 
vitation) the report of A Case of Actinomycosis of the Tubes and 
Ovaries. (For original article see page 603.) 

DISCUSSION 

DE. M. EOBINSON. — ^About six years ago I reported a case of actino- 
mycosis of both ovaries in a girl of thirteen. The lesions at the time were 
identical with those presented but this girl had not menstruated as yet. There 
were no evidences or clues to lead one to suppose that there was any entry per 
vaginam or through the genital tract. The patient lived for about one year after 
the operation and finally died of the actinomycosis. 

DE. ALFEED PLAUT. — In the last two years in the Woman’s Hospital I 
have seen two eases of actinomycosis in the abdominal cavity of women. One 
patient was a colored woman about twenty-three years of age, who had been 
complaining of heaviness and pain in the abdomen for about one year. At opera- 
tion, by Dr. Bryon Goff, adnexal masses were found which were partly hard 
and partly soft. The operation was exceedingly 'difficult and required two hours. 
The uterus seemed to be normal, and in order not to prolong the operation, it was 
left. Clinically the entire mass gave the suggestion of myoma and adhesions. 
There was a great quantity of yellow material with a similarity to corpus luteum. 
Microscopically it was found to be granulation tissue with an enormous number 
of giant cells, and I found a few actinomycotic granules. I could make the 
diagnosis in this case only after long study. This yellow tissue was chiefly 
pseudoxanthomatous in type and had accumulated in such a manner as to suggest 
a tumor-like growth, but there was no tumor; it was only actinomycosis. The 
woman is now in perfect health. No abnormality can be felt in the abdomen 
now, a year and a half after operation. She had a sinus in the first few weeks 
but this healed. How long she will remain in good health, I really cannot prog- 
nosticate. 

The second specimen reached me only a few hours ago. The patient was 
operated upon by Dr. Sturmdorf for an abdominal tumor. A mass the size of a 
fist, looking very much like a firm large carcinoma of the breast, had been ad- 
herent to the cecum. Tt gave the impression of a so-caEed pseudosarcoma or 
inflammatory tumor, but there was no history of an inflammatory condition in 
the abdomen during the past two years. I was unable to make a diagnosis on 
the gross specimen, although carcinoma did not seem probable to me. Frozen 
sections showed only connective tissue and I reported that probably it was one 
of these cases. Wlren the complete specimen was examined, I saw that it con- 
tained pus and necrotic material and that in the center of the necrosis was a 
granule the size of a poppy-seed. The diagnosis of actinomycosis was confirmed 
by microscopic examination. Certain small masses, on further examination showed 
rt-pical plant cells and two small calcified pieces of wood. The calcification pres- 
ent makes it probable that some foreign body penetrated the abdominal wall and 
perhaps gave rise to the infection. 
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Drs. IIalsted and "Widens presented a paper entitled The Need for 
A Urologfic Department in Every Gynecologic Clinic. (For original 
article see page 664.) 

DISCUSSION 

DR. HENRY D. PDRNISS. — I believe that an incidence of 3 per cent of 
urinary disturbances in gynecologic services is entirely too low and that it will 
run anj'wherc from 20 to 30 per cent, if you take into consideration the minor 
degrees of trouble that these women have. There are three causes of urinary 
trouble in women: one is essentiallj' in the urinary tract; another is where the 
urinary symptoms are more or less dependent upon the gynecologic condition, and 
in the third, the two coexist. I believe we have been inclined to attribute too 
many of our urologic cases to a gynecologic condition, because while both may be 
caused by the .same factor, they are more or less independent. 

The service should be a part of the gjuiccologic department and the patients 
should not be referred to the urologist. 'Where we find such a large number of 
urologic conditions, I think it behooves every gynecologic service not only to train 
some men to do the work, but to train every one of the men to do the urologic work. 
I w.as rather impressed with the small number of stone and tuberculous cases. 
Wo find stricture of the ureter a rather frequent condition. I think Hunner 
deserves a tremendous amount of credit for the work he has done along that line. 
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On the Effects of Sex Hormones in Determining; the Sex Ratio: A 

Criticism of Kovacs’ Paper 

By Caul R. Moore, Ph,D., Chicago, III. 

(From the Zoological Laboratory, University of Chicago J 

The October (1925) number of this Journal contained a paper by Francis Kovacs, 
M.D.,3a entitled “The Influence of the Male Sex Gland on the Female. An Experi- 
mental Study to Determine the Sex Ratio of the Offspring.” Contributions to this 
broad and important field of sex biologj", if .they merit the attention of tlie scientific 
worker or the medical practitioner, should present a fair implication of the progress 
attained in the subject and should be based upon sufficient and adequately studied 
materials. Phenomenal steps in the progress of development of our knowledge in 
such a field merit the closest attention. Dr. Kovacs’ first point in conclusion is 
given as follows: “The sex ratio of the offspring of the albino rat can be changed 
to the advantage of the male by subcutaneous injections with testis tissue.” If 
such a contention has been j)roved the work must be considered an outstanding con- 
tribution to our existing knowledge, but if not well established it should be ques- 
tioned for the sake of avoiding confusion in future work. Acceptance of unsubstan- 
tiated conclusions sometimes influences the trend of development adversely and the 
knovm facts shown by sex studies are within themselves so confusing that it is essen- 
tial to weigh vith care the data and conclusions of different workers. 

My appreciation is here expressed to the editor for the opportunity to call atten- 
tion to certain points not clearly established by this author. 

Let us examine the premises of Kovacs’ thesis. 

(a) He injected freshly gi-ound rat testes into six pregnant female rats; obtained 
six litters numbering 28 males and 21 females, which by conversion is said to repre- 
sent a sex ratio of 133 males to 100 females. Since the normal ratio is said to be 
105 males to 100 females we read, “Comparing this statement with our figures, we 
find a change in the sex ratio of 27.5 per cent to the advantage of the male in our 
experiment” (page 531). Now let us suppose that a single additional litter of 8 
females and 1 male had been obtained (a not infrequent finding), the numbers 
would then have been 29 males and 29 females, which converted to 100 would have 
shown an advantage in the female direction. Since normal litters are many times 
all males or females, a sex ratio of this character is readily understood to be uncon- 
vincing. 

(b) Kovacs’ second series of five litters (after earlier injections to females) sum- 
marized in Table I, page 532, consisted of 16 males and 11 females, with two litters 
of the five made up of equal numbers of males and females; thus differences in the 
number of each sex were obtained in but three litters. ‘ ‘ Converting these numbers, we 
obtain the ratio 145.40 males to 100 females and so the changing of the sex ratio 
from the normal basis to the advantage of the male is 39.9 per cent” (page 534). 
Such conclusions from differences in three litters is almost as preposterous as con- 
cluding that in a normal litter of seven females and one male the hormones of the 
mother’s ovary have modified the sex ratio of her young to the advantage of the 
female by several hundred per cent. 

(c) Kovacs transplanted testes into 10 female rats, caged them with males and 
killed all females witliin seventy-five days after transplantation. He obtained from 
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tlio 10 females four litters of 10, 3, 5, and 3 youns-, of whicli lo were males and 
6 females — ... a sox ratio of 250 males to 100 females" (page 513). Two 
of tho mothers showed no macroscopic or microscopic evidence of testis tissue remain- 
ing from the transplantation. Six of tho 10 females with testis grafts did not de- 
liver litters between tho time of transplantation and autopsy, a period of but sev- 
onty-frvo days during tho months of February, JIarcli, and April. To e.xplain this 
result we find tho statement . . . wo must conclude that tho testis hormones, 
carried into tho female circulation by tho functioning transplanted testis tissue, have 
effected sterility in six cases (GO per cent)," (pago 537). In this regard it should 
bo mentioned that a seasonal rest from reproduction usually occurs in the white rat 
during these months and only under exceptionally controlled laboratory conditions 
(temperature, food, etc.) can a rat colony bo kept in continuous reproduction 
throughout tho year. And iinally (page 510), since one of the four littered females 
failed to build a nest and actually devoured tho young, we find the explanation 
based upon tho olTect of the testis transplantation carried out a month earlier. Let 
us remember that without a carefully controlled diet often real epidemics of devour- 
ing nowbom young occur in nonual colonies. 

Tho basic ideas of Ivo vacs’ departure as stated, rests first upon tho work of 
Steinach, wherein sex gland transplantations are showm to have some modifying 
effect upon the host organism under certain conditions and, second, on the modifying 
effects of the malo hormone on female development when, as in cattle twins, there 
occurs a fusion of blood vessels and a direct vascular connection between tho two 
embryos. Beyond doubt tho critical reader would appreciate direction to such fun- 
damental work and -wiiercas three references are given to the work of Steinach, the 
only text reference to the cattle twin hormone effects is Keller and Tandler (quot. 
Term. Tud. Kozl., 1923), which I am afraid is not readily available to jlmorican 
readers. This very fundamental work on tho modifying influences of the hormones 
during development of the embryo was done independently by Keller and Tandlerio. 
and F, E, Lillie. But whereas the papers of tho former authors are somewhat diffi- 
cult to obtain, tho beautifully illustrated and adequately discussed observations of 
Lillieii are readily available to those interested. These detailed observations and 
discussions were preceded by a preliminary announccnientio and supplemented by 
three papers 12, 13, 11 from this w'riter, and the work extended in several papers by 
his students.i, 2 . 3, is, la in reference Ifo. 20 Kovacs does cite Lillie’s main paper on 
the subject, but tho title is not given and the text does not reveal tho character of 
this outstanding contribution. 

Lillie has made clear that no modification of tho developing female occurs if a 
direct blood connection is not established between tho tw'o individuals, and he be- 
lieves the evidence good that the placenta is impermeable to se.x hormones. This 
question has neither been proved nor disproved, but Kovacs assumes for his puipose, 
without considering other conditions that should follow, that the placenta is readily 
permeable for these unknorvn substances. 

I have attempted since 1917 to obtain information on this important point by 
(1) testicular injections into pregnant females, (2) by transplantation of testes onto 
the fetal membranes, (3) by parabiotic imion of young, and adult, males and 
females, hoping to later breed the females, (4) by the injection of other male sub- 
stances into pregnant females, and (5) by testis transplantation to females with 
subsequent breeding. None of this extensive work, excepting that dealing with 
testis grafts, has been published because the results, subjected to a critical examina- 
tion, were entirely unconvincing that any effect was detectable. Animals (rats and 
guinea pigs) that had received from three to thirteen injections of heavy testicular 
suspensions during pregnancy gave birth to normal litters of mixed sexes in propor- 
tions that caused no excitement. I have obtained litters from female rats that had 
carried two testis grafts for months before becoming pregnant and during the preg- 
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nancy, that contained normal young of both sexes. I did not obtain evidence that 
testis grafts tended to render the female sterile. 

Turning our attention to Kovacs’ testis grafts one is unconvinced by any of his 
six figures that a healthy graft vras obtained. Two large testes were placed on the 
peritoneum of the females, and the latter killed seventy-five days later. Six of the 
ten cases were rated as successful grafts though mention is made that in some cases 
graft remains could not be detected except by histologic section of the region where 
the graft was placed. If two large testes are so markedly absorbed within seventy- 
five days that they are not visible macroscopically, it would be questionable whether 
active functional tissue was present. His figures strongly indicate that either the 
testis has been resorbed, excepting a few scattered epithelial tubules (from what 
portion of the testis is not clear), or that the remaining portion is necrotic and 
undergoing slow removal. His Fig. 5 shows a large area of testis material, but the 
majority of it consists of outlines of tubules so completely necrotic that cells or 
nuclei are not visible; the remainder of the figure consists of tubules very obviously 
necrotic and labeled “atropliic but functioning canals without spermatogenesis”. 
It is not clear what function necrotic seminiferous tubules are supposed to have- 
since he evidently believes that the interstitial cells are responsible for the hormones. 
He claims interstitial cell hypertrophy but his figures do not convince one that such 
has occurred. 

In discussing the earlier contentions of Steinach that testes cannot be successftfily 
transplanted into normal females, the following sentence is found: ”Our experi- 
mental study neglecting Steinach ’s principal biologic thesis, seemed the more hope- 
less, because we were not able to find any literature refuting this dogma” (page 
541). It is not suiiprising amid the vast literature on sex problems that papers are 
often not seen, but in this connection I will call attention to some remarks of my 
own. In Science”, 1920,4 j presented evidence that both the hypotheses of Stein- 
ach and Sand were untenable. In the next years more details were published. This 
controversy was again emphasized by me in 1923<>, and in 1924.'^> ^ A more exten- 
sive presentation of the testis graft problem will appear some time in 1926.0 

Taking into consideration the variability of sex in given litters of the normal rat, 
it would appear quite convincing that evidence of a more substantial nature than 
presented by Kovacs is necessary to establish as a fact the possibility of so easily 
infiuencing sexual development of the unborn young of mammals. 
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Eeply to Dr. Moore’s Criticism Concerning My Paper on “The 
Influence of the Male Sex Grland on the Female, Etc.” 

I want to thank 3)r. Mooro for liis kind attention to my article as indicated by 
his criticism. Discussion is the only way to avoid misunderstandings in scientific 
problems. 

Mooro objects to the .small number of my experimental animals. But I empha- 
sized in my paper that “the value of thc.«e results is diminished by the smallness of 
the numbers” and that “this fault of the article is due to limited means and time.” 
I had to start my experimental work under foreign conditions in November, 192f, 
.and I had to complete it, because of leaving B.altimorc, in May, 1925. Thus I have 
to repe.at the words of my article to wliich Moore gave but little attention: “The 
above experiments are only the outlines of further research work .... The 
working out of this problem with a much larger number of animals on a broader 
basis .... is the task of further investigations” (p. 54.3). 

On the other hand, it cannot be denied that it would seem improbable that such 
a constant increasing change of the sex ratio to the adv.antagc of the male, through 
all the three scries of my experiments, is due to mere chance. Mooro analyzes the 
results in single series. But if we .summarize the results of all the three experi- 
mental series, we get 21 treated females with 15 litters, consisting of 59 males and 
38 females. Converting these figures, we obtain the ratio of 155.3 males to 100 
females. These numbers are not so in.significant. 

Mooro doubts that the testis transplantation caused sterility. But the 80.080001 
rest from reproduction mentioned by him did not occur in the control animals kept 
under the same laboratory conditions. Besides that, wo obseived — in accordance 
with the findings of many other authors, — the production of temporary sterility 
caused by subcutaneous injections of testis gland (p. 533). There is no difficulty in 
supposing that the transplanted male sex gland has the same effect as the injections 
with testis tissue. 

Mooro erroneously considers that I assert or assume that the placenta is readily 
penneablo for sex hormones. I did not express such an opinion. This unsolved 
problem is completely indifferent concerning my experiments, as the development of 
the sex character probablj" occurs much earlier than the first appearance of the pla- 
centa. I believed that the testis hoimoncs carried into the females might perhaps 
influence the egg “in the earliest stage of its development, in the first differentia- 
tion, perhaps even in the stage of the maturation dirision of the 0 %-!™, before its 
fertilization” (p. 530). 

Concerning the results of the transplantation, I am sorry that Moore does not 
find convincing the photographs which I published. If the histologic sections of the 
grafts show living gland tissue, it cannot be questioned whether active functional 
tissue is present: and the pictures of these sections leave us no cause for doubt in 
tliis respect (Pigs. 1, 2, 3, 4, and 5), Pigure 6n indicates a veiy striking picture 
of interstitial cell hypertrophy. Wlicther or not these grafts would have been re- 
sorbed later if we had not killed the rats, has no bearing on the influence of the 
grafts on the developing eggs. This influence occurred while the transplant was 
still in full bloom. 

With regret I acknowledge that I overlooked Moore's papei-s dealing with this 
subject and I am glad to learn that he also confirmed my statements concerning 
Steinach’s hypothesis about the gonads-antagonism. 

Pkancis KovAcs, M.D. 

Second Gynecologicad Clinic, 

University op Budapest. 
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The Conservative Treatment of Eclampsia 

To THE Editor. 

I am indebted to Dr. Solomons for Ms letter to the editor of the American 
Journal op Obstetrics and Gynecology (in the December 1925 issue) calling atten- 
tion to an error which I made in quoting the statistics of the Eotunda Hospital 
in my paper on “The Conservative Treatment of Eclampsia/’ which appeared in 
the March, 1925, issue of that journal. I had read Dr. Solomons’ paper in the 
Autumn, 1922, number of the Journal of Obstetrics and Gynaecology of the British 
Bmypire, as well as the one by Dr. Gibbon Eitzgibbon in the same issue of this 
journal, and in writing my paper I erroneously ascribed the collective statistics 
quoted (204 cases with 10.29 per cent maternal mortality) to Dr. Eitzgibbon. I 
was aware of the fact that Dr. Eitzgibbon had discontinued using morphine shortly 
after becoming Master, as stated bj' him in his paper, and that before this, the 
eclamptic patients under treatment at the Rotunda Hospital had received mor- 
phine. I intended to bring out these points, but I expressed myself poorly, and 
apparently claimed that morphine had not been employed at all in the treatment 
of these 204 cases. This was not my intention, but on rereading mj^ article I can 
see that this is the most plausible construction to be placed on the sentence quoted. 
I wish to correct tliis misconception, and am therefore requesting the editor of 
the American Journal of Obstetrics and Gynecology to publish this letter. 

E. L. King, M.D. 
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THE MEDICAL DEPAETJIENT OE THE UNITED STATES IN THE WORLD 
WAR. Vol. viii. Eield Operations. Washington, D. C, Government Printing Of- 
fice, 1925, 

INTERNATIONAL CLINICS. A quarterly of illustrated clinical lectures and 
especially prepared articles. Vol I, Thirty-sixth Series. Philadelphia, J. B. Lip- 
pincott Company, 1926. 

RECENT ADVxVNCES IN OBSTETRICS AND GYNAECOLOGY. By Aleck W. 
Bourne, obstetric surgeon to out-patients, St. Mary's Hospital, etc. With 58 illus- 
trations. Philadelphia, P. Blakiston’s Son & Co., 1926. 

NEPHRITIS. By Herman Elwyn, assistant physician, Gouverneur Hospital, New 
York. New York, The Macmillan Company, 1926. 

TEXTBOOK OP OBSTETRICS. By Thomas Watts Eden, consulting obstetri- 
cian to Charing Cross Hospital, and Eardley Holland, obstetric and gynaecologic 
surgeon to the London Hospital. Sixth edition, with 7 plates and 393 illustrations 
in the text. New York, Macmillan Company, 1925. 

LE TRAITMENT DE LA SYPHILIS PAR LE BISMUTH. Par le Dr. Georges 
Drouet. Paris, A. Maloine et Eils, editeurs, 1926. 

BIOLOGEE UND PATHOLOGIE DES WEIEES. Herausgegeben von Professor 
Halban, und Professor Seitz. Lieferungen 21 & 22. Wien,- Urban & Schwarzen- 
berg, 1926. 

THE X-RAY IN EMBRYOLOGY AND OBSTETRICS. By W. A. Newman 
Borland, A.M., M.D., Professor of Gynecology and Obstetrics and head of the De- 
partment of Obstetrics in the Postgraduate School of Medicine of Chicago, and 
Maximilian John Hubeny, M.D. St. Paul, Minn., Bruce Publisliing Co., 1926. 
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The Obstetric Literature of 1925 

By J. P. Grbeyhilu, B.S., il.D., Chicago 

T he 3 ’ear 1925 marks but little progress in obstetrics. IVe have 
learned more about the functions of the graafian follicle, corpus 
luteum, and placenta, and more about the reaction of the uterine endo- 
metrium in cases of tubal pregnane}'. No new light has been shed on 
the etiolog}’’ of the toxemias of pregnancy, and although many laborious 
studies have been made on the blood chemistr}' in eclampsia, very little 
practical use can as yet be made of the results. The treatment of 
hyperemesis gravidarum is fairly uniform but not that of eclampsia. 
Obstetricians are still dmded into those who treat eclampsia conser- 
vatively and those who favor active therapy. The tendency, however, 
is definitely toward conservatism. IMagnesium sulphate and insulin are 
now being used ia the treatment of eclampsia and the reports are very 
encouraging. In the treatment of pyelitis of pregnancy ureteral cath- 
eterization is the favorite remedy. Gwathmey’s method of analgesia is 
being praised highly by nearly all who use it. An attempt is being made 
to foster the use of more local anesthesia in obstetrics, especially for 
cesarean section. The low or cervical cesarean section is gaining new 
disciples very rapidly, and abdominal delivery is becoming more popu- 
lar for placenta previa. The subject of postpartum hemorrhage was 
thoroughly prepared for the German Gynecological Congress from an 
analysis of almost one million labor cases. Puerperal sepsis is being 
treated more conser^'atively and intravenous medication for this con- 
dition is unequivocally condemned. A number of timely papers have 
appeared on the subject of maternal welfare and the teaching of ob- 
stetrics. Lastly, hospitals and cities are analyzing their results, pre- 
senting them to the profession and seeking means of improvement. 

PRECKAXCY 

Physiology . — The physiologj' and chemistry of the female sex hor- 
mone are discussed by Frank and Gustavson,^ who point out that the 
endocrine factors producing the changes of the sex cycle are succes- 
sively supplied by the graafian follicle, the corpus luteum, and the 
placenta. To emphasize this continuity, the authors propose the name 
gestational gland for the triad. A somewhat similar paper is that of 
Allen, Pratt and Doisy,= who discu-ss the distribution of the ovarian 
foUieidar hormone in the human genital tissues. In a later paper, 
Frank, Gustavson and Kingery® describe experiments which indicate 
that puberty results from an elaboration of the female sex hormone. 
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and is not due to the removal of an inhibitory influence from glands 
of internal secretion like the thymus or the pineal. 

To affirm the question, “Does true menstruation occur after the 
beginning of pregnancy?” Wintz^ emphasizes that to prove menstrua- 
tion one must find pieces of uterine endometrium in the blood which 
is passed during pregnancy, and that in addition to the corpus luteum 
of pregnancy, there must be another corpus luteum in a stage of de- 
velopment which corresponds with the menstrual bleeding. Finally 
the bleeding must coincide with the regular menstrual cycle. The author 
could find in the literature only ten authentic cases of menstruation 
during pregnancy, and to this number he adds three cases of his own. 
In some instances of menstruation during pregnancy the patient has 
a double uterus. The reviewer has at the present time under his care 
a patient who has a double uterus, cervix, and vagina. She has a preg- 
nancy in the right uterus. A few months ago a physician curetted 
the patient because she bled during pregnancy and to his surprise 
obtained a normal ovum. He did not suspect that the patient had a' 
double uterus and that the bleeding might have been the result of a 
menstrual change in the nonpregnant uterus. Most likely, therefore, 
in this patient, pregnancy did 'not inhibit ovulation. 

Schilling'^ reports a case of pregnancy with intact hymen. Such an 
occurrence is fairly uncommon. Kisch'"’ reported 25 sueh cases which 
occurred between 1672 and 1885. Recently cases of this kind have 
been reported by G-al,^ Fleehtenmacher,® Van Tongeren,® and Bischofi.^® 

From interesting experiments pei-formed by Sun^^ the conclusion is 
reached that the human uterus contracts rhythmically throughout life. 
Keiffer^^ found that the round ligament possesses exactly the same 
histologic structure and the same power of contraction as the uterus ; 
lienee the round ligament is the material of choice with which to con- 
duct experiments on uterine mobility. 

Kennedy^® believes that isthmospasm of the fallopian tubes represents 
one type of obstruction preventing the meeting of the ovum and the 
spermatozoa and may be the only obstruction interfering with the pass- 
age of a fertilized ovum from the tube into the uterus, thus being a 
predisposing factor in ectopic gestation. A study of the intramural 
portion of normal and diseased tubes led Geist and Goldberger’^ to 
conclude that the course of the intramural portion may offer a bar to 
impregnation, a conclusion similar to that reached by Daniel.^® Intra- 
mural lesions may be present with or without closure of the fimbriated 
. end and may give a positive or negative insufflation test in normal tubes. 

From a study of 109 patients Moench^® concludes that carbon dioxide 
insufflation of the fallopian tubes is a valuable and safe test when prop- 
erly carried out. However, morbidities and mortalities have occurred; 
hence the test should be used only when indicated. Laurentie and 
Moussali^^ report a case of extrauterine pregnancy which immediately 
followed a tubal patency test. Ott^® considers the injection of air into 
the tubes a dangerous procedure and advises injection of charcoal into 
the peritoneal cavity instead. If the tubes are open the charcoal may 
be seen in the vagina in from ten to twelve minutes. 

Fellner^® claims to have discovered a peculiar phenomenon which 
occurs in early pregnancy ; namely, a diminution in size of the uterus 
during the course of examination. This phenomenon, however, is not 
surprising and is probably nothing more than a contraction of the 
uterus (Braxton-Hieks) induced mechanically by the examining fingers. 
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The question of the possibility of siiperfetation crops up periodically, 
Maury-" recently reported a probable case, and he emphasizes that to 
be beyond suspicion a case of superfetation should present two living 
fetuses of different ages, and two corpora lutea in different stages of 
development, corresponding to the ages of the fetuses. The author re- 
ports a case where there, were two fetuses, one intra- and the other 
extrauterine, in different stages of development and two corpora lutea 
shomng marked differences. Jardin-^ claims to have proved the occur- 
rence of superfetation by radiography. In the case he reports, x-ray 
showed ossification centers in the femurs of one fetus but not in the 
other ; hence he concludes that there was a difference in development 
of six to eight weeks. In the discussion of this paper, Cathala-- reported 
a case of twins which had dissimilar ossification centers but he ruled 
out superfetation because histologic examination of the placentas showed 
them to be of the same age. In some cases of uniovular twins, where 
there is no doubt that both fetuses are of the same age, ossification 
may not be equally developed. 

A new method of determining the area of the jielvic inlet by x-ray 
pelvimetry is described by Thoms.--"* Another procedure for the same 
purpose is reported by Arehangelskj’-,--* avIio takes into consideration 
as well the size of the fetal head. Stereoscopic x-ray plates give much 
more information regarding the eephalopelvic relationship than single 
plates. 

The question of bitemporal hemianopsia in pregnancy is discussed 
again this year, but the evidence of SchalP® and of Metzger, Simon, 
and Weinberg-" points against the idea of a diminution of the fields of 
vision in pregnancy. 

Abortion and Extrauterine PregnuncTj . — From a studj’- of 1434 cases 
of abortion, Gerstmann-' believes the best plan of treating febrile abor- 
tions is the following: If there are no symptoms of parametritis or 
perimetritis, salpingitis, pyemia or sepsis, and the general condition 
is good, the uterus should be emptied regardless of whether the tem- 
perature is normal or 104° F. In all other cases consei’vative therapy 
is employed. Tuttle-® believes that those cases should be treated con- 
servatively where the infection has extended beyond the uterus and 
where there is no evidence of retained secundines. However, if such 
tissue is retained in the uterus it should be removed, provided the 
removal can be accomplished without spreading the infection. But 
how can one foretell whether or not he will spread the infection? At 
the Chicago Lying-In Hospital septic abortion is treated in a most 
conservative manner with excellent results. 

The possible influence of infection on the intrauterine death of the 
child has been suggested, notably by DeLee, and by Curtis. The 
latter^® recently studied this question anew and concluded that focal 
infection with a tendency to fresh exacerbations appears to be an 
important cause of otherwise inexplicable spontaneous abortions. 

Novak and Darner®" made a very thorough study of 21 eases of tubal 
pregnancy in which in addition to the tubal gestation sac, the uterine 
mucosa Avas available for study, thus affording an opportunity of corre- 
lating the uterine and tubal changes in this connection. The decidual 
reaction occurring in the uterus with extrauterine pregnancy was found 
to be identical with that of normal gestation as long as the embryo 
Avas alwe. With the death of the latter, hoAvever, the superficial com- 
pact portion is cast off. The external vaginal bleeding is of endo- 
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metrial origin and is initiated by separation of the placenta. Decidual 
reaction in the tubal Avail occurs at least in a fraction of the cases. 

The value of the leucocyte count as an aid to the diagnosis of 
ectopic gestation is pointed out by Parrar.^^ She shoAvs that the leu- 
cocyte count is an index to the amount of free blood in the peritoneal 
cavity and the poljmiorphonuclear leucocyte count increases mark- 
edly onlj^ in ca-ses having fresh blood in the pehds. 

Hammerschlag^^ believes that transfused blood is functionless since 
there is no marked increase either in the hemoglobin content or the 
red cell count. He belieA’’es that blood transfusion is practically ncA'^er 
necessary in extrauterine pregnancy. This belief is contrary to the 
,experience*of most of us Avho have seen definite improAmment after 
blood transfusion in many cases, including those of ectopic pregnancy. 

Complications . — During the last four years in the medical clinic of 
the Chicago Lying-In Hospital, Dalj’' and Strouse^® observed a con- 
siderable number of Avomen Avho i:)resented such symptoms and physical 
findings as insomnia, headache, palpitation, taehj'-cardia and increased 
blood pressure. The syndrome indicated an increased activity of the 
thyroid due to excessive demands AAdiich diminished the iodine store to 
the point at Avhich hj^perplasia and increased activity resulted. The 
usual methods of treatment for increased nervousness Avere of no avail, 
therefore a compound solution of iodine, from 3 to 5 drops three times 
a day for a Aveek at a time, AA^as administered to the patients Avith 
gratitying results. 

Couput®* reports a case of complete cicatricial obliteration of the 
vagina during pregnancy. GreenhilF® reports a case of atresia of the 
A^agina AA'hich AA'as present before pregnancy. Upon the demand of the 
patient, a plastic operation Avas performed during pregnancy to 
permit coitus, but atresia again resulted after delivery from beloAV. 
A second and more extensiA’^e plastic operation Avas performed Avith 
good results a feAV months after delivery. Of 303 cases of stenosis 
of the Amgina reported in the literature, 245 had vaginal deliveries. 
In most of the latter there Avas a return of the stenosis. In many cases 
injuries and fistulae resulted. The mortality for the 245 patients 
deltyered per vias naturales Avas 10.55 per cent, Avhich is indeed ap- 
palling. Cesarean section is the best method of delivery in most of 
these cases. 

In a study of glycosuria during pregnancy. Crook®® found that the 
urine of about 30 per cent of pregnant Avomen contained sugar at some 
time during pregnancy. J. T. Williams,®’ hoAvever, found the inci- 
dence to be 13.6 per cent. Both of these figures are high for the 
ordinarj'- sugar tests. 

Wagner®® emphasizes that cardiac disease is a serious condition in 
pregnancy and labor. In cases of heart trouble he found a mortality 
of 14 per cent, and he believes the causes of the cardiac disturbance 
are : first, the increased Avork necessitated by pregnancy, and secondly, 
the increased volume of output. In taking care of a pregnant Avoman, 
Avho has heart disease, the Avise and careful obstetrician Avill call in con- 
sultation a heart specialist, because cardiac disease is a treacherous 
complication. 

A A’-ery thorough revicAV of the recent literature on the subject of 
cancer and pregnancy is presented by Vignes and Duhail.®® These au- 
thors found that Avliile in some cases cancer during pregnancy is arrested 
temporarily or cA’-en retrogresses, it usually progresses just as it does 
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in nonpregnant individuals. Cancer of organs near the uterus, such 
as the rectum, and of those organs connected with the uterus "humor- 
ally, ’ ' like the breast and thyroid, is more affected by pregnancy than 
cancer elsewhere. The effect of pregnancy on cancer is usually a bad 
one, ■ On the other hand, cancer frequently affects pregnancy. Often 
a miscarriage occurs and at term many babies die because of dystocia 
produced by cancer of the birth canal or rectum. 

Zangemeister and Baer^° report a series of 96 cases in which they 
induced labor for contracted pelvis by means of a bag. Six babies 
and one mother died. In this country very few obstetricians induce 
labor for contracted pelvis. 

The association of syphilis and pregnancy is discussed in a number 
of articles. Nathanson^^ believes that a positive Wassermann reaction 
during pregnancy constitutes very decisive evidence of the existence 
of syphilis in the mother. Belding,"*- on the other hand, believes that 
the unreliability of the Wassermann reaction and the lack of clinical 
evidence renders the recognition of syphilis in the pregnant woman 
especially difficult. Data on the results obtained by treating women 
during the childbearing period collected from 18 municipal clinics of 
the state of New York are offered by Lawrence.^® The experience of 
these clinics indicates that any community can reduce materially the 
number of infant deaths and increase its birth rate by maintaining 
properly organized prenatal and venereal clinics. 

The question of syphilis in pregnancy is a very important one, but 
authorities differ on what constitutes syphilis. All are agreed that if 
a patient has signs and symptoms of syphilis she should be treated; 
but there is no unanimity of opinion concerning the value of the 
Wassermann reaction during pregnancy. Most of the leading obste- 
tricians feel that a positive Wassermann reaction always means syphilis, 
and they treat their patients accordingly. A few maintain that a posi- 
tive Wassermann test during pregnancy does not necessarily mean 
syphilis. Last year Belding and Hunter^* proved the variability of 
the Wassermann test in pregnancy. 

Hydatid mole, while not a common occurrence, is by no means rare. 
Essen-Mbller,"*® who has seen 50 cases and has followed these cases for 
many years, found that eight patients subsequently developed a 
chorioepithelioma or a destructive mole. All attempts to prognosticate 
the future of patients, who have hydatid mole, by means of histologic 
study or by the time of onset of hemorrhage have failed. One point, 
however, is very important and that is the age of the patient. Of 
Essen-Moller ’s 50 patients, 22 were over forty years of age, and 18 
were above forty-five years. Still more significant is the fact that 
the risk of malignancy was more than twice as great for the women 
who had hydatid mole after their forty-fifth year. Because of this, 
Essen-Moller has done supravaginal hysterectomies on four patients who 
had hydatid mole, simply because they were over forty-five years of 
age. Turenne^® says the capital indication for hysterectomy in the 
presence of hydatid mole is uncontrollable hemorrhage. Hysterectomy 
is also indicated when excessive thinning of the uterus makes curettage 
dangerous, when cervical dilatation is difficult, and when the uterus 
remains large and bloody after expulsion of the mole. • 

Essen-Moller ’s figure (16 per cent) for the incidence of chorioepi- 
thelioma following hj’-datid mole is very much higher than the in- 
cidence found in large series of cases. Most authors believe the inci- 
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dence is only about 1 per cent. On the other hand, in about one-half 
the cases of chorioepithelioma there is an antecedent occurrence of 
hydatid mole. In view of the fairly good prognosis in hydatid mole, 
hysterectomy is a most radical form of treatment, especially in a 
primipara. 

The Toxemias . — ^Many papers were written this year on the toxemias 
of pregnancy both early and late, but not much light has been shed 
on the subject. Titus^’’ reports very favorable results in 328 eases of 
hyperemesis gravidarum treated by high carbohj’-drate feeding or intra- 
venous injections of glucose. The basis for this treatment is the physio- 
logic assumption that there is a earboh 3 '’drate deficiency in the maternal 
organism. Thalhimer^® combines insulin with the intravenous ad- 
ministration of glucose. Titus, however, believes that there is not only 
no clinical advantage in adding the insulin but also the possibility of 
distinct harm from the simultaneous use of insulin. This is due to the 
fact that insulin causes glj^cogen stores to be diminished by its de- 
mand for glucose to be oxidized. 

While most eases of pernicious vomiting are cured by the adminis- 
tration of glucose intravenously with or without the addition of in- 
sulin, quicker results can be obtained by including the duodenal tube 
in the treatment. Through the tube one may give fluids, carbohydrates, 
fat, proteins, sedatives, fruit j-uices and laxatives. The psychogenic 
factor in hyperemesis must always be borne in mind. Focal infections 
are sometimes responsible for pernicious vomiting just as they may 
cause the toxemias late in pregnancy — a point emphasized by DeLee and 
Talbot. 

Cabanes*® reports good results in two cases of pernicious vomiting 
which he treated by subcutaneous injection of 500 c.c. of oxygen. This 
form of treatment is surely unwarranted and the good results obtained 
were most likely due to the psychic effect of the injection. 

Pyelitis in pregnancy has been the subject of a number of papers. 
Rush®® reports a small series of eases treated with a retention (indwell- 
ing) ureteral catheter. He believes that because pyelitis and pyelo- 
nephritis are pus conditions they will respond to drainage as do pus 
conditions in other parts of the body. McClelland®^ also treated a 
series of patients who had pyelitis in pregnancy by means of the ureteral 
catheter. He found that patients treated by drainage and sterile water 
did just as well as those treated by drainage and local antiseptics. 
Hunner®^ has seen 35 cases of pyelitis of pregnancy and in all eases but 
one, ureteral strictures were present. Pyelograms taken at intervals 
after pregnancy refute the tradition that ureters which are dilated dur- 
ing an attack of pyelitis in pregnancy, return to normal after delivery. 
In a series of 12 cases of acute pyelitis, Kretschmer and Heaney®® found 
marked dilatation of both ureters and kidney pelves in 7 cases. The 
authors believe that during pregnancy dilated ureters and kidney pelves 
often provoke pains in the sides and upper abdomen. The urinary tract 
is not suspected since the patient is free from fever and has no pus 
in the urine. In 19 cases of normal pregnancy, dilatation of the 
upper urinary tract was found in approximately 80 per cent. A study 
of the pyelographic findings in pyelitis complicating pregnancy led 
J. T. Williams®* to believe that most cases of pyelitis during pregnancy 
are not due directly to pregnancy but to a chronic preexisting con- 
dition brought to a state of acute activity by the pregnancy, and not 
to be dismissed after the pregnancy is terminated. 
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The results of chemical studies on the toxemias of pregnancy are 
reported by Stander, Duncan and Sisson®'^ and in eclampsia they found 
the following marked variations from the normal: (1) an elevation in 
the uric acid of the blood, (2) a decrease in the COg combining power 
which is in proportion to the intensity of eoma, (3) an elevated blood 
sugar, and (4) an increase in the'ratio P :Ca, which is due to a high 
inorganic phosphorus value. According to Heesch®® the termination 
of the rest nitrogen or urea in the blood is an important aid in dif- 
ferentiation between eclampsia and true uremia. Determinations of 
uric acid, amino acids, and creatinine are not satisfactory. Prey®^ 
believes the following is specific for eclampsia: (1) the amino acids 
of the blood are at least double the normal figure, so that the ratio of 
amino acids to rest nitrogen, the eclampsia quotient is greater than 
1.75; (2) in all cases which result in eclampsia, the oral ingestion of 
20 grams of glucose iirolongs the blood-sugar curve beyond 165 min- 
utes. Prey believes these two findings enable one to foretell eclamp- 
sia. and indicate immediate delivery by cesarean section if medical 
and dietetic measures have failed. In a valuable book de Wesselow 
and Wyatt®® attempt to differentiate between nephritis and preeclamp- 
tic toxemia, but the evidence is unconvincing. 

In spite of the immense amount of work done, blood chemistry 
studies have not proved to be of great praetical use. Plass®® demon- 
strated this clearly last year, and the situation has not changed. In 
the clinical management, most information is obtained from the older 
methods of examination, urinalysis, blood pressure readings, and oph- 
thalmoscopy. 

Since Dienst first propounded the theory that ineompatibility be- 
tween maternal and fetal blood is the cause of eclampsia, many pa- 
pers have appeared on the subject. In 1923, McQuarrie,®® Gruhzit,®^ 
and Ottenberg®^ wrote in favor of this theory, even though Dienst 
himself had repudiated it. In 1924, Zotterman and Wildner®® pub- 
lished their studies which failed to support Dienst ’s theory. This 
year Cathala and Le Kasle®^ studied the question, and they also came 
to the conclusion that incompatibility of the fetal and maternal blood 
is not responsible for eclampsia or other complications in pregnancy, 
because in the majority of toxemic patients there is no agglutination. 
The same conclusion was reached by Ohnesorge.®® 

The trea.tment of toxemia is discussed by many authors. Most of 
them emphasize the value of proper prenatal care (Cary,®® Green- 
hill,®^) but the treatment of the A'arious forms of toxemia, especially 
eclampsia, is by no means uniform. Poten®® obtained the best results 
in eclampsia by emptying the uterus as soon as possible after the be- 
ginning of convulsions. He advocates a rather peculiar form of treat- 
ment for postpartum eclampsia, which consists in making a small 
incision above the umbilicus and fixing the uterus to this point. The 
basis for this theory is the belief that eclampsia is due to pressure 
of the uterus on the ureters. This theorj’’ harks back to Halbertsma®® 
who in 1888 expressed a similar belief because he found the ureters 
dilated in a number of eclamptic patients. But as mentioned above, 
dilatation of the ureters is found in the majority of women during 
noi'mal pregnancy. The notion that the pregnant uterus presses on 
the ureters is untenable because the specific gravity of the uterus is 
no greater than that of the inte.stines and is certainly less than that 
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of large fibroids and some ovarian cysts which are movable in the 
lower abdomen ; yet the latter seldom interfere with ureteral activity. 

Klaften'^® believes that great depth of respiration is an early symp- 
tom of eclampsia. Wieloeh'^ maintains that eclampsia always arises 
from a previous hydrops gravidarum, and that as edema progresses 
to preeclampsia, there is an increase in water retention which paral- 
lels the increase in severity of the disease. Increase in blood pres- 
sure is of extrarenal origin and, according to Zangemeister, is due to 
stimulation of the vasomotor system through increased cerebral pres- 
sure. The latter in turn is due to edema of the brain. The hyper- 
tension in the presence of increased intracranial pressure is a protec- 
tive mechanism to maintain the circulation in the brain. A constant 
high blood pressure does not cause convulsions. It is only when there 
is an exti’a increase that convulsions occur. By injecting eollodial 
substances, such as gelatine, to treat the injured capillaries (repre- 
senting the cause of the edema), Wieloch caused a decrease in blood 
pressure in two-thirds of the eases. Venesection is contraindicated 
when there are symptoms of edema of the brain, because the high 
blood pressure must be maintained. 

Bublitschenko'^^ emphasizes the constitutional peculiarities of pa- 
tients who develop eclampsia and claims that the disease is not de- 
pendent on renal disease. Mussey,’^ on the other hand, from a study 
of 11 cases of eclamptic toxemia, believes that the symptom-complex 
of preeclamptic toxemia is often identical, in clinical symptomatology 
and renal function, with that of acute glomerulonephritis. 

Hochenbichler'^‘‘ is of the opinion that treatment of toxemic patients 
with ultraviolet light gives the same results as venesection, causing 
diminished blood pressure, diuresis, hydremia, and lower temperature. 
Seitz'^® advises cesarean section as soon as the subjective symptoms of 
eclampsia appear (headache, visual disturbances, pain in the epigas- 
trium, etc.). 

Wilson^® analyzed the results of 247 cases of eclampsia treated at the 
Johns Hopkins Hospital and found that conservative therapy gave 
the best results. While conservative treatment did not improve the 
chances of the child it also did not diminish the chances materially. 
The fetal mortality in the cesarean section cases was 40 per cent. This 
is unusually high, as ewdenced by the fact that among 17 babies 
delivered by cesarean section at the Chicago Lying-In Hospital, there 
were only 3 deaths (17.6 per cent) ; however, one of these babies was 
dead on admission and the other two were not viable. 

The Stroganoff method of treating eclampsia is discussed by 
Stander.'^" While agreeing with most of Stroganoff’s ideas, Stander 
considers two steps irrational, namely, the use of chloroform, and the 
restriction of venesection to not more than 400 c.c. Schlossmann stud- 
ied the blood pressure of 12 eclamptic patients in whom venesection 
had been performed and found the lowering of the blood pressure to 
be proportional to the total amount of blood lost in delivery and also 
that removed by venesection. This is due to the removal of toxins. 
He says a large amount of blood may be withdrawn without harm as 
long as the blood pressure remains high. It may not be amiss to 
emphasize that too much blood should not be withdrawn before de- 
livery, because one cannot tell how much blood a patient will lose 
during labor, even though the blood of most eclamptic patients does 
not flow freely. 
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The intravenous use of magnesium sulphate in the treatment of 
eclampsia is extolled by Lazard^® and the intraspinal by Alton and 
Lincoln.®® The former reports 20 cases with two deaths, while the 
latter authors claim satisfactory results in 4 cases, although two of 
the patients died. According to Stander and Duncan,®^ insulin is 
being used at the Johns Hopkins Hospital for eclampsia where there 
is coma or semiconscibusness following a convulsion, together with a 
COo combining power of 30 or lower and an elevated blood sugar. In 
the few eases treated with insulin the results were excellent. 

Doderlein, Jr.,®^ studied the late results of 26 eclamptic patients and 
found that 16 were perfectly normal. Three had slight albuminuria, 
while 7 had evidence of chronic nephrosis. Not one had chronic 
nephritis. 

The trend of most authors is to advocate conservatism in the treat- 
ment of eclampsia. Even a few who previously emptied the uterus in 
most cases of eclampsia, have given this up. However, the number 
of authorities who perform cesarean section for eclampsia is by no 
means small. Both forms of therapy give good results, depending 
upon the severity of the disease and the skill and surroundings of 
the obstetrician. There is no doubt that for the general practitioner 
conservatism is the proper course; but in a maternity hospital, excel- 
lent results may be obtained by an obstetrician who empties the 
uterus immediatel}'’ after the beginning of convulsions. 

The matter of statistics of eclampsia is important. First of dl 
there is a 'difference of opuiion as to what constitutes eclampsia. 
DeLee®® says, “At present we group all cases of convulsions and coma 
occurring in pregnant women, not due to extraneous medical causes, 
ap hysteria, epilepsy, tumor of the brain, etc., under the term eclamp- 
sia. Those rare cases where the woman has all the symptoms of 
eclampsia without convulsions we call eclampsia just the same.” 
Williams®* says, “Eclampsia is an acute toxemia occurring in the 
pregnant, parturient, or puerperal woman and is usually accompanied 
by clonic and tonic convulsions, during which there is loss of con- 
sciousness, followed by more or less prolonged coma and frequently 
results in death. Generally convulsions and eclampsia are considered 
as synonymous terms; but such a view is not correct inasmuch ^ a 
number of well authenticated cases of eclampsia without convulsions 
are reported, and moreover other toxemic conditions occasionally 
occur in obstetric practice which are likewise accompanied by convul- 
sions or coma. Accordingly the only absolute characteristic feature 
of this disease is the presence of the hepatic lesions which will be 
described later.” 

The last sentence is significant because it means that an autopsy is 
necessary to make a diagnosis of eclampsia in cases without convul- 
sions and in some doubtful eases with convulsions. There are occa- 
sional cases which clinically seem to be eelampsia and yet are not 
eclampsia. For example, Zangemeister®® reports two cases of what 
appeared to be eelampsia clinically but which autopsy revealed to be 
sinus thrombosis. There is no record in the literature where, in an 
eclamptic patient, a sinus thrombosis was found at necropsy, hence 
Zangemeister's cases were most likely not cases of eelampsia. 

Since there is some uncertainty in obtaining statistics concerning 
eclampsia, might it not be advisable to have a uniform definition of 
this disease? The reviewer considers as eclampsia all cases showing 
the typical signs and symptoms of acute toxemia including convul- 
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sions during pregnancy, labor or the puerperiutn, where medical 
causes like epilepsy, etc., can be ruled out, and also those cases of 
acute toxemia without convulsions which at autopsy show the changes 
characteristic of eclampsia. If a ease of clinical eclampsia with con- 
vulsions comes to necropsy and fails to show the hepatic changes char- 
acteristic of eclampsia, this case is not to be considered eclampsia. 
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Pregnancy Complicated by Disease 

RoWnson: Heart Disease in Pregnancy, Journal of Obstetrics and Gynaecology 

of the British Empire, 1923, xxx, 172. 

The diagnosis and prognosis of cardiac lesions complicating pregnancy depends 
on three factors: intcipretation of the murmur, estimation of heart efficiency and 
a study of impulse conductivity to explain irregularities. Murmurs may mean lit- 
tle in the presence of a good physiologic reserve. The signs of heart failure ap- 
pear in the following order: distress after effort shown by cardiac pain, increase 
in the respiratoiy rate and air hunger, increased pulse rate, and edema over the 
lung bases. Congestion and effusion follow. Cyanosis, orthopnea, hepatic enlarge- 
ment and dropsy are late signs of failui’e. 

Most cardiac irregularities do not of themselves contraindicate pregnancy. Auric- 
ular fibrillation, present in 90 per cent of all severe cardiac failure is common in 
mitral stenosis and is therefore frequently seen in heart disease during pregnancy. 
This irregularity reduces the heart’s output by 40 per cent and contraindicates 
pregnancy. Six patients seen by Mackenzie were all dead two years after labor. 

Pregnancy influences the heart and circulation through the increased weight of 
the patient and enlargement of the uterus, the vascular demands of the breast, 
uterine and placental circulations, pi’Cssuro of the uterine tumor against the 
diaphragm and lastly through the muscular effort incident to labor. 

The responsibility of pregnant women with cardiac trouble rests jointly between 
the physician and the obstetrician. Maintenance of cardiac reserve, its improve- 
ment if possible, and the early detection of henrt failure are the aims of the 
physician. The duty of the obstetrician lies in the supervision of labor and the 
choice of the best method of delivery. 

Strict supervision, restricted activities, graduated exercises, fresh air and nourish- 
ing food are necessary during pregnancy. In treating and preventing heart failure, 
the chief medical measures are morphine, digitalis, strophanthin, caffeine, and theo- 
cin in the presence of dropsy, and venesection when the right heart 'dilates. 

The premature termination of pregnancy is justified in the early months when 
signs of incipient failure appear in aortic disease or in the presence of progi’essive 
decompensation in mitral stenosis. The induction of premature labor is a sound 
precaution in any type of heart disease, as soon as the child is viable. Restore 
compensation before delivering any patient who has serious heart failure in ad- 
vanced pregnancy. That medical treatment is preferable to the induction of labor 
during failure is proved bj’’ the patients that accidentally go into labor. 

Unavoidable heart strain during labor is reduced by the induction of premature 
labor, the use of narcotics, avoidance of voluntary effort and the use of forceps 
at the onset of the second stage. Cesarean section will probably give better re- 
sults in the grave tjqres of disease, especially in primigravidae, in the presence of 
obstruction or when in advanced pregnancy severe failure has just responded to 
medical treatment. Permanent cardiac disability may follow as a result of child- 
birth. Endocarditis is likely to recur. Repeated pregnancies are therefore for- 
bidden to women with heart disease. H. W. SnuTTEn. 
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Schmidt, H. K.: The Significance of Heart Failure in Pregnancy. Monatsselirift 

fur Geburtshilfe und Gynakologie, 1923, Ixiv, 279. 

To evaluate the effects of heart failure in pregnancy Ave must consider not only 
the mortality of this complication during pregnancy but also during labor and for 
a long time after labor. Many cardiac patients •who do not suspect any trouble 
with their hearts begin to show symptoms only after labor. Baiscli made late 
examinations of two hundred cardiac patients who had heart trouble during preg- 
nancy, and found that 50 per cent remained well, 45 per cent suffered decompensa- 
tion, and 5 per cent had died. ^ ' 

Schmidt reports 38 cases of heart failure among 10,027 labor cases (0.38 per 
cent). Five of these women died in the hospital during the puerperium and 8 
more died within a year and a half postpartum. Of 12 patients with mitral steno- 
sis, 6 died immediately after labor. The most serious cases are those in which 
there is myocarditis, as evidenced by irregularity in pulse and circulatory stasis 
(confirmed by autopsy). Of 12 patients ■u'ith myocarditis only 2 made complete 
recoveries. 

Disturbances in heart function are not due to mechanical factors caused by 
imegnancy as shown by the fact that 39.1 per cent of the patients had decom- 
pensation during the first three months of pregnancy. Responsibility rests chiefly 
with the increased demand on the lieart muscle made by the increased blood volume.. 
Of Schmidt’s patients who had suffered decompensation during pregnancy, almost 
one-half died within one and one-half years postpartum. 

In the cases of valvular defect wliere the heart muscle is good the heart stands 
the strain of pregnancy very well. In the cases of cardiac insufficiency, the earlier 
the decompensation the worse the prognosis. One should internapt pregnancy early 
and sterilize •the patients at the same time because of the very likely recurrence 
in a subsequent pregnancy. Mild cases may be carried to term, but then one 
faces the danger of labor, which imposes the greatest strain on the heart. 

J. P. Greenhill. 

Wagner, G. A.; Cardiac Deaths in Pregnancy and Labor. Medizinische Klinik, 

1925, xxi, 1107. 

Hardly any complication in pregnancy arouses as much difference of opinion 
as that of cardiac disease. At one extreme is the pessimistic mortality figure of 
Hart (87 per cent) and at the other is that of Prassulidcs (0 per cent). Wagner 
feels that cardiac disease is a serious condition in pregnancy and labor. The 
variability in statistics is due to the fact that the majoi-ity of heart lesions are 
overlooked in pregnancy, that in some cases the series studied is too small to be 
of value, and that some authors limit themselves to valvular lesions. 

In Wagner’s series were 86 women with heart trouble among 8,000 patients 
(1.06 per cent). Among these and among patients admitted after delivery there 
was a mortality of 14 per cent where heart lesions were directly or indirectly re- 
sponsible for death. In addition to the 12 deaths reported there were 18 patients 
in whom pregnancy was terminated early because of decompensation. 

In 40 to 45 per cent of these cases decompensation occurred in the first few 
months of pregnancy. 

Even if pregnancy does not produce trouble, labor often does. The increasing 
amount of pain raises the blood pressure and the increased intraabdominal pres- 
sure disturbs the blood distribution. More important still is the actual pressing 
downward. Because of the bad effect of straining and of pain, an anesthetic 
should alwaj’s be used, preferably ether or ethylene. 

Of the 12 women who died, 6 had pre-viously had decompensation. Of 15 other 
patients who had decompensation in labor but who recovered, 2 had decompensa- 
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tion early in pregnancy and 7 late in pregnancy, while 6 previously had no symp- 
toms referable to the heart. On the other hand, there were 36 patients who had 
no trouble in labor. Of these women 4 had decompensation early and 3 late in 
pregnancy. 

After labor there is a new danger especially in the first few minutes or hours 
after delivery, on account of the sudden emptying of the abdominal cavity, which 
permits an inrush of blood into the splanchnic vessels. It can be prevented by 
application of tight bandages immediately after delivery. 

In the puerperium there arp new dangers for cardiac patients are very suscep- 
tible to infection. 

Mitral stenosis is the most serious form of valvular disturbances. Of the 8 deaths 
from valvular insufficiency 7 had mitral stenosis. This does not mean, however, 
that not many patients with mitral stenosis go through pregnancy without trouble. 
Of great importance is the evaluation of the heart muscle. Marked dyspnea, cyano- 
sis, small radial pulse, tachycardia and lassitude speak for myocardial insufficiency. 

A most striking phenomenon of the cases of heart disease which are autopsied 
is the finding of recrudescent endocarditis. This was found in all of the author’s 
cases where valve lesions predominated. Wagner does not believe that where a 
recurring endocarditis exists at autopsy it is necessarily the cause of death, since 
endocarditis is such a frequent complication in pregnant women with old heart 
lesions. J, P. Greenhill. 

Pardee: Pregnancy Complicating Heart Disease. American Journal of Medical 

Sciences, 1922, clxiv, 847. 

The writer attempts to classify the types of heart lesions as they affect preg- 
nancy. He also makes a functional grouping of patients and determines in what 
way the strain of pregnancy asserts itself. His success in the treatment lies in 
the prevention of pulmonary edema. Only if medical treatment does not ward 
off cardiac failure, interference is indicated. He insists on lessening the burden 
of labor even to the extent of doing cesarean section. W. Kerwin. 

Herrick: Heart Disease in Relation to Marriage and Pregnancy. New York 

Medical Journal, 3923, cxvii, 546. 

All patients showing signs of decompensation at any period of pregnancy should 
have medical treatment, preferably in a hospital. The response to medical treat- 
ment of the average case of chronic valvular disease of the heart in pregnancy is 
satisfactory, and the same principles govern the treatment as govern the treat- 
ment of such cases not associated with pregnancy. 

Induction of labor should never be attempted in the case of a decompensated 
heart until thorough trial has been made of medical measures. Disregard of tliis 
rule has often led to disaster. Hard and fast rules to govern the decision to 
terminate pregnancy in heart disease cannot be set down. In general, if decom- 
pensation occurs early in pregnancy, if it does not respond to medical treatment, 
if it has been severe despite proper care in previous pregnancies, and if the signs 
and symptoms indicate serious circulatory defect despite treatment, termination is 
usually wise. 

It should be remembered that if serious cardiac breakdown can be averted, it 
is wiser not to attempt delivery in advance of term. Cesarean section is rarely 
necessary. Sterilization should come up for consideration in appropriate cases. 

Margaret Schulze. 
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Trey: Prognosis of Heart Disease in Pregnancy. Zentralblatt fiir Gynakologie, 

1923, xlvii, 1553. 

The present report from the Kiel clinic deals with 1000 cases examined. While 
even healthy normal cases showed increase in the size of the heart in the early 
months of pregnancy, 4.9 per cent of the cases had definite valvular disease. 
This gave an opportunity to follow 49 patients to a conclusion, and of these but 
one died during pregnancy as a result of heart disease, a mortality rate of ap- 
proximately 2 per cent. Thirty-two of the cases were followed for a considerable 
period and two of these died, two months and one year respectively postpartum. 
It is doubtful whether the pregnancy was an important factor in these two deaths. 
The danger to women ndth heart disease from pregnancy seems no greater than 
the danger from intercurrent disease. 

The grave danger to women in the early hours and days of the puerperium 
may probably be attributed to altered circulatory conditions. 

The prognosis in mitral stenosis is in no way particularly bad, since in general 
prognosis depends rather on the condition of the heart muscle. Occasionally cardiac 
cases die from purely mechanical conditions arising during labor, which may re- 
sult in new inflammatory processes on the valves or further damage to the myo- 
cardium. 

Interi'uption of pregnancy is recommended in all cases of acute endocarditis at 
whatever stage of pregnancy. Only in cases in which decompensation resists treat- 
ment, the pregnancy shonld be terminated. The question of sterilization at the 
time of operation depends on the severity of the heart condition. Little. 

Cleisz, L.: Therapeutic Indications in Pulmonary Tuberculosis Associated vjith 

Pregnancy. Gynecologic et Obstdtrique, 1923, vii, 224. 

The author gives an extensive critical review of the discussion at the Academy 
of Medicine and concludes that it is difScult to lay down any fixed rules because 
of our inability to accurately prognosticate the effect of pregnancy on women 
afllicted with tuberculosis, Abair. 

Ward: Marriage, Pregnancy, Parturition and Tuberculosis. The Lancet, 1923, 

ccv, 557. 

The effect of marriage alone in 125 tuberculous women was: 60 per cent 
were unaffected, 26 per cent were better and 14 per cent were worse. Prom this 
it may be concluded that tuberculosis is unaffected or improved by marriage in 
about 90 per cent of all tuberculous women. 

Out of 423 pregnancies in 237 women, 53 per cent showed no particular effects, 
16 per cent showed an improvement, while 31 per cent of the patients were made 
worse. Some cases were found to be remarkably improved by pregnancy, others 
were made worse, but in general, about 70 per cent, were either unaffected or im- 
proved by the pregnancy. 

Out of 442 labors in 240 patients, 32 per cent showed the patient unaffected, 
19 per cent were better, and in 49 per cent the patient was definitely worse. 

The value of induced abortion in tuberculous women is very questionable. 

Of the offspring from the labors mentioned, 372 were studied. Of these, 45 
per cent were seemingly well, 34 per cent tuberculous, of whom one-quarter died 
of the disease. 

In summing up, the author finds that a tuberculous woman loses notliing by 
marriage alone. He believes it is unlikely to affect her either way. If it does affect 
her, it is more than twice as likely to improve her condition. 
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Pregnancy and parturition are likely to make her worse. There is a 50 per cent 
chance of this against a 19 per cent chance of improvement. 

The children born of such wedlock are seven times as likely to bo tuberculous 
as those of healthy people. Norman Miller. 

Pankow, O.; What Is the Correct Therapy in the Treatment of Pregnancy Com- 
plicated by Pulmonary Tuberculosis? Monatsschrift fiir Geburtshilfe und 

Gynakologie, 1923, Ixii, 109. 

Approximately 75 per cent of all cases of manifest tuberculosis are aggravated 
by pregnancy. During the early months of pregnancy, the progress of the tuber- 
culous process is slow but during the later montlis and more particularly during 
the puerperium, very acute exacerbations may occur. No one can foretell the prog- 
nosis in the early stages of tuberculosis associated with pregnancy. Hence, it is 
impossible to separate tlie so-called favorable from the imfavorable cases and 
claim that pregnancy should be interrupted only in the latter cases. In the 
author’s series of cases, the patients in whom the prognosis had been considered 
as favorable and therefore permitted to continue their pregnancy had a higher late 
mortality than the patients in whom a bad prognosis had been given and there- 
fore had their pregnancy terminated. The author, therefore, believes that instead 
of individualizing pregnant women who have tuberculosis, all should have their 
pregnancies terminated. During the first half of pregnancy in the mild cases of 
tuberculosis good results are obtained in every case. In the more advanced cases, 
interniption of pregnancy gives better results than allo^\^ng the patients to con- 
tinue their pregnancies. In the second half of pregnancy the same holds true 
except the patients with very advanced tuberculosis cannot be lielped by interrupt- 
ing the gestation. Another reason for interrupting pregnancy in tuberculous women 
is that the majority of children die during labor (because many are premature) 
or during the first year of life. J- P. Greenhill. 

Neumann, W.: Clinical Experiences in Tuberculosis Complicating Pregnancy. 

Medizinische Klinik, 1923, xix, 422 and 461. 

The prognosis and treatment of tuberculosis complicating pregnancy are made 
dependent upon a new classification of pulmonary tuberculosis. The basis for tliis 
classification is the mode of dissemination of the tuberculous process; that is, 
wliether it is lymphogenous, hematogenous or intracanalicular by way of tlie bronchi. 

The first and most important group includes the cases where the spread of in- 
fection is bronchogenous. To this class belong the cases of ordinary phtlusis, 
phthisis fibrocaseosa, phthisis fibrosclerosa and tuberculous cavities. During preg- 
nancy in all these forms the process seems to bo arrested, but immediately after 
labor it spreads rapidlj'. This is due to the fact that during pregnancy, as the 
uterus grows and the intraabdominal pressure increases, a sort of pneumothorax 
is produced with diminution of pulmonary actiruty. When, however, the uterine 
contents are suddenly expelled the lungs expand as much as previously and tubercu- 
lous masses are aspirated from the apices to the bases of the lungs. In this way 
a bronchopneumonia is produced. 

Interruption of a pregnancy for tuberculosis after the third month has exactly 
the same effect as a normal labor, because the lungs which have been set at par- 
tial rest suddenly attain their full activity again. Hence, if this form of tuberculo- 
sis is present the pregnancy must be interrupted during the first three months of 
gestation regardless of the appearance of the patient and the lack of symptoms. 
If the' pregnancy is further advanced, there should be no interference. In this 
group belong all cases that have cavities, bronchopneumonic infiltration, hemoptysis 
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in the presence of fever, and laryngeal tuberculosis. A characteristic of this group 
is the phtliisie spleen ■which is moderately firm. Every patient should have an 
x-ray examination before pregnancy is permitted to continue. 

The second group is the one in -wluch the disease has reached the lungs hematog- 
enously. In this group are the cases of tuberculosa fibrosa densa and diffusa 
before they rupture into the bronchial tree. Most of these cases have an aggra- 
vation of symptoms during pregnancy while in many the puerperium has no de- 
leterious effect. In most of these cases a characteristic hard, sharp-edged, spleen 
is easily felt. If fever is present, symptoms of cachexia, pleural exudate, peri- 
cardial rub, ascites, hemoptysis, and positive sputum, the pregnancy should be 
interrupted. Laryngeal or surgical tuberculosis is also an indication for emptying 
the uterus. If the patient gains weight, one may temporize. 

The third group is a varied one and contains the cases which have neither 
cavities nor the characteristic splenic tumor. Here we find abortive apical tuber- 
culosis, bronchial gland tuberculosis and the eases of chronic recurring pleurisy. 
In these cases also there is often an exaggeration of the patient’s sjTnptoms dur- 
ing pregnancy. Interference depends upon the temperature and the body weight. 
If there is fever in the presence of a progressive loss of weight, the pregnancy 
should be terminated. J. H- GnEENHUJi. 

Couvelaire, M. A.: The Future of Children Bom of Women "with Pulmonary Tu- 
berculosis, Bulletin de la Socidte d'Obstdtrique et de Gynecologic de Paris, 
1923, xii, 469. 

Couvelaire reports a study of 63 babies born of tuberculous mothers. The 
children of all these women were separated from their mothers immediately after 
birth. Sixty-one of the children -were bom alive and were riable. In general 
children of tuberculous mothers weigh no less than other infants. 

During the first month of life 23 out of 61 infants died, a mortality of 38 
per cent. This figure is enormous when one considers the mortality of other 
children raised under the same conditions, and especially when compared with the 
fetal mortality of 4-6 per cent for all children in Prance. The gravity of the 
mother’s condition in this respect seemed to play no part. 

Most of the children died more or less suddenly. The weight curve after an 
initial physiologic fall remained stationary for a while and then fell gradually 
despite proper feeding. These children had a normal or subnormal temperature 
and they showed no digestive disturbances to account for the rapid decline. 
Autopsj^ on a number of these children showed no constant findings. It appears, 
therefore, that children bom of tuberculous mothers are bom with a diminished 
vitality and are invalids from birth. 

Of the 38 infants who survived the first month, 2 were exposed to the infection 
by their mothers and they died. Nearly all the rest remained well. Hence those 
children who survive the first month have as good a chance of bring as any other 
children during the first year of life. J. P. Greenhill. 

Debre, R.: Prevention of Tuberculosis in the Newborn. Gynecologic et Obstfi- 
trique, 1923, vii, 199. 

The author calls attention to the necessity of recognizing tuberculosis' in the 
pregnant, parturient, and puerperal woman in order to prevent contamination of 
the newborn with tubercle bacilli. He believes that a considerable number 
of infants could be saved and cites five cases which came under his observation 
where the infants were not apparently infected at birth. They were not in very 
intimate contact with their mother and yet all aeauired tuberculosis and died. 
He believes in absolute separation. ’ Adair. 
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Baldwin, J. F.: Hysterectomy in Certain Cases of Pulmonary Tuljerculosis; Par- 
ticularly as an Alternative for Therapeutic Ahortion. Surgery, Gynecology and 
Obstetrics, 1923, xxxvii, 201. 

The author maintains that a total hysterectomy (preserving the adnexa in 
younger women) is a preferable procedure to inducing abortion in cases of active 
tuberculosis complicated by pregnancy. Indications for the procedure are extended 
to cover nonpregnant women with pulmonary tuberculosis who are ''handicapped 
by monthly loss of blood, profuse leucorrhea, or uterine hyperplasia with all its 
distressing symptoms of backache, bearing-dorvn, dyspareunia, etc.” The author 
used ether by the open-drop method as an anesthetic and states that fifteen 
minutes usually suffices to complete the procedure from incision to closure; in- 
cluding support of the vaginal vault, peritonealization of the floor of the pelvis, 
appendectomy and examination of the gall bladder. Occasionally, he says, the 
operation may be prolonged when meeting extensive adhesions or when accom- 
panied by a perineal repair, but except under extreme circumstances no competent 
operator should require more than thirty minutes for an operation of this kind. 

Creadick:. 

Siegert, F.: Results of Supravaginal Amputation and Castration In Tuberculous 
Women. Medizinische Klinik, 1923, xix, 1150. 

Most authors nowadays are agreed that it is best to interrupt pregnancy as 
early as possible when complicated by pulmonary tuberculosis. Bumm, in 1911, 
advocated removal of the uterus, tubes, and ovaries in these patients, claiming 
that castration favorably influences the deposition of fat and stimulates metab- 
olism, thereby increasing the resistance of the body. Since 1918 the radical 
operation has been performed in the Freiburg Clinic on 26 patients. By doing 
this operation the puerperium, which is the period of greatest danger to the 
tuberculous gravida, was eliminated. Lumbar anesthesia was used and in nearly 
all the cases the operation performed between the second and fourth months of 
pregnancy. Only .6 women showed menopausal symptoms. 

Of the 26 women, 20 were improved, 4 were not improved, and 2 could not be 
traced. Of those who were improved the tuberculous process was cured in 12, 
and 1 died after two and half years. The 4 patients who were not improved 
died from one to eleven months after operation. J. P. Greenhill. 

Dutzmaim, M.: Simultaneous Abortion and Sterilization. Monatsschrift fiir Ge- 
burtshilfe und Gynakologie, 1924, Ixv, 189. 

The author performed combined abortion and sterilization operations on 69 
patients without a single death or complication. His operation is performed as 
follows: An ordinary eolpotomy is done. The uterus is pulled forward into 

view. Just above the internal os the uterus is opened for a distance of 2 to 3 
cm. and the ovum removed with ovum forceps. The uterine cavity is curetted 
and a pack inserted and led out through the cervix, or the cervical canal may 
simply be dilated with a sound. There is little bleeding and the contracted 
uterus is very easily pulled out to the vulva. In full view sterilization is 
now performed. The tube on each side is clamped and cut, avoiding the tubal 
artery where possible. Both cut ends are buried in the broad ligaments. A suture 
is introduced into the anterior layer of the broad ligament, then through the 
tubal end, and finally through the posterior layer of the ligament but behind the 
tubal openings. The incision in the uterus is closed and a tj-pical vaginal fixation 
performed so that t-c uterine incision becomes extraperitoneal. 

f J. P. GREENniLI/. 
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rniMnsholz and Feuillade: Genital Tul)erciilosis and Pregnancy. Bulletin de la 
Socidtd d ’Obstdtrique et de Gyndcologie, 1924, xiii, 683. 

Three cases are reported where tuberculosis of the genitalia was associated with 
pregnancy. The first patient had a conservative operation and the pregnancy and 
labor which followed were normal. In the second case the tuberculous condition 
was not discovered until an operation was performed during the puerperium be- 
cause of fever. In the third case likewise, the diagnosis was not made until the 
puerperium. From a study of these cases and from the literature the authors 
conclude that pregnancy may occur after tuberculosis of the genitalia has been 
cured medically. In such cases the pregnancies and labors are usually normal. 

Pregnancy and tuberculosis may exist simultaneously. Sometimes the association 
produces no symptoms, but occasionally symptoms of pelvic peritonitis appear 
and make the diagnosis difficult, or an acute miliary tuberculosis results. Frequent- 
ly the pregnancy is terminated prematurely with or without complications. When 
pregnancy continues to term in the presence of an existing genital tuberculosis, 
the child is apparently normal but sometimes congenitally tuberculous or weakly. 
A tuberculous tumor may in rare instances cause dystocia in labor. In the puer- 
perium the preexisting tuberculous condition may give rise to symptoms resembling 
an ordinary puerperal infection or the tuberculosis may engraft itself on tissue, 
the seat of an ordinary postpartum infection. J. P. GreenhuJ/. 

Vautrin: Tuberculosis of Ovaries and Pregnancy. Gyn6cologie et Obst6trique, 
1923, vii, 193. 

The author gives the report of a patient with ovarian and tubal tuberculosis 
operated upon subsequent to delivery. The patient presented clinical signs of 
inflammation of the ovary during pregnancy and had an acute attack of pain and 
inflammation in the lower abdomen beginning on the twenty-second day postpartum. 

Auaie. 

Stephens, Wm. E.: Eenal Tuberculosis during Pregnancy. Surgery, Gynecology 
and Obstetrics, 1924, xxxix, 750. 

The effect of pregnancy upon tuberculous infection of the kidney is deleterious. 
Nephrectomy is always indicated as soon as the diagnosis is made, if the infec- 
tion is limited to one kidney. Following the removal of a kidney tuberculin 
should be administered. Conception is permissible after two or three years if 
the other kidney shows freedom from tuberculosis. 

In the presence of bilateral involvement tuberculin treatment is indicated. 
Eegardless of the moral or religious aspects, sacrificing the child by terminating 
pregnancy is not justifiable as at best the mother’s life is prolonged but a short 
time by this procedure. Wm. C. B;enske. 

Favreau, M., and Querrioux, F.: Gestation and Nephrectomy for Eenal Tuber- 
culosis. La Presse Mddicale, 1923, xxxi, 146. 

The authors review briefly the questions of pregnancy following nephrectomy 
for renal tuberculosis and of nephrectomy for this condition during pregnancy. 
It is well known that after this operation the other kidney hypertrophies, and that 
health is possible with a trifle over one-quarter of the normal amount of kidney 
substance. Albarran and others have shown that renal tuberculosis io unilateral 
in the early stages in 70 per cent of the cases, so that nephrectomy is indicated 
as soon as the diagnosis is established. This holds true pregnancy, as the 
patient will go to term after the operation eight t«nes out of , nine without in- 
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cident. Later development of tuberculosis in the other kidney is not common, 
and in 11 per cent of the cases (Israel) it is an. independent infection; the other 
cases represent recrudescences of early infections in the remaining kidneys which 
w'ei’e present before the nephrectomies. 

On account of the compensating renal hypertrophy, pregnancy after neph- 
rectomy is only slightly more dangerous than in other women. In one-third of 
the eases, some urinary disturbance null be present, such as pyuria, albuminuria, 
or irritable bladder. Marriage or pregnancy must be forbidden until repeated 
■and careful studies have shown the remaining kidney to be sound and functioning 
well, and the other organs to be free from infection. No defmite time limit can 
be set. The nephrectomized mother may nurse lier baby if her general health is 
good and the remaining kidney is not affected. E. L. King. 

Pruhinsholz, A., and Collin, R.: A Case of Acute Tuberculosis (Meningitic and 

Hypophyseal) at the Beginning of Gestation. Bulletin de la Soci6te d’Obste- 

triquc et de Gynecologic dc Paris, 1923, xii, 391. 

Tuberculous meningitis developed early in a first pregnancy. The patient began 
to vomit five weeks after the cessation of menstruation and soon was confined to 
bed because of constant nausea, etc. She was sent to the hospital after a 
therapeutic abortion had been performed, with the diagnosis of pernicious vomit- 
ing of pregnancy. On admission the temperature was subnormal. The pulse 
varied between 100 and 110 and the patient complained of visual disturbances. 
The usual treatment for pernicious vomiting Avas instituted. Despite this, diplopia 
appeared, the tachycardia increased and there Avas an oliguria. Suspecting cere- 
bral syphilis, neosalvarsan Avas given. The blood Wassermann as Avell as the 
spinal fluid Wassermann Avas negatiA’e. The spinal fluid shoAved no abnormalities 
AA’hile examination of the eye-grounds shoAved papillary stasis. She died tAvo 
months after the onset of vomiting. A partial autopsy was performed and 
exudates AA’ere found along the basal vessels and on the parietal conA'olutions. 
Tuberculous granulations Avere found on the choroid plexuses and the hypophysis 
on section shoAved tuberculosis of the anterior lobe. 

This is the second case of tuberculous meningitis Avhich Fruhinsholz has seen 
Avhere the diagnosis of pernicious vomiting AA'as made instead of the correct one. 
Fioni the clinical history it is impossible to tell Avhen the vomiting of pregnancy 
ceases and when the cerebral vomiting l>egins. The source of infection in these 
cases is evidently an old focus somewhere in the body, which flares up during 
pregnancy. Fruhinsholz believes that genital tuberculosis and pregnancy are not 
incompatible, the latter usually relighting the former. He believes that certain 
cases of acute tuberculosis A\'hich occur during labor arise from an old tuber- 
culous endometritis or salpingitis. J. P. Greenhill. 

Host: Carbohydrate Tolerance in Pregnancy. The Lancet, 1925, ccviii, 1022. 

All persons investigated received 50 gm. of chemically pure glucose, dissolved 
in 200 c.c. of Avater in the morning on a fasting stomach. Blood-sugar analyses 
were made beforehand and every fifteen minutes for two hours after the ad- 
ministration of the sugar solution, AA’hile the urine was examined every half hour. 

Nineteen nongraA’id Avomen Avere inA’Cstigated. Tlicse Avomen were not absolutely 
'-.normal, but had more or less trifling complaints, such as dysmenorrhea, displaee- 
menu of the uterus, etc. Five of the 19 nonpregnant Avomen acquired glycosuria. 
None excrOLij sugar with a blood-sugar rise of less than 150 mg.; in other words, 
there Averc none a^ong the 19 with a Ioav renal threshold. 

Altogether 39 pregnant Avomen AA’cre examined in AA’hom glycosuiia had not 
been previously demonstrateo. mi,ij.teen of them AA'cre in the first three months 
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of pregnancy, and the remaining 2G were in the fourth to the ninth months. 
Eight of the 13 liad glycosuria, wliilc 5 wore free, and, of the 26 whose preg- 
nancy was more than three months advanced, 10 had glj'cosuria. 

The experiments indicate that glycosuria can be provoked in about 50 per 
cent of all pregnant women, more often in pregnant than in nonpregnant women, 
and that it can be produced more frequently early in pregnancy than in the 
latter months. 

The investigation of glycosuria after large doses of glucose, as recommended 
by many authors, is not valid as a diagnostic aid in pregnanc}% The experi- 
ments proved that there was a curious and characteristic difference in the blood- 
sugar rise and position of the renal threshold in the iirst and second periods 
of pregnancy. Early in pregnancy the position of the threshold is normal and 
the blood-sugar rise is often remarkably high, so that glycosuria is due to a 
marked hji^erglycemia and not, as is generally believed, of renal origin. In 
the latter part of pregnane}’, on the other hand, the blood-sugar rise is usually 
small, but the renal threshold, nevertheless, is often so low that glycosuria 
frequently occurs, which, therefore, in this stage of pregnancy, can bo rightly 
termed renal. Finally, the work has made it probable that the corpus luteum 
causes the large and prolonged blood-sugar rise which is characteristic in early 
pregnancy, while the low renal threshold in the latter months appears to be 
dependent on the fetus or placenta. Norman P. MilIiEr. 

Crook: The Incidence of Glycosuria during Pregnancy. The Lancet, 1925, ccviii, 

656. 

The writer’s investigation was based on the examination of the urine of 548 
patients during their pregnancy. A total of 1346 urinalyses were made. 

Of all the patients, 166 had, at some time or other, sugar in the urine; 23 
patients had glycosuria in more than one pregnancy, but not in all. Eight 
patients had it in all of their reported pregnancies. Of the 166 detections of 
sugar, 40 were noticed before the twenty-first week of pregnancy, while 126 were 
first detected between the twenty-first and fortieth weeks, the week shondng the 
largest number being the twenty-eighth. 

An interesting table is included showing the occurrence of glycosuria in some 
of the complications of pregnancy encountered in the cases studied. 

Norman F. Miller. 

Eathery: Diabetes and Pregnancy. Le Progres Medical, 1925, No. 6, p. 191. 

The presence of sugar in the urine of pregnant women may be due either to a 
lactosuria or a renal diabetes or to a true diabetes. 

Laetosuria is much more frequent during pregnancy and labor than in the 
puerperium. MHien it does occur during this latter , period it is associated with 
some abnormal mammary function causing stagnation. 

Renal diabetes includes those cases where there exists a glycosuria and a normal 
blood sugar. In view of the possibility of the development of a true diabetes 
this anomaly should be carefully watched. 

According to many authorities the prognosis of true diabetes with pregnancy 
is extremely doubtful. Rathery, however, feels that this view is too pessimistic. 
In those eases where the diabetic condition has existed before the onset of the 
pregnancy and has been kept under control by dietetic procedures the outlook is 
extremely good. On the other hand, where the -diabetic state, despite dietetic 
regime, becomes progressivly worse the prognosis is far less favorable. 

The factoi-s indicating the approach of danger are the appearance of acidosis 
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associated witli the excretion of acetone and beta-oxybutyric acid, albuminuria, 
and a lowering of the carbohydrate assimilation coefficient. Tlio treatment should 
be the same as though the patient -were not pregnant; and pregnancy should 
be interrupted only where, despite all forms of treatment including the use of 
insulin, the acidosis increases. The most critical time is during labor because 
of cardiac failure as diabetic patients are more prone to have weakened cardiac 
musculature. Theobore W. Adams. 

Gemmel: Menstruation and Pregnancy in Hodgkin’s Disease. The Journal of 

Obstetrics and Gynaecology of the British Empire, 1923, xxx, 373. 

A review of the literature on this subject was stimulated by a case of Hodgkin’s 
disease recurring in each of three successive pregnancies and regressing in the 
intervals. A study of 57 reported cases in women brought out the fact that 
the condition is usually accompanied by diminution of the menstrual flow. Four- 
teen out of 17 cases with complete menstrual histories showed varying degrees 
of oligomenorrhea and amenorrhea. Nearly 50 per cent of cases had their origin 
during periods of physiologic amenorrhea, before puberty, during pregnancy or 
after the menopause. Six out of ten parous women with this disease traced the 
origin of their trouble back to pregnancy and in two others pregnancy complicated 
the disease. The condition progressed rapidly during pregnancy and did not 
apparently complicate labor. Death followed labor in a few months in three out 
of eight cases. Due to the apparent tendency for Hodgkin’s disease to originate 
and progress rapidly during hypofunctioning states of the ovary (i. e. pregnancy) 
the author feels abortion justifiable, and advisable when early Hodgkin’s disease 
is found in the first months of pregnancy. The woman should be warned against 
future pregnancies. The probable outlook after the induction of premature labor 
in advanced Hodgkiir’s disease does not warrant the procedure. 

H. W. Shutter. 

Aubertin, Charles: Pernicious Anemia of Pregnancy. La Presse Medicale, Jan. 

5, 1924, p. 13. 

The author is of the opinion, contrary to the views of many authorities, that 
there is a type of pernicious anemia peculiar to pregnancy, with special hematologic 
and clinical features, the chief of the latter being the rapidity of cure after 
delivery. The disease is most often encountered in multiparae, with successive 
pregnancies (generally associated with prolonged lactation periods), is manifest 
only during pregnancy, and often recurs in successive gestations. Some of the 
patients (especially primiparae) give histories of chlorosis before marriage. Many 
of the patients are luetic. 

The patient is as a inle first seen in the seventh or eighth month, but the history 
dates back to the early part or even to the very beginning of the gestation. Tlie 
patient generally complains of vomiting of recent origin (which is the effect and 
not the cause of the anemia), with occasional hematemesis. At times, there is 
diarrhea. Pour cases out of five have slight transient albuminuria. Most patients 
have some fever. Often, after deliveiy, the temperature rises. Hemorrhages are 
rare, in contradistinction to other grave anemias; occasionally there is epistaxis, 
rarely puipura, at times retinal hemorrhages. 

The blood shows the usual findings, rvith the exception that there is generally 
a moderate leueocylosis and a polymorphonuclear increase, which are not encountered 
in the ordinary tj'pe or pernicious anemia. The eosinophiles are not decreased, as 
in an infection. 

There arc four possible terminations: death during labor, death a few liours 
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or days after delivery (the most frequent), death, weeks or months later, or rapid 
cure after delivery, with a rapid return of the blood picture to normal. This 
puerperal improvement is characteristic, and is more marked than the recovery from 
any other variety of grave anemia, except the hemorrhagic type. But the improve- 
ment is absolutely dependent on delivery; general treatment is of value only when 
this has been accomplished, naturally or artificially. 

No cause of the condition can be assigned; it is probably an autointoxication 
of pregnancy. E. L. King. 

t 

Rumpf: Pernicious-like Anemia in Pregnancy. Deutsche medizinische Wochen- 
schrift, 1923, xlix, 436. 

In addition to a case observed by himself, Rumpf collected 113 cases of per- 
nicious or pemicious-like anemia occurring during pregnancy. In 34 cases the 
data were very meagre. The total mortality was about 58 per cent, for both types. 
While practically unknown in some countries, it is not so exceedingly rare in others. 

Even during normal pregnancy the hemopoietic system is often disturbed, nor- 
moblasts, micro- and macrocytes being frequently found in the blood. This con- 
dition is exaggerated in toxic eonditiCns and especially in eclampsia. It is thought 
that the various lipoids found in the blood of pregnant women are a causative 
factor. 

The exaggerated disturbance of the blood, pernicious anemia and similar con- 
ditions, in SO per cent of the cases occur in multiparae. In addition to the 
yellowish white skin, there is asthenia, anorexia, sleeplessness, palpitation, edema, 
and disturbances of sight and hearing. Labor is premature in 90 per cent of the 
cases; it is usually rapid and relatively painless. There is little blood loss, but 
usually a pinkish fluid escapes. The blood of the infant may be quite normal. 

The treatment of choice is direct blood transfusion which may cause most re- 
markable results and save life, as in Rumpf ’s case. If the patient survives, there 
is a tendency towards complete recovery, except in cases of true pernicious anemia. 

R. E. WoBUS, 

Larrabee: The Severe Anemias of Pregnancy and the Puerperium. American 
Journal of Medical Sciences, 1925, clxx, 371. 

Larrabee has observed 17 cases of severe anemia beginning during and shortly 
after pregnancy, not due to obvious complications, but apparently resulting from 
the gravid state per se. He groups them into different classes and gives reports 
of seven cases with the blood picture of secondary anemia, the average lowest 
hemoglobin being 35 per cent. The anemia was not progressive and all began 
to improve at once after delivery. Symptoms began during pregnancy in four 
cases and immediately after delivery in two. Five had had numerous pregnancies 
the average being seven. There were eight patients with the pernicious blood pic- 
ture, four occurred in pretransfusion days and three of them died. Four were 
transfused and all recovered. Five had fever, and the cases developed more slowly 
and had a more gradual onset after pregnancy than was seen in the group with 
secondary anemia. One patient with the aplastic blood picture received two trans- 
fusions with no effect and 'died three weeks later. An atypical case with seven 
transfusions required splenectomy. This patient recovered. W. Kerwin. 

Ohlsson, I.: A Case of Leucemia and Pregnancy. Acta Gynecologica Scandina- 
vica, 1925, iii, 317. 

In the literature are reported only 12 authentic cases of leucemia during preg- 
nancy. Of these, pregnancy occurred in four patients who already had leucemia. 
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while in the remaining 8 cases the leucemia was recognized for the first time during 
pregnancy. The author adds the history of his own case. 

Among the 13 cases there were both the acute and chronic forms of leucemia. 
Among the six cases with acute leucemia there were five deaths. In all of the 
chronic cases the disease progressed during pregnancy. The most critical period 
is the puerperium. ITivc of the patients with chronic leucemia recovered. 

Leucemia may deleteriously affect pregnancy as indicated by the fact that four 
patiepts had a spontaneous miscarriage or premature labor. Where leucemia exists 
in a pregnant woman the pregnancy should be interrupted. In none of the 
reported cases did the newborn baby have leucemia. Microscopic examination of 
the placenta in one case showed that the blood in the chorionic villi was normal 
but the blood in the intervillous space was leucemic. 

J. P. Greenhill. 

Boreel: A Case of Icterus Gravidarum. Ncderlandsch Tijdschrift voor Genees- 
kundc, 1924, i, 1018. 

The patient was a woman who had been pregnant four times during her five 
years of married life. Each time she became icteric in the third month and 
aborted in the fourth month. On admission to the hospital in INIarch she was 
found to be pregnant for the fifth time, approximately four and one-half months. 
She was quite icteric, her stools were light in color, and the urine contained bile 
salts. Otherwise she presented no abnormalities, except a general asthenia. The 
liver, however, was slightly enlarged but not tender, nor did she complain of pain. 
She was the only living child of a mother who also had numerous abortions and 
several premature children. She, too, had been icteric during each pregnancy. 

Under bed rest and restricted diet the icterus did not completely clear up. In 
July she gave birth to a child Avhich was not definitely icteric, but became so 
soon after birth and died the next day. The mother cleared up after delivery, 
and after twelve days the bilirubin content of the blood was noimal. Neither the 
most exhaustive examination of the mother before and after confinement, nor a 
careful autopsy of the fetus throw any light on the cause of the icterus. 

R. E. WOBU.S. 

Duvergy and Dax: Pyelonephritis in Pregnancy. Journal do iMddicine de Bor- 
deaux, June 25, 1923, p. 442. 

The predilection of this condition for the right kidney is due to the normal 
dextroversion of the pregnant uterus, the mobility of the right kidney, and the 
resulting obstruction, retention, and predisposition to infection. Urinary examina- 
tion in pyelonephritis reveals a bacteriuria in the early stages; pus and epithelium, 
later. Where kidney impairment is occurring, the urine from the side involved 
shows a low specific gravity. Tenderness over the costovertebral angle is usually 
accompanied by some tendeimess along the course of the ureter as well. 

The medical treatment of this condition consists of posture, catharsis, fluids 
in largo amounts, autogenous vaccines, and the daily intravenous injection of one 
gram of urotropin in 10 c.c. of sterile water. Wlien relief is not obtained by 
the above measures one must not hesitate to catheterize the ureter. Frequently 
it is advantageous to leave the catheter in place to favor drainage or relieve 
back pressure on an impaired kidney. Where ureteral catheterization is impossible 
and kidney destruction is occurring, the induction of premature labor or nephrotomy 
may be necessary. IT. W. Shutter. 
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Hewitt: Bacterial Infection of the Urinary Tract Complicating Pregnancy and 
the Puerperium. The Journal of Obstetrics and Gynaecology of the British 
Empire, 1923, xxx, 390. 

Since a large percentage of centrifuged urine specimens from healthy women 
will show pus and bacteria, the author concludes that these iindings should be 
demonstrable in a single uncentrifuged drop of fresh urine, if active infection 
exists. He considers this the most valuable laboratory test for pyelitis. Pus 
cells are frequently not found in the urine of very early cases, in chronic cases, 
in the presence of temporary retention of the renal pelvis, or wdien large amounts 
of water are being taken. Colon bacilli were found with or without other organisms 
in 30 out of 31 cases of pyelitis complicating pregnancy. The use of urinary 
antiseptics proved unsatisfactory in 19 cases and the next 15 were treated by 
alkalinization. In only one of the 15 cases did pregnancy terminate prematurely 
as against 7 cases of premature labor and 4 inductions in the 19 cases treated 
with antiseptics. Seven stillbirths occurred in the cases treated with antiseptics, 
none in the others. 

There were recurrences in three cases which originally had alkaline treatment 
but in whom the further use of antiseptics was not carried out. Subsequent at- 
tacks may be more or less severe than the first. Premature labor is not uncom- 
mon in secondary attacks. Vaccines were of no value in the author’s cases. The 
induction of premature labor, necessary four times in the cases treated with 
hexamine, was never employed in the other group. H. W. Shbtteb. 

Vozza, F.: A Case of Pyelitis of Pregnancy Caused by B. Typhosus, Annali di 
Ostetricia e Gineeologia, 1924, xlvi, 149. 

Although bacilluria is common in typhoid fever, suppurative infections of the 
kidney and its pelvis by the B. typhosus are rare. The author has been able 
to find only two such cases complicating pregnancy reported in the literature, to 
which he adds the report of a third. The patient in the seventh month of her 
third pregnancy developed symptoms of a right sided pyelitis beginning some twelve 
days after the onset of typhoid symptoms, and three days before admission to the 
clinic. Her serum agglutinated B. typhosus from 1:20 to 1:320, paratyphoid 
B from 1:20 to 1:40, and paratyphoid A from 1:20 to 1:80. Her urine showed 
albumin, and a heavy sediment composed of pus, bacilli, and many casts composed 
of bacteria, the culture of which showed them to correspond morphologically and 
culturally to bacilli obtained from blood following a chill which were identical 
■\vith B. typhosus. The patient went into labor spontaneously six days after ad- 
mission and delivered herself spontaneously of a baby slightly under three pounds 
which lived four days. After delivery the patient showed marked improvement, 
and convalescence began fourteen days after admission. Bacilluria persisted 
twenty days after cessation of symptoms despite administration of urotropin. The 
author regards the ease as one of blood-bome infection, to which pregnancy was a 
predisposing factor by partial obstniction of ureters, especially the right. 

Thos. E. Goethals. 

Vignes: Cervical Carcinoma and Gestation. Lo Progres Medical, June 18, 1921, 
p, 289. 

Because of the difference in the age limits and because a malignant cervical 
growth, even in the earliest stages, acts as a barrier to impregnation, carcinorfia 
rarely complicates pregnancy. In general it may be stated that pregnancy aug- 
ments any neoplastic growth, this being especially true if such growth is located 
within the generative tract. Because of the increase in the blood and lymph 
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supply to the generative organs during pregnancy, the frequency and rate of 
metastasis is also augmented. 

The diagnosis may usually be made early on account of the small acute hemor- 
rhages alternating irregularly -witli a foul-smelling profuse vaginal discharge. The 
anemia is usually marked, and pain is present when there is involvement of the 
broad ligaments. Bladder ^^mptoms and hematuria may also appear, 

Vignes finds that about one-third of such patients abort spontaneously, due 
either to an infective or malignant process extending upward and involving the 
lower uterine segment. In those patients where pregnancy has gone to term and 
labor has started spontaneously', tliere may be sufficient healthy cervical tissue left 
to permit dilatation, "Wlien dilatation cannot take place the patient may suffer 
a severe laceration of the cervix. On the other hand no tears or dilatation may 
occur, so that birth would be prolonged indefinitely were it not for operative inter- 
ference. 

In those cases which are clearly inoperable, the author advocates allowing the 
pregnancy to continue in an attempt to save the child, while in operable or doubt- 
ful cases the benefit should be given the mother. Theodore W. Adams. 

Schweitzer: Complication of Pregnancy with Carcinoma. Zentralblatt fiir Gynii- 

kologie, 1923, xlvii, G57. 

The writer reports 11 cases of carcinoma complicating pregnancy observed in the 
Leipzig Clinic. The frequency was about 0.05 per cent, but he believes the actual 
frequency is greater as many cases remain unrecognized during pregnancy. The 
condition is infrequent in primiparae, but seems to have some relationship to 
rapidity of childbearing. In the majority of cases the pregnancy is a complicat- 
ing factor, and apparently the gro^vth of the carcinoma is unfavorably influenced 
by the pregnancy. In most cases bleeding was noticed for the first time only dur- 
ing the pregnancy, but the carcinoma probably had been present for a considerable 
time before bleeding commenced, and thus bleeding is not a noteworthy symptom 
of carcinoma complicating pregnancy. The irregular bleeding may make the definite 
diagnosis of early pregnancy difficult. 

As for the influence of the carcinoma, on the pregnancy he finds that if early, 
it may have little effect, though there is always the possibility of premature in- 
terruption of the pregnancy and with this always the danger of infection. Car- 
cinoma may make dilatation of the cervix difficult, and extensive laceration of the 
cervix may result. 

As for the influence of the pregnancy on the carcinoma, opinions differ, though 
there is more or less agreement as to the increased operability and better results 
of operation in these cases. Schweitzer is under the impression that the trauma 
of birth undoubtedly influences carcinoma unfavorably. 

The results of operation in the puerperium are not so good as when the 
operation is undertaken earlier. The prognosis is always grave, but of these eleven 
cases, one handled with mesothorium, and two inoperable, the eight operated upon 
healed per primuni; and of four operated upon more than five years ago three 
are living and in good condition. Substantially all of these patients were operated 
upon in the first half of the pregnancy. 

If the carcinoma is inoperable it is treated symptomatically in the interest of 
the child, and at term the child is delivered by section and the uterus amputated 
after cxtraperitoneal fixation of the cervix. If the carcinoma is operable this 
same treatment may bo followed with vaginal extirpation of the cervix as a sec- 
ondary step. Eadiation should be undertaken as an accessory treatment, though 
ladiation during pregnancy is liable to increase the rigidity of the cervix and 
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render birth, more difficult. It does not, llO^Yever, prevent subsequent pregnancy 
as shown in a case of Ddderlein in wliich four years after radiation a child was 
carried to term and born in normal labor. Little. 

Davies, J. C.: Labor Complicated by Malignant Growth. British Medical Jour- 
nal, Jan. 14, 1922, p. 57. 

The author reports a ease of a mullipara suffering from inoperable carcinoma 
of the cervix delivered of a stillborn fetus by podalic version. 

F. L. Adair. 

Emery, C. W. A.: Early Pregnancy and Epitheliomas. British Medical Journal, 

1924, ii, p. 1149. 

Do conditions prevailing in the first trimester of pregnancy contribute to a 
study of the etiology and treatment of epitheliomas? B!is answer is “yes.” 

The author states that the normal body is fully equipped to combat disease and 
when the body is overcome it is due to a failure of the normal body resistance. 
The body wiU resist any invading growth, malignant or not. Thus, when chorion 
epithelioma can invade the uterine w'all, the resistance has been lowered. 

There exists an abnormal corpus luteum activity in chorion epithelioma. Pos- 
sibly overproduction of lutein substances results in completely antidoting the re- 
sistance, and invasion of the chorion epithelium continues mildly. Also, luteum 
secretion acting by lowering the body resistance accounts for the preponderance 
of cancer in women under forty as compared with men under forty. 

Adair and Rice. 

Vignes: Growth of Cancer of the Breast during Pregnancy. ProgrSs medical, 

1923, No. 33, p. 409. 

Cancer of the breast is a rather rare complication of pregnancy, but the experi- 
mental development of breast cancer is done more easily in the pregnant than in 
the nonpregnant animal. In the cases in which cancer complicates pregnancy the 
malignant development is hastened, and metastases form more readily. 

Lactation often causes a more rapid growth of the malignant tissue than 
pregnancy. On the other hand, immediately foUoudng deliverjq in those patients 
in whom nursing is prohibited, there is often seen a temporary regression of the 
tumor. 

The author cites several cases in which one breast had been removed for malig- 
nant growth and in which during a subsequent pregnancy a rapidly developing 
carcinoma appeared in the remaining breast. Theodore W. Adams. 

Odermatt, W.; Carcinoma and Pregnancy with Especial Reference to Mammary 

Carcinoma. Schweizerische Medizinische Wochenschrift, 1924, liv, 385. 

The author has collected from the literature 170 cases of breast cancer complicat- 
ing pregnancy and adds 34 cases of his own. The period of gestation, puerperium 
and lactation are all influences favorable to development of newgrowths. It is an 
open question whether the serum of the fetus may in anyway affect the newgrowth. 
After breast operation, transfusion may be necessary, and if so it appears that 
the blood taken from young donors under twenty may be of more value even 
than that taken from older patients who have been operated upon for carcinoma 
and afterward treated with radium and x-ray. Mammary carcinoma may be dor- 
mant for some time and begin to grow with the start of pregnancy. Chronic 
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mastitis may develop into a malignancy under such conditions. If the case is 
seen early and there are no evidences of metastases and the patient has not 
passed her fifth month, radical operation is the choice procedure. After the fifth 
month, usually nothing avails. It cannot be disputed that pregnancy favors tho 
very rapid growth of cancer and encourages the development of malignancy from 
the precancerous stage. Interruption of pregnancy before the end of the fourth 
month may delay the growth, but interference after that time is of little value. 
Future pregnancies in patients operated for carcinoma should be strictly forbidden. 
There is a possibility that children bom to mothers suffering during gestation 
from a malignant neoplastic growth, if not directly inheriting cancer, may possibly 
inherit a tendency to new growth. A. C. WiiiiiiAMSON. 

Cotte and Cryssel: Myomectomy During Pregnancy. Archives Franco-Beiges do 

Chirurgie, 1922, xxv, 777. 

From a review of So cases in recent literature, the authors feel justified in 
dividing the indications for interference into two groups. First, those in which 
exists some complication of the fibroid, such as torsion, gangrene, or infection. 
In these cases immediate operation is indicated, irrespective of tho danger of in- 
ducing abortion. 

In tho second group fall all cases of uncomplicated fibroids. Here the proper 
procedure depends upon two factors; namely, the symptoms produced, and the 
probability of dystocia. They advocate no interference in those cases where there 
are no symptoms and the probability of dj'stocia is negligible. If, on the other 
hand, the tumor mass is of sufficient size, or in such a location that it is apt 
to give rise to difficulty during labor, they advise removal of the neoplasm rather 
than interference at term, which almost invariably results in cesarean section and 
hysterectomy. Again, where pain, bleeding, or pressure symptoms are present, inter- 
ference and careful myomectomy arc justifiable, as the authors found that only 
about 17 per cent of cases treated in this way terminate in abortion. In such 
cases great emphasis is laid on careful handling of the uterus, vuth the least 
possible trauma during operation. TnEononc "W. Adams. 

Boije, O. A.: Conservative Myoma Operations during Pregnancy. Finska Laeka- 

resaellskapets Handlingar, 1923, Ixv, 530. 

Only rarely the necessity arises to remove a uterine myoma in the course of 
pregnancy; namely, when the tumor interferes with further progress of preg- 
nancy, -ndien it is likely to become an obstacle to the expulsion of tho fetus, and 
finally when pain or peritonitic symptoms suggest serious complications. One 
of the four recorded cases, a largo broadbasod subserous fibroid, was removed 
for the first named indication in the fifth month of gestation. The following were 
extirpated as probable obstacles: an intraligamentous cervical myoma, the size 
of the fist, in third month, and a slightly smaller tumor, in another case, occupying 
a rudimentary horn, bound down into the pelvis by adhesions, also in third month. 
In tho fourth case, in the third month of pregnancy, a myoma was enucleated 
from tho anterior uterine wall pressing against the bladder. 

In all four cases pregnanej" continued to term, labor and puerperium being 
normal in every respect. Since numerous reports in the literature prove that con- 
servative myomectomy predisposes neither to abortion nor to premature labor in 
a subsequent pregnancy, the writer is convinced of tho justification of this oper- 
ation also during pregnancy in well selected cases. When the tumor lies deeply 
imbedded, it is best to close the cavity with buried silk sutures, the covering 
peritoneum always being closed with catgut. Author’s Abstract. 
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A STATISTICAL STUDY OF THE INCIDENCE AND TREAT- 
MENT OF LABOR COMPLICATED BY CONTRACTED 
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JOHNS HOPKINS HOSPITAL PROM 1896 TO 1924* 

By J. WniTRiDGE ^Viluiams, M.D., and Ko Chi Sun, M.D. 

Baltimore, Md. 

E arly in ins career the senior author became interested in the 
study of contracted pelvis, as shoAvn by the fact that one of his 
earliest publications was entitled “Pelvimetry for the General Practi- 
tioner. ’ ’ 

When the obstetric department of Johns Hopkins was organized in 
October, 1896, opportunity was alforded for developing that interest, 
with the result that the pelvis of every patient has been carefully and 
accurately measured, and the rule was laid down that the final meas- 
urements recorded in the histories must be made either by the chief or 
his substitute, or by the resident obstetrician (Avho has had three years 
of practical training before assuming the post). Consequently, the 
pelvic diagnoses are reasonably accurate. 

It was soon found that our material was especially suitable for the 
study of the question on account of the large negro population of Bal- 
timore, with its unusual incidence of abnormal pelves ; and as the serv- 
ice continued to increase in size the number of negro patients became 
disproportionate to their share of the population, and latterlj’’ we have 
deliberately allowed it to exceed that of the white patients. For this 
reason, we have been able to study the conditions in the two races con- 
currently and to establish certain important and fundamental differ- 

♦Read in abstract before tlie New York Obstetrical Society, January 12, 192G. 
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ences between them. Furthermore, the fact that the service has been 
under a single liead since its inception has made it possible to study 
in a comprehensive manner the differences in results for botli mother 
and child incident to the several methods of treatment Avhich have been 
employed during the twenty-eight years under consideration. 

In 1910, the senior author analyzed the pelvic conditions observed in 
the first 4,500 admissions to the service, but did not publish the re.sults, 
and in 1923, he suggested to the junior author the advisability of con- 
tinuing the study. Accordingly, a special sheet was prepared, and 
was filled out Avith great accuracy and industry by Dr. >Sun for every 
labor complicated by contracted pelvis occunlng in the indoor service 
from history 4,501 to 14,000 (October, 1924). These sheets made read- 
ilj^ aA'ailable Avhatever information AA’as necessary, and thej" Avere tabu- 
lated and correlated by the .senior author. Tiie results thus obtained, 
after being combined Avith tho.se collected in 1910, con.stitute the mate- 
rial upon AA’hieh the present studA' is ba.sed. 

Frequency . — During the entire period, 14,000 patients Avere admitted 
to the indoor service, and of the.se 11,630 individuals gave bii’tli to 
11,925 children Avhieh had passed tlie period of viabilitj", the remain- 
ing 2,075 admissions being made up of abortion.s, Avomen admitted post- 
partum or discharged before delivery, or avIio Avere not pregnant. Of 
the 11,630 individuals concerned, 6,407 AA'ere Avhite and 5,223 black, and 
3,100 of them presented contracted pelves. Routine measurement of 
the pelvic outlet Avas instituted onlj' after admission No. 2,000. As 
the entire question of funnel peh'is Avill be considered in another com- 
munication, that type of abnormality Avill be excluded from the present 
stud 5 \ Consequently, upon deducting the 577 Avomcn presenting it, 
Ave have for immediate study 2,523 Avomen Avith the usual t^q^es of 
pelvic contraction, Avho had 2,975 labors in llie service. 

It may be mentioned at this point that Ave have adliered to the classi- 
fication and standards laid doAvn by Micliealis and Litzmann, except in 
tlie case of the generally contracted funnel ])elvis. Under that 
heading Ave have grou])ed together such jielves as ])re.sent the 
usual charactei'isties of general contraction, but in AAdiich the 
distance betAveen the tubera ischii is reduced to 8 cm. or less. Fur- 
thermore, Ave have continued in great part to base our classification 
upon the length of the diagonal conjugate, uotAvith.standing Zange- 
meister’s plea for the direct in.strumental mensuration of the eonjugata 
vera, for the reason that Ave have been unable to obtain satisfactory 
results by means of his pelvimeter or by any other device, except in 
certain cases of extreme contraction occurring in multiparous Avomen. 

Table 1 sIioays the relatiA^e fi-equency of the several types of con- 
tracted pelvis in our Avhite and black patients and seems to justify cer- 
tain interesting deductions. 

This table is so aiTanged as to .shoAv the .striking difference 
in the incidence of contracted peh'es in general in the tAvo race.s, as Avell 
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Table I 


Siio^viNG Eelative Frequency of the Several Types of Contracted Peiats in 

White and Black Women 



avhite 

black 

type 

1-4500 

4501- 

total 

1-4500 

4501- 

TOTAL 



% 


% 


% 




% 


% 

G. C. Typical 

85 

4.13 

219 


304 

4.74 



574 

l:j.7o 

868 

16.62 

G. C. Funnel* 

12 

0.5S 

29 

incH 

41 


45 


180 

4.94 

225 

4.31 

G. C. Racli. 

13 

0.63 

20 

0.46 

33 

■new 

149 


593 

16.25 

742 

14.21 

Simple Flat 

53 

2.58 

103 

2.38 

156 

2.43 

11 

0.70 

33 

0.91 

44 

0.84 

Flat Racli. 

4 

0.19 

15 

0.34 

19 

0.30 

20 

1.27 

33 

0.91 

53 

1.02 

Atypical 


0.49 

11 


21 


2 

0.13 

15 


17 

0.29 



% 


% 


% 


% 


% 


% 

Total 

177 

8.60 

397 

9.12 

574 

8.96 

521 

32.99 

1428 

39.17 

1949 

37.31 


■■n 







% 


% 


% 

Typical Funnel* 








6.45 

235 

6.45 

288 

6.44 


‘Measured only after admission, No. 2,000. 


as tlie variations in the order of frequency of the several types in white 
and black women. Furthermore, it enables ns to ascertain Avhat, if 
any, differences exist betAveen the tabulations of 1910 and 1924, respec- 
tively. 

' Table II 


Shoaving the Order of Frequency of the Seveu.al Types Expressed as Percent- 
ages of the Total Number of Contracted Pelvis in Each Race 


WHITE 

black 

G. C. Tj'pical 

35.23% 

6. C. Tj-pical 

38.80% 

Tj'p. Funnel 

33.49 

G. C. Each. 

33.17 

Simp. Flat 

18.07 

Typ. Funnel 

12.87 

G. C. Funnel 

4.75 

G. 0. Funnel 

10.06 

G. C. Each. 

3.82 

Flat Each. 

2.37 

Atj'picRf 

2.43 

Simp. Flat 

1.96 

Flat Each. 

2.20 

, AtA-pical 

0.76 


99.99 


99.99 


Upon considering the total figures, it is seen that in our material the 
usual types of contracted pelvis occur somewhat more than four times 
less frequently in the wliites (8.96 and 37.-31 per cent), Avhile the inci- 
dence of funnel pelvis is practically identical in the tAvo races. This 
at once makes it probalile that Avhatever factors are concerned in the 
production of the usual tyiies oiierate more poAverfully in the negro, 
Avhile those concerned in the genesis of funnel pelves operate approx- 
imately equally in the Iavo races. 

Furthermore, upon consolidating into a single group the generally 
contracted and generally contracted funnel pelves, it is seen 
that combination is the most usual one in both races, but that it oc- 
curs nearly four times more frequently in the blacks (20.93 and 5.38 
per cent). Moreover, in Avhite Avomcn, the generally contracted pelvis 
is closely folloAved by the typical funnel pelvis. Avhile in the black the 
generally contracted rachitic is the second in order of frequenev. 
Again, upon uniting the generally contracted rachitic and flat rachitic 
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pelves into a single group, it becomes apparent that rickets plays an 
extraordinarily important part in tlie genesis of abnormal pelves in 
black and an almost negligible one in white women (15.23 and 0.83 per 
cent). In other words, in our material rachitic pelves occur eighteen 
and one-half times more frequently in the former. Finalljq it should be 
noted that, while the simple flat pelyis is relatively frequently observed 
in white women and, in general, may be regarded as the pelvic abnor- 
mality par excellence in that race, it possesses but slight significance in 
black women. 

For further clarity, these relationships are expressed in Table II, 
in which the several types are arranged in their order of frequency, 
and are expressed as percentages of the total incidence of contracted 
pelvis in each race. It should be noted tliat the funnel pelvis has been 
included in this tabulation, otherwise, the percentages of the other 
types would be higher. 

Keverting to Table I, it is seen that the incidence of abnormal pelvis 
in our white patients was almost identical in the two periods studied 
(8.60 and 9.12 per cent), while in the blacks an increase of over 6 per 
cent had occurred during the second period (32.99 to 39.17 per cent). 
Such a difference cannot be attributed to increased skill in the detec- 
tion of pelvic abnormalities, for, if it were, the findings in the white 
women should exhibit a corresponding change, but, as that is lacking, 
the increase noted must be due to some other factor. Upon analyzing 
the figures tabulated, it is seen, if those for the generally contracted 
typical and generally contracted funnel pelves are combined, that the 
percentage incidence for the several types in black women shows only 
insignificant variations, except in so far as the generally contracted ra- 
chitic tj^pe is concerned; but in that category the incidence has in- 
creased from 9.43 per cent in the first to 16.25 per cent in the second 
period, an increase of 72 per cent. Or, to express it in another way, 
we now find seven women presenting generally contracted rachitic 
pelves, instead of four prior to 1910. 

This unexpected finding is difficult of explanation, for a priori one 
would expect that the improved living conditions and greatly increased 
wages, which the lower classes have enjoyed for many years, would 
have resulted in a diminution rather than an increase in the occurrence 
of rickets in general, and of this pelvic abnormality in particular. As 
our obsei’vations indicate the contrary, however, it would appear that 
the increased prosperity of the negro race in this locality has not had 
the results anticipated, and in general has not led to increased well- 
being of their offspring. Tliis is not the place to attempt to study the 
question in detail, but our experience would seem to indicate that 
under the influence of urban life, the negro tends to degenerate ]3hys- 
ically, and tlie startling disproportion in the incidence of rickets in the 
two races affords additional confirmation of such a belief. In a general 
way, it may be said that we are now treating tlie daughters of tlie 
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•women delivered during tlie first period of the activity of the clinic, 
and it is our impression that, while the frequency of rachitic pelvis 
has increased, there has, at the same time, been a relative decrease in 
the number presenting excessive contraction. 

Course of Labor . — We shall now consider the course of labor in the 
2,274 births complicated by contracted pelvis, which occurred in the 
second series, 1910 to 1924. Those in the first series have been omitted 
from our immediate calculation for the reason that they Avere tabulated 
in such a manner that their utilization might give rise to certain statis- 
tical complications. 

Before taking up this study, attention should be directed to the fact 
that we have somewhat restricted the implication of the term live-birth 
and have limited it to those cases in which a living child accompanies 
the mother on her discharge from the Clinic. Such a restriction must 
necessarily tend to diminish somewhat our conception of Avhat may he 
accomplished spontaneously by Nature or artificial^ by operative 
means; but, nevertheless, we believe that it gives a more correct idea 
as to Avhat is actually accomplished in the treatment of obstructed 
labor, as it excludes from consideration the children Avho die from 
the effects of disproportion, as ivell as those succumbing to syphilis, mal- 
nutrition, or other causes during the tivo weeks following delivery. 

Excluding 32 labors which occurred in women presenting the so- 
called atypical varieties of contracted pelvis, such as spondylolisthesis, 
coxalgia, lumbar kyphosis, etc., there were 2,242 labors in the series: 
476 in white and 1,766 in black women. 

Fig. 1, in Avhich the ordinates of the graph represent the percentage 
frequency and the abscissae, the length of the diagonal conjugate, ex- 
pressed in half centimeters, gives a graphic picture of Avhat occurs in 
each group, and indicates the great difference in the significance of 
contracted pelvis in the two races. In the first place, it shows that with 
every additional half centimeter of contraction the colored Avoman has 
more spontaneous and fcAver operative labors than the Avhite Avoman. 
For example, at the upper limit of contraction, with a diagonal conju- 
gate of 11.5 cm., there were several per cent more spontaneous labors 
and several per cent feAver operative labors in the blacks; AAdiereas, • at 
the other end of the graph, with a diagonal of 8.5 cm., it is seen that 
the operathm incidence Avas 100 per cent in Avhite Avomen, Avhile a cer- 
tain proportion of colored Avomen AVere still able to expel the child 
spontaneously. 

This difference is due to scA’^eral factors : in part to the lesser Aveight 
of the colored children, but more particularly to the smaller size of 
their heads, as Avell as their greater compressibility and malleability. 
Furthermore, it Avould seem that the loAver nervous organization of the 
colored woman enables her to Avithstand with relative impunity a 
greater intensity of uterine contractions, as Avell as a longer dura- 
tion of labor, than the white Avoman. For these reasons, it sometimes 
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liaiijiens that with an identical degree of disproportion a spontaneous 
outcome may occur in the former, which would he out of the question 
in the latter. 

These differences become even more striking upon studying Fig. 2, 
Avhieh was constructed to emphasize the difference in the course of labor 
in the most important type of abnormal pelvis in each race, namely, 
the simple flat in the white and the generally contracted rachitic in the 
colored. 

This graph, which is based upon the analysis of 135 labors in white 
and 749 in colored women, shows clearly how much more serious the 



Pig:. 1. — Giiiph f.howing llif number of spontaneous and operative live births, 

occurring in the two races. 


simple flat pelvis is to the former than the generally rachitic is to the 
latter. In the white woman there are fewer spontaneous and many 
more operative labors than in the black; and the contrast is further 
heightened by tlie fact tliat, in the .simple flat pelvis, the operative 
incidence becomes 100 per cent when the diagonal conjugate reaches 
9.5 cm., whereas in the generally contracted rachitic type spontaneous 
labor may occasionally occur when the diagonal measures one centimeter 
less. 

Prom what has been said, no further argument is necessary to iirove 
our contention that the simple flat pelvis constitutes the contracted 
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lielvis par excellence in the vliite ■woman, and in our experience it may 
give rise to serious dystocia even when mensuration indicates only very 
moderate anteroposterior shortening. Conseqeuntl}^, we do not hesitate 
to state that in the white woman a simple flat pelvis, with a diagonal 
of 10.5 cm., is quite as serious as a generally rachitic one in a colored 
woman with one-half to one centimeter greater shortening, and that 
failure to recognize this fact in the iiast was responsible for the loss 
of not a few white children. 

How can the difference he explained? Very simply to our minds, as 
the e'vidence available points to the iirobability that the generally con- 



Canjugate Diameter 

Kir. 2. — Illustvating the course of labor in while women with simple flat ,anrt in 
colored women with srenerally contracted i-achitic pelves. 


traded rachitic pelvis should be regarded as a manifestation of degen- 
eration, and that the child takes part in the process, as manifested 
by its smaller size. On the otlier liand, white women presenting flat 
pelves, as a rule, manifest no signs of physical degeneration, frequently 
exceed the average in height and weight, and liave babies of more than 
the average size. That this is not a fanciful conclusion will become 
apparent when we consider, in the last section of this paper, our figures 
concerning the size of the child. And here it will sufiSce to say that in 
both races the largest children are born to patients presenting simple 
flat or typical funnel pelves, while the smallest are associated with the 
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generallj^ contracted types, Avhetlier rachitic or not. In other -words, it 
aiopears that the shortening of the iliac xiortion of the terminal length 
of the innominate hone, or the pi*esence of an additional sacral verte- 
bra, -which x>lays the causal part in the production of the tAVO types of 
IDelvis, resiiectively, cannot be regarded as a sign of degeneration and 
does not affect the size of the child; Avhereas the generalized arrest of 
development AAdiich characterizes the bearers of generally contracted 
pelves is a manifestation of degeneration and is frequently associated 
Avith similar changes in the full-term child. 

The considerations just adduced incline us to agree Avith Zange- 
meister that doubt should be cast upon the classical statement that in 
predicting the outcome in a giAmn case, one-half of a centimeter should 
be added to the length of the conjugate Amra of a flat pelvis in order to 
make it obstetrically equal to a generally contracted pelvis. Theoret- 
ically, this is doubtless true, but, as it fails to take into consideration 
the varying size of the child, it is practically incorrect. 

In connection AA'ith the course of labor, aa'c can only repeat, in common 
AAuth all previous writers, that premature rupture of the membranes, as 
Avell as prolapse of the cord, occurs more frequently in contracted than 
in normal pelves, and that tlie former adds to the severity of the dysto- 
cia, Avhile the latter materially increases the fetal mortality. We shall, 
hoAvever, not attempt to adduce statistical data in support of our state- 
ments, for the reason that aa'c have not at our command any compara- 
tive figures shoAving the incidence of such accidents in normal labor. 

From the time of Miehealis and Litzmanu, all Avriters haA’-e empha- 
sized the increased frequency of abnormal presentations in labor com- 
plicated by contracted pelvis, and our experience bears out the correct- 
ness of their obseiwations, as is shoAAm by the accompanying tabulation : 



NORMAL LABORS 



IN OUR SERIES 

Vertex 

9G.0 

per 

cent 

92.05 per cent 

Breecli 

.3.0 

C ( 

( < 

5.34 “ “ 

Face 

0.4 

( ( 

< ( 

0.58 “ “ 

Transverse 

0.5 

< ( 

< ( 

1.77 " “ 

Compound 

0.0 

( c 

(( 

0.27 “ “ 


99.99 

a 

( ( 

100.01 “ “ 


Accordingly, it AAmuld appear that breech presentations occur approx- 
imatelj' tAAUce as frequently, and transA’^erse presentations thrice as 
frequently in contracted as in normal peh'es, AAdiich naturally is com- 
pensated for by a corresponding diminution in the number of vertex 
presentations. It is unnecessary to empha.size the point, except to indi- 
cate that it necessarily increases the fetal mortality, and in neglected 
cases adds materially to the danger to the mother. 

OAAung to the fact that cesarean section at an appointed time before 
the onset of labor constitutes the ideal treatment of the more serious 
eases of disproportion, and That in the more moderate ones Ave limit 
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vaginal examination to the greatest possible extent during the course of 
labor, we have an increasingly diminishing opportunity for studying 
the behavior of the head during its engagement and passage through 
the pelvic canal. Consequently, we are able to say but little concerning 
the significance of the so-called anterior and posterior parietal presen- 
tations. Indeed, at the present time, practically our only opportunity 
for such observations is afforded by neglected cases which are brought 
to us from the outside, or by our own patients in whom we have under- 
estimated the degree of disproportion. So far as our experience goes, 
we agree with the older writers that tlie posterior possesses a much 
more ominous prognostic significance than the anterior parietal presen- 
tation. Indeed, it is safe to say that the occurrence of the former inev- 
itably indicates the existence of serious disproportion, which cannot be 
overcome by the unaided efforts of Nature; whereas the latter usually 
only represents an exaggeration of the relatively normal Naegele 
obliquity, is frequently a transient phenomenon, and bj”- no means 
precludes a spontaneous outcome. 

Maternal Results . — After the more or less theoretical and statistical 
statements thus far adduced, the practical-minded person may inquire 
what have we really learned about the treatment of labor complicated 
by contracted pelvis and whether .such knowledge has led to the saving 
of more mothers and children. 


Table IH 

SiiowiXG Gross and Net MzVTehnal AfoitTALiTy 



FIRST SERIES 
701 CASES 

SECOND SERIES 
2,274 CASES 

Total iiiatevnal deaths 

11 

PER CENT 
1.57 

18 

PER CENT 
0.79 

Loss infected on admission or not due to dystocia 

4 

0.57 

12 

0.53 

Due to contracted pelvis or to service 

7 

1.0 

G 

0.2G 


Gross Mortality, Both Gcries = 0.97% 

Net “ , “ 13 = 0.44% 


GROSS NET MORTALITY 
PER CENT PER CENT 

Cases 1-2000 1.90 O.Of) 

“ 2001-4300 1.30 1.04 

“ 4501-14,000 0.79 0.2G 

Tables III and IV will answer these questions briefly, but some dis- 
cussion may be required to .I'ustify the methods employed in converting 
the gross into the net mortalities. Casual inspection of Table III shows 
that there were 29 maternal deaths in the 2,975 deliveries in the two 
series, and that the gross mortality was only one-half as great in the 
second as in the first series. On the other hand, it is claimed that the 
actual or service mortality was diminished nearly four times, namely 
from 1.0 to 0.26 per cent, and here, in order to carry conviction, it is 
necessary to consider certain details. 

In the fiist series theie vere eleven maternal deatlrs, four of which 
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were clearly not clue to the service. One of these patients (No. 2 , 229 ) 
died from toxemia, with no sign of infection at autopsy, while the other 
three (Nos. 372 , 694 and 2 , 568 ) were admitted infected Avith dead chil- 
dren after futile attempts at delivery hy outside physicians, and died 
later from infection. The remaining seven deaths Avere due to the 
service, and included five deaths folloAA'ing cesarean section. One of the 
remaining tAVO deaths Avas due to infection folloAving the only symphyse- 
otomy done in the Clinic, and the other Avas fi’om shock folloAving rup- 
ture of the symphysis in a A’^ery stout Avoman. It might lie added that 
the cesarean deaths occurred during our peilod of learning, and that 
only one of them folloAved an elcctiA'e section, Avhile the other three oc- 
curred in patients Avho Avei-e operated upon late in labor and after the 
dcA'^elopment of intrapartum infection, in other Avords, in the type of 
ease Avhich Ave noAv treat by radical or hy Ioay cervical section. 

Passing to the consideration of the eighteen deaths in the second 
series, it is found that eight of them had no connection Avith contracted 
pelvis, as becomes evident from their mere enumeralion: 

No. 5,709, Rlu'uniatic enhoeauliti ? 

“ 6,096, 9,046, 9,288, 10,578, Eclampsia 

“ 9,491, Influenzal pneumonia 

“ 12,481, Typhoid fever 
“ 12,905, Late chlorofomr poisoning 

Of the ten deaths remaining, Ave feel that three certainly and prob- 
ably a fourth, should not be attributed to Ihe service. Thus, Cases 
9 , 767 % and 10,054 Avere already infected Avhen admitted, Avhile Case 
7,501 had lobar pneumonia and died from a late pneumococcus septi- 
cemia. There may, hoAvever, be some discussion about the fourth 
death ( 7 , 390 ). This occurred in a black patient Avith a 11.5 cm. gen- 
erally contracted pelvis, avIio AA'as admitted in labor Avith a dead child. 
She had an osteomyelitis of one knee, primary sypliilis and a suppurat- 
ing bubo. Labor Avas spontaneous and easy and no Amginal examina- 
tions Avere made. Death occurred on the tenth day, and autopsy shoAved 
that it Avas due to streptococcus peritonitis. It apiiears clear that the 
fatal outcome Avas not the result of dy.stocia, nor of infection originat- 
ing with us, although its exact mode of production must be regarded as 
open to question. 

On the other hand, aa'C must accept full responsibility for the six 
deaths remaining. Three of them Avere due to infection folloAving spon- 
taneous or forceps deliveries. The fourth death ( 6 , 730 ) Avas due to 
hemorrhage and shock folloAving rupture of the uterus, Avhicli had 
occurred in the out-patient department. The fifth death ( 9 , 422 ) oc- 
curred unexpectedly a fcAv hours after a pubiotomj^ and Avas probably 
the result of .shock or of an embolus, but, as an autopsy Avas not obtain- 
able, its exact cause Avill never be knoAvn. Finally, the last death ( 8 , 836 ) 
resulted from general peritonitis folloAving an electiA'e cesarean section. 
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and was due to accidental injury to the intestines wliich were adherent 
to the abdominal scar of a previous section. 

We feel that the deductions made will bear rigorous criticism, and 
justify the statement that only six of the eighteen deaths in the second 
series should be attributed to the service. This constitutes a striking 
diminution in mortality and indicates that the danger of labor com- 
plicated b}' contracted pelvis was far less in the second than in the first 
sei’ies. The improvement was especially marked in the results follow- 
ing cesarean section, as five deaths occurred in the 26 operations per- 
formed in the first series, as compared with a single death in the 221 
operations in the second series, a reduction from 19.23 to 0.45 per cent. 

In connection with the maternal mortality it is interesting to note 
that onlj’- three of the 29 deaths in both series occurred in white women. 
As there were 669 Avhite and 2,303 black labors in the two series, it 
appears that one death occurred to every 223 and 89 labors in the 
two races, a percentage of 0.45 and 1.12, respectively. This means that 
the gross mortality was two and a half times greater in the black 
women. Moreover, the discrepancy becomes even more striking when 
only the net mortality is considered. In this event it is found that all 
but one of the deaths occurred in colored women, a percentage of 0.15 
and 0.57, respectively. In other word.s, the net mortality was three and 
eight-tenths times higher. 

How can this difference be explained? We must confess our inability 
to give a satisfactory answei’, but as the patients were treated in the 
same institution and along the same general lines, it would appear that 
the solution must be sought in certain conditions peculiar to the negro 
race. At the first glance, it might be suggested that more colored 
women enter the service after becoming infected outside, either as the 
result of imperfect medical attention or of ill judged attempts at de- 
livery ; and, if the gross mortality alone were considered, this might be 
regarded as a plausible explanation. On the otlier hand, the discrep- 
ancy becomes even more striking when the net mortality is considered ; 
but, as in that calculation all such cases had been eliminated, we are 
forced to seek some other explanation. 

Again, it might be argued that more severe degrees of disproportion 
are encountered in the negro women, so that when a cesarean section 
is not done on account of an error in prognosis, the patient will be ex- 
posed to greater danger of infection and exhaustion. This suggestion, 
liowever, scarcely appears tenable when it is recalled that we have al- 
ready shown that more severe dystocia occurs in white women with 
simple flat than in blaclv women with generally contracted rachitic 
pelves. This being the case, it would seem that the explanation must 
be sought either in the supposition that the black Avoman is less re- 
sistant to the strain of difficult delivery, or that there is something 
about her Avhich renders her more liable to infection and more sus- 
ceptible to it Avhen it develops. 
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In onr judgment, something may be said in favor of each supposi- 
tion, although it is as yet impossible to adduce satisfactory evidence in 
favor of either. In order to prove the correctness of tlie first, extensive 
statistical studies would be required, which cannot be undertaken at 
this time. Similarljq although we have recently gained tlie impression 
that with identical technic colored patients show a considerably higher 
incidence of febrile puerperia following normal labor, we are not 
in a iiosition to suggest an explanation for the clinical observation. For 
these reasons, we must be content to emphasize the fact that our ex- 
perience shows that labor complicated by contracted pelvis offers a 
much more serious prognosis in colored patients, and to defer to 
the future any attempt to adduce a conclusive explanation as to why 
it is the case. 

Fetal Results . — Table TV gives a summary of the fetal mortality and 
shows that, while there was an increase in the total number of fetal 
deaths in the second series, the net mortality due to contracted pelvis 
had decreased by 37.25 per cent (4 to 2.51 per cent). 


Table IV 

SiioisGxo Gnoss and Net Fetal Mortality 



FIRST series 
701 CASES 

SECOND SERIES 
2,274 CASES 


PER CEN'J 

PER CENT 

Total fetal deaths 

68, 9.70 

286, 12.58 

Due to contracted pelvis 

35, 4.99 

107, 4.71 

Less dead on admission 

28, 4.00 

67, 2.51 


Net Petal Mortality 

Cases 1-2,000 = 4.73% 

“ 2,001-4,500 = 3.38% 

“ 4,501-14,000 =: 2.51% 

The increase in the total number of fetal deaths is probably at- 
tributable to the fact that in the first series no cases were considered 
unless the child weighed 2,000 grams or more, while in the second series 
aU children Avere included Avhieh had reached the period of viability. 
As a result, Ave had to deal with more deaths from prematurity, general 
debility and syphilis in the second than in the first series. Naturally, 
in computing the net results, it AA^as necessary to deduct all children 
which Avere dead at the time the mother Avas admitted to the Clinic, 
particularly as a considerable number of patients came to us after hav- 
ing been subjected to attemjits at deliAmrA'- by their oAvn medical at- 
tendants. For reasons AA’hich Avill be gNen AA^hen the question of treat- 
ment is discussed, Av.e have diAuded the first series into tAim subdivisions ; 
namely, those preceding and those folloAving the tAvo thousandth ad- 
mission. A glance at Table IV shows that a steady decrease has oc- 
curred in each of the three periods, the net mortality being 29 per 
cent less in the second than in the fir,st, and 26 per cent less in the 
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third than in the second period, -vvliieh indicates that more extended 
experience and more rational treatment has led to progressive improve- 
ment in the chances for the child. 

In the preceding section attention was directed to the ditferential 
maternal mortality in the two races, and, accordingly, the question 
arises as to whether similar differences obtain in the fetal mortality. 
Upon analyzing our figures such was found not to be the case, the gross 
fetal mortality being essentially the same in both races, 12.11 per cent 
in 670 white, and 11.71 per cent in 2,305 black labors. On the other 
hand, the mortality due directly to contracted pelvis was distinctly 
greater in the white children, and exceeded by two-fifths that of the 
colored children (6.73 and 4.12 per cent). Such figures can only mean 
that more black children succumb to causes unconnected with dispro- 
portion, and a little reflection will confirm the correctness of such a 
conclusion, as we know that syphilis, prematurity and general debility 
take a much larger toll from them than from the whites. Furthermore, 
the difference in the size and malleability of the fetal head in the two 
races would imply that the dangers of disproportion should be less in 
the black race; whereas, in white patients, any error in determining 
the degree of disproportion will necessarily be attended by more seri- 
ous consequences. 

Treatment . — During the twenty-eight years covered by this study, 
the treatment of labor complicated bj”- contracted pelvis has undergone 
many changes, which in general can be studied most convenient!}" by 
dividing out activity into three periods: 1896 to 1905, 1905 to 1910, 
and 1910 to 1924, which we shall abbreviate as periods. A, B, and C. 

A glance at Table V shows that a single operation predominated in 
each of the three periods and tliat version and extraction, pubiotomy, 
and cesarean section, respectively, followed one another as the opera- 
tion of choice. 

Table V 


Showing the Nusibeu of Operations for Contf.acted Pelvis in Each Period, and 
THE Percentage Incidence of the Several Operations 



A 

B 

C’' 

A 

B 

C* 

Low and mid forceps 

9 

8 


% 

13.63 

% 

13.33 

% 

5.54 

High forceps 

10 

1 


15.15 

1.67 


Version and extraction 

24 

15 


36.36 

25.00 

9.33 

Cesarean sections 

15 

11 


22.73 

18.33 

64.43 

Pubiotomy 

1 

24 

12 

1.52 



Destructive 

7 

1 

45 

10.61 

1.67 

13.12 

Total 

G6 

CO 

343 

100% 




*Not inchuling ten breech extractions or sundrj’ operations. 


During the fir.st period, the mortality from cesarean section was still 
relatively high, and, except in occasional instances, the operation was 
not resorted to until the patient had been subjected to the test of labor; 
in other words, we had not yet learned that it gives ideal results only 
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when performed at the beginning of labor, or better still at an aji- 
pointed time shortly before its onset. Furthermore, we had not en- 
tirely freed ourselves from the belief tliat prophylactic version was a 
desirable procedure, and that there was still a considerable field for 
the employment of high forceps. Consequently, version and extrac- 
tion, high forceps, and late cesarean section were the operations most 
commonlj' einjiloyed during that period, with the result tliat both the 
fetal and the maternal mortality was relatively higli. In general, the 
first period may be regarded as the premium paid to experience, and 
it is safe to say that the two most imjiortant lessons Ave learned during 
it Avere : first, that Avhen the jiatient is subjected to a test of the second 
stage of labor, a s])ontancous outcome may occasionally occur under 
Avhat appear to be most unfavorable conditions; and second, that con- 
valescence after supravaginal hy.stercctomy is much more satisfactoiy 
than after the classical section. 

The second period began Avith the introduction of ]nibiotomy. Al- 
though one of us had llie iirivilegc of personally folloAving Pinard’s 
Avoi’k Avith symjihyseotomy, Ave could not become enthusiastic about it; 
Avhile, in the early days of tlie Clinic, the death of tlie only jiatient 
upon Avhom it Avas performed did not serve to increase our entliusiasm. 
Consequently, Avhen A-’^an der Velde and Doederlein introduced the 
operation of pubiotomy, Ave Avere ready for the innovation; as, in 
cases of moderate disproportion, it apparently afforded us a means of 
subjecting the patient to a test of the second stage of labor and at the 
same time of avoiding the dangers of late cesarean section. 

In several publications Ave gave our experience Avith pubiotomy, 
and Ave sloAvly learned that, Avhile it gave A’ery satisfactoi'y maternal 
results, it Avas attended by so high a fetal mortality as to do away 
Avith its advantages. At no time did AA’e regard it as an ideal pro- 
cedure or as a primary operation, and Ave ahvays looked upon it as a 
makeshift device Avhich gave us a chance to save the child Avhen Ave had 
miscalculated the degree of disproportion and had alloAved the time of 
election for cesarean section to elap.se. Gradually, hoAve\’er, Ave re- 
sorted to it less and less frequently, until finally Ave limited its em- 
ployment to a single indication : namely, certain cases of funnel pelvis 
in young Avomen, in Avhom it sometimes afforded not only a means of 
OA'creoming the existing dy.stocia, but also of converting the contracted 
into an essentially normal pelvis. But, even Avith tliis restriction, no 
pubiotomy has been performed in the service .since 1920. 

AVhile Ave Avere going tiirougli tliis experience, Ave learned even more 
thoroughly than before to appreciate the Avonderfully conservative 
poAvers of Nature, as Avell as hoAV to differentiate AA'ith greater cer- 
tainty betAveen tlie patients in AA'liom a .spontaneous outcome could or 
could not be expected. I’urthermore, Ave became still more thoroughly 
impressed Avith the danger of late cesarean section, unless it Avere fol- 
loAved by supravaginal amputation of the uterus, Avhich Avould put an 
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end to the reproductive career of the patient. It will he noted that 
during this period high forceps almost completely disappeared as an 
operative procedure ; ^Yhile version and extraction, either as a means of 
delivery after puhiotomy or as an independent operation still enjoyed 
a considerable vogue. 

It ^Yas during this second period, that we learned that the employ- 
ment of radical operative procedures in place of the so-called conserv- 
ative ones not only led to a reduction in the total operative incidence, 
hut also to a considerable lowering of the maternal and fetal mortality. 
A glance at the table shows that the combined incidence of puhiotomy 
and cesarean section was only .slightly inferior to that of the latter 
operation in tlic third series. 

This brings us to the last period, 1910 to 1924, and Fig. 3 shows 
better than Avords the tendencies which have governed the operative 



treatment of i^elvic dystocia during the entire twenty-eight years under 
consideration. 

The last period is characterized by tAvo outstanding features: first, 
the greatest possible extension in the application of prenatal care, and, 
second, a considerable increase in the employment of cesarean section. , 
The patients are encouraged to register in the prenatal serAuce as 
early in pregnancy as possible, and to return at monthly and later at 
biAveekly intervals. In this Avay. no cases of contracted pelvis escape 
recognition, and as pregnancy advances the development of dispro- 
portion and the occurrence of abnormal presentations are detected. 
Approximately a month before the expected onset of labor, all patients 
Avho present any ]n-oblem, are examined by the head of the department 
or by his chief assistant, and if necessary return at intervals for further 
iuA-estigation. At these examinations, not only are the pehde measure- 
ments verified, but every effort is made to determine the degree of 
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disproportion estimating the size of the fetal head and hy ascer- 
taining to what extent it overrides the symphysis pubis. 

In this way, it is usually possible to divide the patients into two 
groups: those in whom the disproportion is so great that our experi- 
ence leads us to believe that engagement will not occur no matter how 
efficient the uterine contractions may be, and those in whom it is so 
moderate that a spontaneous termination of labor can confidently be 
expected. The former are subjected to classical cesarean section a 
few days before the calculated date of confinement, Avith ideal results 
for both mother and child; while the latter are admitted to the Clinic 
for observation or are directed to enter it at the onset of labor. In 
the latter type of ease spontaneous birth is the usual outcome, and as 
time has gone on the proportion of spontaneous deliveries has steadily 
increased. It must not, hoAvever, be understood that avc make any 
claim to omniscience, as we sometimes underestimate the degree of 
disproportion with the result that the anticipated spontaneous labor 
does not occur. In such circumstances, the patient is subjected to a 
fair test of the second stage, and, if it proves ineffectual, she is de- 
livered by Avhat promises to bo the most conservative procedure. If 
the degree of disproportion is moderate, version followed by extrac- 
tion is still occasionally employed Avith reasonably satisfactory results; 
Avhile if the disproportion is more marked, Ioav cervical section is re- 
sorted to unless definite signs of intrapartum infection develop, when 
radical section is performed. Naturally, such treatment is not ap- 
plicable to the considerable number of patients who are admitted with- 
out prenatal care or after having been attended in their homes by 
their OAvn physicians. In them, classical cesarean section is naturallj'’ 
out of the question, so that if radical operative interference is indi- 
cated, the choice lies betAveen Ioav ceiwical and radical section,^ or 
craniotomy if the child is dead or dying. 

From AA'hat has been said, it is apparent that Ave believe that the 
ideal treatment of disproportion by all-Avise obstetricians Avould con- 
sist in such ideal prenatal care as to permit the differentiation of all 
patients into those Avho Avill require cesarean section and those Avho Avill 
not, Avith the performance of classical section before the onset of labor in 
. the former, and AAuth spontaneous deliA’’ery in the latter. Unfortunatelj'’, 
such prognostic ability is unattainable, and, if it Avere, it is safe to say 
that most of us Avould find it difficult to live in the same Avorld Avith those 
possessing it. Pig. 4, lioAvever, .sIioaa’s to Avhat extent Ave have been able 
to approximate such an ideal in recent years, and it indicates clearly 
that in the least and most marked degrees of disproportion theor}^ and 
practice are in close accord. On the other hand, in the intermediate 
degrees, the divergence betAveen the curA'es representing the total opera- 
tiA-e incidence and the curve for cesarean section gives a good idea of 
the extent of our failure. 

Naturally, the pessimist may object that such teaching is dangerous. 
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as it is liable to lead to abuse by ignorant or conscienceless practitioners, 
who may become so liberal in their indications that the two curves 
must inevitably coincide. We do not believe that even the most captious 
would venture to suggest such a criticism in our ease, for we feel that 
we have been truly conservative in our indications, as we liave been 
constantly guided by the following considerations: First, we have 
always contended that the greatest conservatism consistent with the 
welfare of the patient should be practiced in a teaching clinic ; second, 
we have consistently taught that every operative interference should 
be regarded as a failure on the part of Nature, and that a much higher 



Fig-. 1. — Grapli sliowing tlio total operative incidence and tlie part played by cesai’can 

section in the third period. 

degree of intelligence is required to predict a spontaneous outcome in 
a borderline pelvis and to see it occur than to perform an}^ operation, 
no matter how brilliant; third, the performance of 221 sections in the 
last series of 2,275 labors complicated by contracted pelvis, an inci- 
dence of 9.7 per cent, in itself affords conclusive evidence that we 
have not been unduly radical; and fourth, and finally, from what we 
know of the operative tendencies throughout the country, we are con- 
vinced that few heads of clinics, with so large a contracted pelvis mate- 
rial, would be content to allow anything like so many operative 
possibilities to escape as we have. 
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At tliis point, it would seem permissible to say a few words regard- 
ing the several types of cesarean section and our reasons for employ- 
ing them. Except during tlie past few years, our choice lay between 
the classical and radical operation, and as has been pointed out else- 
where, Ave gradually came to the conclusion that the former Avhen 
properlj’' performed upon liealthy women at an appointed time at 
the end of jiregnaney, or Avithin a feAV hours after the onset of labor, 
gives ideal results for iiolli mother and cliild. Furthermore, the fact 
that only a single doatli from infection after elective section occurred 
in our last series of eases has still further confirmed our opinion. Con- 
sequently, Ave Avere not tempted to resort to the Ioav cervical section 
as an elective jiroeedure, and our intuition in this respect has been 
proved correct by DeLee’s admission that such anatomic conditions 
sometimes folloAv it tliat a second operation is attended AAdth con- 
siderable difficulty. 

A glance at Fig. 4 Avill shoAV that Ave have done a relatively large 
number of radical sections, and Ave are aAvare that our practice may 
expose us to a certain amount of criticism. Our reason for the choice 
of that operation is tAVofold. In the fir.st place, it has giA'en us extra- 
ordinary results in the presence of suspected or actual infection; the 
analysis by Harris of 64 such operations performed in our service up 
to 1922 shoAved that not a single death had occurred from infection, 
notAvithstanding the fact that many of the patients Avere admitted in 
desperate condition. This favorable experience continued throughout 
the present series, and it Avas not until September, 1925, that the first 
patient died from infection folloAving a radical section, and in that 
instance autopsy shoAved that its source Avas an old preexisting broad 
ligament infection, rather tlian anything immediately connected AAuth 
the operation. Consequently, Ave liave gladly embraced CA’ery oppor- 
tunity for performing the radical operation AA’hen it appeared indi- 
cated, and, AAdiile it maj' be admitted that Ave have occasionally sacri- 
ficed a uterus, Ave feel that not a fcAv Avomen are aliA^e todaj' Avho Avould 
liave perished had any otlier procedure been chosen. In the second 
place. Ave have employed the radical oiieration as the method of choice 
for effecting sterilization at a third or fourth section, particularly in 
colored Avomen. In such circum.stances, A\dien Ave broach the 
(piestion, Ave always ask tlie patient if she Avlshes to continue to 
men.struate after the operation, and if she replies in the negative, as 
most colored Avomen do, aa-^c amputate the body of tlie uterus Avith a 
good conscience, Avith the knoAA'ledge that it Avill effect tlie desired 
result, and AAuth the additional as.suranee that, the convalescence Avill 
be uncomplicated. 

In vicAV of such .satisfactory results, avc AA’cre .sIoav in taking up the 
loAv cervical technic. Primarily, it did not apjieal to us on general 
suigical ])rinei])les. and, nothAA’ithstanding the good results reiiorted 
by many operators folloAving its employment in questionable or actually 
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infocjted jiatients, Ave Avere unable to reconcile ourselves to it, until Hof- 
bauer had Avorked out in our Clinic the peculiar histologic mechanism at 
the base of the broad ligament Avhich apparently affords an unexpected 
degree of protection against infection extending directly from the 
cerA'ix or originating in the pelvic connective tissue. During the ]ia.st 
four years, hoAvever, Ave haA'e done a number of cerA'ical sections upon 
patients aa'Iio had passed the time of election for the classical operation, 
and in Avhom avc Avould previously have resorted to a radical section : 
and, notliAvithstanding the fact that certain patients shoAved signs of 
definite antepartum infection before interference, the results Avere 
unexpectedly good. Xone of the patients died, but many had a .stormy 
convalescence, and not a fcAv Avent through a prolonged suppurative 
process, but eventually recovered. In general, it may be said that the 
convalescence Avas more complicated than if a radical operation had 
been done, but as the patients Avere eA'entualty discharged alive and 
Avith the possibility of further pregnancy, the outcome must be con- 
sidered satisfactory. 

To summarize, it may be said that Avhile Ave do not share the en- 
thusiasm of many of the advocates for the neAV operation, it must be 
admitted that it has a definite place in the treatment of contracted 
pehds, and it Avould seem to be indicated in patients Avho are seen 
late in labor, but avIio are not definitely infected, or in AAdiom the degree 
of disproportion has been underestimated, and the mistake appreciated 
so late in labor that Ave do not dare to resort to the classical operation 
and yet are unAvilling to remove tlie uterus. Utilized in this Avay, it 
Avill serve to a considerable extent to displace the radical operation, 
Avhich Avill come to be reserved almost exclusively for patients Avith 
frank antepartum infection, or for those Avhom Ave Avish to sterilize. 

^7eight of Children. — In conclusion, Ave desire to direct attention to 
certain considerations Avhich have developed from the study of the 
Aveighl of the children in our tAvo series. 

In the first series our deductions Avere based upon the average 
AA-eight, Avhereas, in the second series modal calculations Avere made. 
For the latter purpose the number of children Avere determined Avhieh 
fell into each of the folloAving Aveight groups ; 

Less than 2,500 grams 
2, .■ 500 - 2 , 999 “ 

3.000- 3,249 “ 

3,230-3,499 “ 

3,500-3,749 

3,730-3,999 

4.000- 4,499 “ 

4,500 gianis or more 


(It should be noted that, in addition to the children born to 
mothers presenting the more usual types of contracted jielvis, Ave have 
considered those occurring in funnel peh’es as Avell.) 

If Ave set the normal Aveight of tlie neAvborn eliild at 3,250 grams 
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it is 'found that the number of children -whicli attain or exceed that 
figure varies greatly in the two races, as well as in the several 
types of pelvis. This is cleaidy shown in Table VI, which indicates 
that practically one-half of the white and two-thirds of the colored 
children fall below that limit, which makes it readily understandable 
why so many more spontaneous laboi’S occur in the blacks than in 
the whites. 


Table VI 


Axalysis of the Weight of the Chilbkex Boitx Aftef. 1910 



WHITE 

BLACK 

NUMBER 

3,250 GR. 
OR MORE 

% 

NUMBER 

3,250 GR. 
OR MORE 

% 

G. C. Typical 

25S 

94 

32.0 

728 

219 

30.8 

G. C. Funnel 

38 

9 

23.7 

204 

44 

21.5 

Simple Flat 

13.0 

77 

57.1 

41 

21 

51.2 

G. C. Each. 

30 

14 

46.7 

749 

212 

28.3 

Flat Each. 

40 

20 

4.3.5 

15 

9 

00. 

Tj-pical Funnel 

230 

115 

50. 

250 

90 

34.7 

Total Number 

737 

329 


1996 

595 



44.04% 


1 29.81% 



The study of these findings, as compared with those obtained from the 
average weight as in the first series, shows how much deeper an insight 
into the situation can be obtained by the modal method. For example, 
upon calculating the average weight of the 701 children in the first 
series, it was found that the 177 white and 524 colored children pre- 
sented an average weight of 3,212 and 2,992 grams, respectively. In 
other words, the former averag.ed 220 grams heavier than the latter. 
To most of us this difference of a little less than eight ounces has only 
a limited significance and in no way prepares us for the fact that less 
than one-third of tlie colored children attain to what is usually con- 
sidered the average weight. Further consideration of Table VI also 
reveals several additional interesting facts. In the first place, it ap- 
pears that in eveiw type of abnormal pelvis more heavy children are 
born to the white than to the black women, the only exception being in 
eases of flat rachitic pelvis, which occurred so relatively infrequently 
in the colored race as to make any calculation dubious. In the second 
place, it is evident that in both races the heaviest children are born 
to women presenting simple flat pelves, and the lightest to those with 
generally contracted funnel pelves. On the other hand, the typical 
funnel pelvis appears to be associated with the second heaviest group 
of children, while in the colored race the cliildren born to mothers 
presenting generally contracted rachitic pelves are unusually small. 

In other words, it appears that small children are associated with 
all of the generally contracted types of abnormal pelvis, and relatively 
large ones with the simple flat and typical funnel varieties. Naturally, 
it is impossible to explain such variations satisfactorily, but it would 
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appear plausible to assume that the generally contracted types 
may be regarded as stigmata of degeneration, and that the 
imperfect development of the pelvis represents only one of the mani- 
festations of the generally imperfect development -which characterizes 
the entire individual. In this event, it -would seem probable that the 
ehildren -would participate in the maternal characteristics, and a cer- 
tain plausibility is lent to this vicAV by the fact that the smallest chil- 
dren in both races are associated -with the generally contracted funnel 
pelvis; and it would not require a great stretch of imagination to 
assume that that type of deformity may be regarded as a manifesta- 
tion of extreme pliysieal degeneracy. 

On the other hand, it is a matter of clinical experience that the 
women with simple flat and funnel pelves are often large in size, and 
present no manifest signs of physical degeneration, so that in many 
instances the abnormality would escape recognition except for routine 
pelvimetry and the clinical signs of disproportion. For this reason, it 
would appear that the shortening of the iliac poi-tion of the terminal 
length of the innominate bone, or the presence of a sixth sacral 
vertebra, which are the causal factors in tlie production of the two 
types of pelvis, respectively, may be regarded as accidental occur- 
rences, which are in no vf&y associated with general physical degenera- 
tion, and, consequently, the children born to such women would attain 
or exceed the usual size and present no stigmata of degeneration. 

Whether such theoretic considerations are justified or not, the facts 
brought out by the modal considex'ation of our findings are of great 
interest, and serve to explain in a satisfactory manner why a white 
woman with a simple flat pelvis may have a relatively difScult labor, 
as contrasted with the relatively easj'- one in a colored woman with a 
generally contracted rachitic pelvis presenting a eonjugata vera of 
identical length. 


(For discussion see page SCI.) 



TI-IE IMPROVED PROPIIYL ACTIO METHOD OP TREATING 
ECLAMPSIA, WITH COMMENTS ON THE VARIATIONS SUG- 
GESTED BY WILLIAMS, STANDEE, SPEIDEL, AND KING 

By B. STROGANorp, M.D., Leningrad, Russia 

T he improved propliylaetie metliod, wliielx for twentj^’-eight years 
has been giving the best results, is used at the present time, in its 
exact form, by very fexv. Schiller (Germany) and Speidel (U. S. A.) 
correctly state that this procedure Avas the first definite plan offered 
for the conservative treatment of eclampsia in this centur3^ But, 
notAvithstanding the fact that manj' thousands of cases have been 
treated successful^ by this method and its Ami'iations, the incredulous 
attitude of pliA’sicians tOAvard it has not changed, as is proAmd by the 
folloAAnng comments : 

1. ZAveifel claims that the best results in the treatment of eclampsia 
are found in the clinic at Leipzig, AA'^here the mortality of the mothers 
is recorded as 8.5 per cent. I shoAved (Arc/i. f. Gyvak., cxvi, part 2) 
that the maternal mortality in our clinic (Petrograd) Avas 1.4 per cent. 
It is as though ZAveifel Avere ti\ving to jirove that 8.5 is better than 1.4. 

2. Prof. Whitridge Williams, in his excellent book, notes our mor- 
tality as 10.3 per cent (pp. 620-621, fifth edition), jmt on page 626 he 
asserts that the Dublin method gives equalty good results, Avhich is 
likeAAdse a statement to tlie effect that 1.7 ecpials 10.3.'-' 

3. Dr. Speidel Avrites, — “His (Stroganoff ’s) latest statistics are even 
better and in a considerable number of cases conducted by himself 
thei’e has been no mortality.” Later on he continues, “The method 
does not seem to have met AAdth great favor in this countiy and re- 
ports upon its use indicate that the same re.sults have not been 
duplicated here.” And again, “The Rotunda (Dublin) metliod offers 
the best results at present.” Noav, as a matter of fact, nobody in the 
United States, so far as 1 knoAv, has applied the prophjdaetic method 
SJ^stematicalI3^ in a sufficient number of cases; and likeAidse, no one in 
Great Britain (outside of Dublin) and in the United States has ap- 
plied the Dublin method in a sufficient number of cases to obtain 
reliable .statistics for the re.sults of either method. Dr. Speidel him- 
self lias used a A-ariation of the Dublin method in eleven cases, and 
has lost tAvo patients, a mortality of 18.2 per cent. 

The above facts are difficult to reconcile. Whj’’ is it that a method 
giving results three to ten times better than the average (1.27-2.6 
against 20-25) is accurately applied bj' almo.st no one? In King’s 

Editor’.s Note: It lia^ been found ncce.ssar.v to .subject Profe.«.sor Stroganoff’.s 
article to a considerable degree of correction and revision in order to adapt It to 
Engli.--h rerider.s. but It i.s hoped that changes in the context or the author’s opinion.s 
have been avoided. 

•This n.s.sertion i.s not in accord with the original reference. 
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article, tliere are statistics showing in the Charity Hospital (Nev' 
Orleans) a maternal mortality from eclampsia of 49 per cent. 

jMy opponents regarded the good results of my first reports as 
casual. Later they explained the good results in over three huiidrgd 
cases as due to the mild character of eclampsia in Leningrad. The 
~T7rtlacy of this last argument is proved by the fact that in most of the 
lying-in hospitals in Leningrad the mortality urns much greater than 
in ours, and in those hospitals Avhere the mortality Avas small, the 
treatment Avas similar to ours. As illustrative of the A’ariable char- 
acter of eclampsias, Prof. Xovoselsky states that 86,759 births of 
Ihung children Avere registered in Leningrad during the years 1922- 
1924, and that during the same iieriod there Averc 71 deaths from 
eclampsia, i.e., 1;1222; Avhereas, in Germany this ratio Avas 1;2000- 
3000, and in England and Wales, 1 -.1385. In Leningrad, at the 
Tnegieretf Lying-In Hospital during the years 1919-1923, the mortality 
from eclampsia Avas 16.4 jier cent; in the ObutroA' Hospital during the 
years 1919-1923, the mortality Avas 35.9 per cent ; Avhereas in our insti- 
tution there Avas a mortality of only 1 .7 to 2.6 per cent. 

The reasons the proiihylactic method in the hands of others 
has given loss favorable results than in our oavu seem to have to do 
almost entirely Avith the technic of application. O’he drugs have not 
been applied in the combinations and OAmr the periods of time de- 
manded by the prophylactic method, nor has the requisite nursing 
been given. Dr. Rullet, at the meeting of the Society of Obstetricians 
and Gynecologists, Leningrad, June 11, 1925, .stated that after Avitness- 
ing my application of the prophjdactic metliod, it Avas clear to him 
that he had been attempting its use in quite a different manner. 
HoAveA’^er, good results are to be obtained only by exact application of 
the method, a fact AA-hich explains the excellent results obtained in 
the clinics of Profs. Leopold, Ivronig, and Zopritz. hledieal scepticism 
as to the prophylactic method .should yield befare tAvo proofs: (1) 
The treatment of a sufficient number of cases of eclampsia to exclude 
chance of casual results. (2) The demonstration in the lying-in hos- 
pitals of various countries that the proi)hylactic method results in 
scarcely any mortality in aiijiropriatc cases. The first of these proofs 
is detailed at some length beloAv; as regards the second, I have had 
very satisfactory results in all medical establishments in Avhich I haA’c 
demonstrated my method, but, of course, the number of eases Avas not 
so large as Avas desirable. 

I. NOTES ON A SERIES OF THREE HUNDRED OASES OF ECLAMPSIA TREATED 
AVITH THE lAIPROVED PROPHYLACTIC AIETHOD 

1. Of 300 patients, 8 died, 2.6 per cent. Of the latter, 4 arrived at 
the clinic moribund and died in from three to eight hours after admi.s- 
sion. 
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2. Two patients with mild eclampsias, the first of whom had one 
convulsion, the other, three, died from pneumonia and sepsis. An- 
other patient could not be treated by the prophylactic method 
Ijecause of the lack of chloral hydrate; in addition this patient had 
had both legs amputated as the result of an accident. In only one of 
the eight fatal cases was it impossible to control convulsions. During 
the tenth and eleventh convulsions, this iiatient had an apoplectic 
seizure and died. Possiblj'’ without this complication, her life might 
have been saved. Postmortem examination by Prof. Shorre showed 
a heart permeated with fat, particularly on the right side where the 
fat reached the trabecular muscles; generalized adiposity, grippal 
bronchitis, pulmonary hj^peremia Avithout edema, multiple hemor- 
rhages and necrosis of liver, chronic perisplenitis, degeneration of 
kidneys (nephrosis), cj'sts and h 3 ^poplasia of true corpus luteum, nor- 
mal postpartum uterus, and fresh hemorrliage into the fourth ven- 
tricle. To sum up, we had a general mortalit}' of 2.6 per cent and a 
reduced mortality of 0.3 per cent. 

3. In 40.3 iier cent of the 300 cases, there was not a single convul- 
sion from the beginning of treatment; in 44.7 per cent there Avere 
from one to three seizures, and four or more in 15 per cent. 

4. We observed a great number of “intercurrent eclampsias,” i.e., 
cases in Avhich tliere is freedom from conA'ulsions for tAvelve hours or 
more before deliA''erjL 

In 1916, before and during labor, Ave had 27.5 per cent intercurrent 
eclampsias. Postpartum eclampsias are excluded because they could 
not be intercurrent. Among eclampsias during labor there Avere 63.8 
per cent that Avere intercurrent. 

5. In five cases, 1.6 per cent, there Avere psj’-chic disturbances. 

6. The mortality among children is relatively favorable, amounting 
in the AV'hole group to 16.6 per cent. But if prematurely born children 
(Aveighing less than 2000 grams) tliat died from expo.sure, operations, 
etc., before treatment AA^as begun, be excluded, the fetal mortality 
from eclamp.sia is 6 per cent. 

7. There A\’as not a single maternal death due to treatment. It 
is knoAvn that in treatment of eclampsia b.y forced deliveiy, approxi- 
mately 4 per cent of the mothers die as a resAilt of the operation. 

8. There A\'as a relativeh" small number of operative deliveries, 
50 per cent. (?) 

9. There Avere a fcAv eases (1.3 per cent) of pneumonia. 

10. Bapid recoveiy of the patients Avas general. 

On the basis of these 300 cases of eclampsia as Avell as from the 
anap'sis of 578 preceding cases treated in our establishment by the 
less perfect Amricty of the proph^dactic method, I have reached the 
conclusion that an almost absolutely favorable prognosis can be given 
for the mothers in cases that haA'e not been neglected. 
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In 1918 I Avas able to collect from tlie literature, wliicli is far from 
complete, 2208 cases of eclampsia treated by the old method and its 
variations, -with a total maternal mortality of 9.8 per cent. Among 
878 children, born of eclamptic mothers whose history is recorded, 
the mortality after treatment by this method was about 12 per cent 
less than in cases treated by other methods in the same clinics. A 
further search of the literature by Prof. Hinselmanu revealed 1094 
additional eases treated by the old method, up to 1924, which increases 
the number of cases to 3302, of which 357 (10.8 per cent) terminated 
fatally. 

On the basis of my papers and after studying the literature, Prof. 
Hinselmann writes; '‘Ten and eight-tenths per cent and even 2.6 per 
cent mortality and 60 per cent of cases with repeated convulsions are 
not satisfactory figures.” Our results demonstrate that the first figure 
can be diminished very considerably but it is more difficult to lower 
the second. The number of convulsions can undoubtedly be reduced. 
However, mortality can be diminished only if patients are hospitalized 
at an earlier period of the disease. 

II. DEMONSTRATIONS OP THE PROPHYLACTIC METHOD IN FOREIGN CLINICS 

Treatment of cases in foreign clinics has shown excellent results, 
although the number is unfortunately small. In 7 cases of eclamii- 
sia which I treated in Heidelberg, Vienna, Berlin, and Austria, all 
patients recovered. Of these, 4 did not have a single convulsion after 
beginning the treatment. The fifth had one, the sixth two before 
deliverj’-, with a relapse of one during labor after sixty-three hours, 
and with one more fit nineteen hours after delivery. Only one patient 
had six fits. Thus, in 57 per cent the convulsions stopped immediately 
after beginning the treatment, in 28.7 per cent they Avere observed 
once or twice, and in 14.3 per cent there Avere more than three fits. 
These figures Avould have been of no value had they not coincided Avith, 
or more properly speaking, exceeded the results obtained in Leningrad 
in hundreds of cases, Avhich haA’^e previously been published. 

A more convincing experiment Avas that of treating eclampsias in 
dilferent hospitals of Leningrad, partly by personal attendance and 
partly by telephone consultation. Since March, 1925, I have been 
called in consultation on 21 cases of eclampsia in Prof. SnegiereH’s 
hospital. All of these patients recovered, and most of them had no 
fits after the beginning of my treatment. Only one patient, in Aidiom 
the treatment was incorrectlj’^ carried out, had a severe course (16 
fits) . When this 100 per cent of recoveries is compared to the former 
death of one in every six cases of eclampsia in this hospital, the 
experiment must be considered successful. Four other cases Avere 
treated successfully in other hospitals, making a total of 25 patients. 
Formerly I had often used the telephone for con.sultation treatments 
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very successfully in Prof. Krussowsky’s Lying-In Hospital. The pa- 
tients were generally in charge of inidwives, and I visited them only 
once a day. In many of 137 eclamptics during twenty-four years I 
gave my instructions partly bj’- telephone, and in mild cases I saw the 
patient for the first time on the following day. This telephone con- 
sultation has the advantage of preventing delay in application of the 
method, which is especially desirable in view of the high mortality of 
eclampsia. 

In the Cologne (Germany) clinic the .statistics of mortality (1875- 
1920) are 128 (22.9 per cent) maternal deaths out of 558 cases of 
eclampsia, and 34 per cent fetal deaths. In England, the maternal 
mortality is 22.5 per cent; in the Royal Maternity and Women’s IIo.s- 
pital of Glasgow, during 3913-1922, 383 fatalities occurred in 833 
cases of eclampsia (22.4 per cent) and 60 per cent of the children died. 
In the United States, King ghms a maternal mortality of about 49 
per cent ; Rice, about 46 per cent ; and Williams, of about 21.7 per 
cent in exclusively postpartum eclampsia, Avhich in my opinion are 
the mildest eases. 

Mortality from eclampsia and albuminuria in relation to delivery 
is next if not equal to tliat from .sepsis. I have tried here to set up a 
standard of possible attainment through the use of the improved 
prophylactic method, and assert that its different variations have the 
effect merely of decreasing its value. It is in this connection that 1 
would like to discuss the articles of lung, Stander, and Speidel. 

Speidel is correct in stating that better re.sults are obtained in 
eelam]).sia by conservative than by surgical treatment, in main- 
taining that the treatment of eclampsia today is in rather a cha- 
otic condition, and that annual publication of methods and results of 
tlieir use is highly desirable. Unfortunately, while acknowledging 
the great value of the prophylactic method, Speidel does not arrive 
at the conclmsion that the test of the method is indispensable, but 
proposes instead his own variation of conservative treatment. We 
are ready to agree with him that our principal task .should be to con- 
trol the convulsions. But he is scarcely right in denying the use of 
chloroform on the grounds that it causes the same changes in the 
liver as the toxemia of pregnancy. If our main task is to control the 
convulsions, chloroform is the be.st means. It paralyzes the vaso- 
motor nerves, dimini.shes the blood i)re.s.sure and calms the ])atienl. It 
is to be administered in slightly eonceniraled form and in small quan- 
tities, 3 to 4, seldom 30 gm. or more at a time. We make it a rule to 
treat the patient in a gentle manner; Ave .scarcely touch hej- at all. 
Inhalation of 25 to 50 gm. of chloroform during a pei-iod of fi-om 
five to tAA'enty hours, AA'ith a free admixtui-e of air, is not likely to 
cause poisoning, my belief being based on experience AAUth 878 eases. 

Dr. Speidel is correct in recommending the use of oxygen immedi- 
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ately after the iiaroxysui. Asphyxia is a kind of toxemia and should 
be overcome as cpiickly and completely as iiossible. In describing the 
prophylactic method. Dr. Speidel states that I give narcotics “until 
the fits are controlled.” This is not quite so. and this is a very impor- 
tant point in which my method differs from others. I give narcotics 
not until the convulsions are controlled, but until there no longer exist 
symptoms of an impending fit. As a rule, 1 recommend narcotics in 
mild cases of eclampsia po.stpartum, until at least twelve hours after 
the time of the last convuLsion. In cases of eclampsia during or be- 
fore labor the time must be prolonged to twenty-four hours. If symp- 
toms of an impending attack are seen on the second day, treatment is 
to be continued (1 to l.o gm. of chloral liydrate, three times daily). 
Light in the patient’s room should be enough only for the nurse’s 
attendance. Sleep is necessary. Bowel lavage is to be applied only 
in cases signally demanding it. Eclamptic patienls rarely require 
stomach lavage, as they are not inclined to overeat, because of pre- 
monitory symptoms. Further, .stomach lavage is not free from dan- 
ger; Prof. Lichtenstein describes two fatal cases. Saline injections 
are dangerous on account of a nephritis; injections of glucose solution 
are also (perhaps a little less) daugei*ous. Venesection (about 700 
c.c.) not only lowers blood pres.sure and removes toxins but favorably 
affects the heart and pulmonary circulation. 

Dr. Speidel recommends placing Ihe patient on her left side; I 
prefer the right side, in order to avoid extra pressure on the heart. It 
is highly desirable to change the posture of the patient in bed four 
to six times daily to avoid hypostatic pneumonia. I protest most 
emphatically against failure to use narcotics in comatose patients, 
for, although not conscious, they undoubtedly preserve an uncon- 
scious sensibility. 

In regard to the ei*itici.sm of the improAmd proph.ylactic method. 
Dr. Stander indicates that 10.5 to 15 gm. of chloroform is to be con- 
sidered as a maximum dose. As a matter of fact, we generally use 
3 or 4 gm. In London, for instance, I used 28 gm. of chloroform jn 
twenty -four hours’ time, but in this case I Avas obliged to give nar- 
cotics in larger quantities than in Russia, because of the greater noise 
from the street. Dr. Stander includes among the cases of eclampsia 
observed during 1914-1924, one patient that died apparently of apo- 
])lexy and sepsis. I do not consider this ease as one of eclampsia, as 
there were no convulsions, and I do not recommend my method for 
such cases. I may remark parenthetically, that I have never seen a 
case of eclampsia without convulsions, and I do not know how such 
cases should be treated. I have regarded -the above case from the 
autopsy findings as one of cerebral liemorrhage. Dr. Stander makes 
tlie curious affirmation that he found among our patients many ea.ses 
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of nephritis. Now it is possible that among many hundreds of cases in 
onr clinics there might be an occasional mistaken diagnosis, but Dr. 
Stander’s statement of many eases of nephritis can hardly stand 
against the diagnoses made by many obstetricians after the most 
careful analysis of each ease. Furthermore, has Dr. Stander seen in 
his ouTi clinic many eases of nephritis with only one uremic convul- 
sion? For if our patients were, as he implies, nephritics, rather than 
true eclamptics, then the prophylactic method would have the added 
virtue of controlling uremic convulsions. As a matter of fact, this 
method has been observed to be of value in cases of uremic convul- 
sions and in cases of status epilepticus. In regard to the mild type of 
our eclampsias, this is generallj’- a natural consequence of the efficiency 
of treatment. 

As for Stander’s method of treatment, the following criticisms may 
be made: (1) It includes only a minimum dose of medicaments, 
whereas it is better to vary the dose in accordance with the severity 
of the case and the patient’s strength, (2) Injection of 500 e.c. of a 
5 per cent solution of glucose, as stated above, is more dangerous 
than useful, since it causes rise of blood pressure and unnecessary 
irritation. Our experience has shoAvn this procedure to be pei’fectly 
useless. (3) In severe cases of eclampsia, bloodletting is so useful 
that it must be retained. (4) Keeping patients warm and slightly 
perspiring must also not be neglected. 

Finally, in regard to Dr. King’s variation of conservative treat- 
ment: (1) The injection of 0.03 gm. of morphia as the initial dose 
may be useful to the mother but can scarcely be of use to the child. 
(2) Bloodletting of 500 to 800 c.c. may perhaps be effective in the 
case of strong American women, but it seems excessive for Eui’opean 
women, particulaiiy as smaller quantities are equally effective. (3) 
Introduction of 4 gm. of chloral hydrate at one time seems to be a 
large dose, although I am inclined to increase the first dose to 2.5 gm. 
The weak point of this variation is in the absence of care to prevent 
the fits, a lack which brings back the old method, which has proved 
ineffective. Dr. Eang is against the induction of labor during the 
convulsions, althou^i in the examples he cites, he vei-y often breaks 
the rule. For the induction of labor, we genera llj'- rupture the mem- 
branes, after which, ordinarily, labor soon begins because the uterus 
is in a state of increased irritability. Out of six cases of eclampsia 
treated by Dr. King, one died, i.e., a 16.6 per cent mortality. 

On the basis of theoretic anal 3 ^si.s, as Avell as from tlie consideration 
of the facts, it appears that these three variations of the conservative 
treatment of eclampsia can scarcely give better results than tlie im- 
proved prophylactic method, which can be advantageously applied 
to patients both in lying-in hospitals and at home. 
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GLUCOSE AND INSULIN IN THE TOXEMIAS OF PKEGNANCY^- 

By C. Jeff Miller, M.D., P.A.C.S., New Orleans, La. 

E clampsia and the various other toxemias of pregnancy must 
still he characterized as diseases of theory for the reason that in 
spite of intensive tvork done along various lines their origin is as yet 
entirely unknown. Recent investigations have tended to support the 
belief that there is some common factor underlying those arising in 
early pregnancy, as iiernicious vomiting, and those of the later months, 
as preeclamptic toxemia and eclampsia, but as yet no definite proof 
has been adduced to establish this contention. The condition has been 
variously attributed to fetal and placental toxins, to glandular dis- 
turbances, to autointoxication, or to malfunction of the maternal liver, 
although there are authorities who claim that this hepatic malfunc- 
tion, like the acidosis which almost invariably accompanies such tox- 
emias, is a result and not a cause. The laboratory investigations of 
the last few years, however, plus the brilliant results obtained through 
the administration of glucose in the various toxemias, and, more re- 
cently, glucose combined with insulin, suggest more firmly than ever 
that some metabolic disturbance is at the root of the trouble and that 
the factor most largely concerned is the carbohydrate balance. 

Postmortem findings have shown that fatty necrosis of the liver is 
almost constant in fatal cases of toxemia and clinically it would ap- 
pear that the metabolic factor at fault is a temporary lack of glyco- 
gen. Theoretically, then, it would seem that this condition, together 
with the acetonuria which usually accompanies it, could be obviated 
by an abundant supply of carbohydrates, and Titus and his coAVork- 
ei’s have practically proved this through postmortem photomicro- 
graphs, Avhich show that the livers of those patients who have died of 
eclampsia following treatment by glucose lack the definite fatty 
necrosis and periportal hemorrhages supposed to be an invariable 
sign of the disease. It is certainly logical to suppose, since the liver 
is known to have greater poAvei's of regeneration than any other 

•ReaO at a meeting of tlio New Orleans Gjnecological and Obsteti ical Sooietv 
Januar.v 1*1, 192G. 
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organ in tlie body, that if the pathology has not become too grave, the 
liberal administration of carbohydrates in the form of easily assimila- 
ble glucose would effectively cheek the toxemic process, particulaxdy 
if the utilization of the glucose were hastened by the addition of insu- 
lin. If the process has been allowed to become too grave, naturally 
the liver will have lost its powers of regeneration and cannot absorb 
the glucose which it needs even more than the normal organ. 

There are various theories to account for this liver involvement, 
perhaps the most reasonable of which is Slemons’ contention that the 
fetus and placenta require large amounts of glycogen, which will 
naturally be secured from the maternal liver, as the glycogen store- 
house of the bodjL If a diet rich in carbohydrates is supplied this 
demand can be met; if not, the liver .supplj^ will he exhausted, fatty 
replacement with degenerative changes will occur, the Ihmr function 
will be impaired, and the .system will shortly be flooded with toxins. 

Tlie acidosis which is so prominent a factor in the last stages of 
pernicious vomiting is not onty a re-sult of tlie stomach’s intolerance 
of food, but tends to inci'ease that intolerance and so to prolong the 
nausea and vomiting. A vicious cycle is thus set up which can only 
be broken b.y cheeking the vomiting, usually by abortion, or by 
ending the acidosis, which the administration of glucose and insulin 
does admirably. It might be pointed out here that if this theory is 
correct, our present habit of restricting the diet of toxemic patients 
is radically wrong; we are adding starvation Avith its resulting acido- 
sis to the already complex toxic picture, and food is not only indicated 
but demanded. 

Certain other laboi’atory studies are of interest. AVilliamson, for 
instance, has recently shoAvn that there is throughout pregnancy a 
.slight but very definite reduction of the blood alkali reserve and that 
in some cases this reduction reaches dangerous limits. Other investi- 
gations have .shoAAui that there is also a reduction of the tension of the 
carbon dioxide of the alveolar air. Thalhimer, Avliose Avoi’k tlirough- 
out has been most Amluable, suggests further fields for biochemical 
investigation, basing his inquiries upon these facts already proved. 
“i\Iight these data indicate that there is in pregnancy a fundamental 
change in carbohydrate metabolism, and not merely a carbohydrate 
deficiency? Does the glyco.suria in pregnancy folloAAung a small dose 
of phloridzin also indicate a change in carbohydrate metabolism, or 
only an increased permeability of the kidneys to glucose? Since ex- 
cessive vomiting of pregnancy is a disease of early pregnancy, is the 
carbohydrate metabolism deranged until the beginning of the develop- 
ment of the fetal pancreas?” It may be that out of the solution of 
such problems as these Avill come the solution of the A'^exing problem 
of the origin of the toxemias of pi-egnancy, but it is obAdous that this 
happy re.sult Avill be achieved only by the combined efforts of the 
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clinician and the laboratory Avorker, particularly the physiologist and 
the biochemist. 

In spite of the fact, however, that the origin of the toxemias of 
pregnancy is still an unsolved problem, it is clearly evident that in 
glucose, particularly when combined ivith insulin, we have added a 
very valuable therapeutic agent to our obsteti’ic armamentarium. It 
is true that we do not as yet know just what their action is in causing 
the disappearance of the ketone bodies, nor, for that matter, do we know 
the exact mechanism of the insulin reaction alone. The theory that 
it is associated exclusively with the internal secretions of the pan- 
creas has been proved luitenable by the discovery of the substance in 
various body tissues and even in the tissues of individuals who have 
died of diabetes. No matter, however, what the nature of the reac- 
tion, the fact remains that glucose and insulin in combination will 
apjiarently check nearly all the toxemias of pregnanej' in their early 
stages and will markedly benefit many in the later stages. 

Perhaps the method may be set down at jiresent as empirical. I am 
aware that some authorities object to the stand taken by Thalhimer 
and his followers on the ground that a deficiency of blood sugar has 
not yet been demonstrated by a single observer, and that therefore 
the introduction of more sugar is illogical if not actually dangerous. 
Cei'tainly, if the method is to be carried to its logical conclusion, there 
should be careful estimations of the blood sugar, of the liver suffi- 
ciency, and of the blood alkali reserve in large series of cases by com- 
petent observers. In view of the results already achieved from the 
method in its so-called empirical stage, it is not too much to hope that 
later, as a result of its continued use and investigation, we may expect 
to achieve the establishment of certain definite standards which will 
enable us to determine, for instance, Avhcn a pregnancy must be ter- 
minated or when it ma 3 " safel.v be allowed to continue, points which, 
at present, must be decided from the patient’s general condition, an 
obviously treacherous guide upon which to, base our procedure. 

For Jjie last fiA-e, A’le ars 1 have been using glucose in the treatment of 
the toxemias of pregnanc.v and for the last several months I have been 
using it in connection with insulin. The success of the method has 
induced me, more than an.v other one thing, to reh' upon conservative 
measures in handling such cases. Koutiue measures are naturally 
employed also, but to my mind it is the glucose and insulin which 
tui-ns the trick. The proper administration of the glucose is of the 
utmost importance. Pi-oetoelysis is unx-eliable; hypodermoclj'sis, while 
better, is not entirely satisfactoiw, and the ideal method is intx'avenous 
infusion. "We have been using a 5 per cent solutioxx in the ordinary 
case, aixd giving one unit of insulixx for every 3 gm. of glucose uixtil 10 
to 15 units have been given altogether. ^Moreover, we have found il 
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safe to repeat tlie procedure as indicated. The insulin, of course, is 
given by needle. 

While I have made no detailed study of my records, I may safely 
say that in the last five years at least 40 cases of toxemia and 20 of 
eclampsia have been treated by our individual modification of the 
Stroganofi method, combined with glucose, with excellent results. 
Latelj", we have added insulin to the method, and the results have 
been even more brilliant. The number of cases, of course, is still too 
small to warrant dogmatic conclusions, but certainly the results have 
been striking enough to warrant consideration, and, because of these 
re.sults, and because of the fact that the method is based upon careful 
biochemical investigations the outcome of which has been generally ac- 
cepted, it would seem that the treatment is worthy of systematic 
adoption in an obstetric service. ‘ 
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PHOCOMELUS WITH CONGENITAL CYSTIC ELEPHANTIASIS 


By H. a. Harris, M.B., B.S., St. Louis, Mo. 

(From the Institute of Anatomy, University College, London, and Washington Uni- 
versity, Saint Louis) 

R okitansky^ with commendable brevity defines pbocomelus- as 
a “monstrosity with pliocal (seal-like) extremities, the bands 
issuing from the shoulders, the feet from the pelvis, while the inter- 
^ ening parts are either wanting or merely rudimental. It is an arrest 
of development often dependent upon lijulroeephalus or spina bifida.” 
The monster herein described was born of a single woman. She gave 
a liistory of five months’ amenorrhea and complained of bleeding from 
the uterus for four days. On examination the uterus was of the size 
of a pregnancy of three and a half months. A monster was expelled 
within a few hours, and the fullj’- formed placenta .showed no gross 
abnormality. There was no history of dropsy in the mother. 

The external form of the fetus immediately suggested that it was a case of 
phocomelus combined with cystic elephantiasis. The fetus had the form of an 
ovoid sac, 11 cm. long by 7 cm. wide (Fig. 1) : the skin was macerated and only a 
small area of skin over the frontal area showed tire pattera of lanugo. The head 
was large and occupied almost one-half of the 'total length. The eyes were open so 
that the greater portion of the lens was visible between the straight margin of the 
upper lid and the semicircular margin of the lower lid. The frontonasal process ex- 
tended downwards between tlic eyes and presented in its upper portion a broad nose 
with two open nostrils set well apart; in its lower portion the process terminated as 
a broad process comparable to that which is seen in certain cases of double harelip. 
The mouth was represented by a Y-shaped slit, and there was no trace of a cliin 
below. The short lateral limbs of the “Y” extended between the frontonasal proc- 
ess and the right and left maxillary processes; the vertical limb extended below the 
frontonasal process and separated the two maxillary processes. Below the outer 
canthus of the left eye at a distance of 3 mm. was a small pit-like depression which 
showed a small blind canal 1 mm. in diameter and 2 mm. deep. There is a small 
depression in the skin of the riglit side, somewhat more laterally placed, but there is 
no blind canal. The right and left ears are absent, and it is suggested that these 
depressions mark the site of the external auditory meatus. Two small elevations 
lie on either side of the vertical limb of the Y-shaped mouth, but no suggestion can 
be made as to their signiticaiicc. There is no bone or cartilage therein. 

The umbilical cord is dilated for 2 cm. in its proximal part, and is deeply stained 
with bile pigment from the contained loop of intestine. The cord contains two hypo- 
gastric arteries and one umbilical vein. The limbs are represented by flipper-like 
hands and feet arising directly from the tnmk. The hands arise from the antero- 
lateral aspect of the trunk about 7 cm. from the vertex; the right hand occupies the 
normal embryonic position with the large thumb preaxially placed, and the second, 
third and fourth digits are completely fused. All the digits have well-formed nails. 
The feet are placed terminally so that the soles look anteriorly and the little toes 
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touch one anotlier in tiio middle line. Tlie great toe is widely sopaiated from the 
other four toes which are partly fused; the nails are well formed. Near the pos- 
terior extremity of the trunk on the ventral extremity is a small genital tubercle 
about 2 mm. long and 0.5 mm. in diameter with a small anus immediately posterior 
thereto. There is no trace of a scrotum or median raphe. 

The radiogram (Fig. 2) shows a markedly abnormal vertebral column consisting 
of a double chain of about twenty paired centers of ossification which are partly 
fused. There is no resemblance to the orderly arrangement, in three columns of cen- 
ters and lateral masses, which is seen in the normal. There is no trace of a skeleton 
in the upper limb girdle but the humerirs appears as a roughly cylindrical piece of 
bone about 7 mm. long and 1 to 2 mm. in diameter. The hand displays a number of 



Fig-. 1. — Anterior aspect of fetus after considerable shrinkage In alcohol. 

centers of ossification which do not admit of ready reconstruction in terms of meta- 
carpals and phalanges. The bony radius and ulna arc absent. The lower limb girdle 
and femur are absent, but there is a pair of bones in the hind end of the fetus 
which may represent the left and right tibiae. Each bone is about 7 mm. long by 1 
mm. in diameter. There is no trace of a second bone. The bones of the feet dis- 
play an arrangement which is almost as iri-cgular as the hands. The fact that both 
tiro metacarpals and metatarsals together with all three phalanges in some of the 
digits are ossified indicates that the age of the specimen is well over one hundred 
days. 

The skull is expanded and occupies one-half of tlie total length of the fctu.s. The 
radiogram shows a large center of ossification for the body of the sphenoid in the 
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midline. This center is about 2 mm. long by 3 mm. wide. On either side are paired 
centers for the small wings and, extending more laterally, are the centers for the 
large wings of the sphenoid. The two frontal bones are ossified and the supraorbital 
lidges are very distinct. The supraoccipital is ossified and the two centers which 
lie lateral to the lateral extremities of the great wings of the sphenoid on the radio- 
gram are the centers for the superior maxillae; there are also two small spurs of 
bone in the tip of the frontonasal piocess and they appear to represent the pre- 
maxillae. The remainder of the cartilaginous base of the skull has failed to ossify. 

The skin on the back of the fetus was incised in the midline and there appeared 
a series of cysts in the subcutaneous tissues. The cysts varied in size and contained 










Fig. 2. — Radiogi-am of tlie Phocomelus. ■ 

clear fluid and a certain amount of curd-like material. A large cyst spread over the 
vcitox and some of the dorsal cysts spiead aiound the trunk and communicated with 
cysts on the anterior abdominal wall. The walks of the cysts weie smooth and shiny 
with occasional patches to which were attached flakes of lymph; section showed them 
1o resemble microscopically the condition seen in a typical lymphangioma or cystic 
hygroma. 

The umblical hernia contained 4 cm. of intestine distended by meconium (Fig. 3). 
The walls were friable and deeply stained with pigment. Theie was some plastic 
lymph adherent to the intestine, so sugge.sting that the herniated gut had become 
strangulated. The returning loop of small intestine left the sac and after a course 
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of 5 inm. joined tlie cecum, uducli, with the appendix, lay to the left of the mid- 
line (Fig. d). There was no trace of a Meckel’s diverticulum, and nothing abnormal 
was noted in the liver and biliary apparatus. The stomach was small and empty, 
the anterior and posterior walls being in contact; the spleen and diaphragm were 
normal. The kidneys, suprarenals, ureters and bladder were normal in position, but 
the kidneys showed no trace of that lobulation which is normal to a fetus of this 
age. The testicles are situated at the internal abdominal rin.gs, the head of the 
epididymis resting on the lateral and cranial aspect of the testicle. The left testicle 
is shown to the left of the appendix (Fig. 4). “Whereas the suprarenal arteries 
arise from the abdominal aoifa just before its bifurcation, the renal arteries arise 
from the anterior aspect of the umbilical arteries C mm. beyond their origin. There 
are no accessory renal arteries. 

On opening the thorax in the middle line it is seen that there is no trace of a 
bony or cartilaginous skeleton, neither ribs nor sternum. The heart lies entirely to 
the left of the midline and tliere is no trace of the left lung or pleural sac; the 




Fiji. I. — The abdominiil contents with 
testicle to left of left-sided appendix. 


right lung and pleural sac is normal except for its encroachment on the midlinc. 
The heart displays a bifid apex and the interventricular groove is placed so that tlic 
area of the left ventricle visible from the front is as extensive as the area of the 
right ventricle. The right and left auricular appendages meet on the anterior aspect 
of the single pulmonaiy aortic trunk which arises from the cranial border of the 
ventricles so as to be more closely associated uith the right ventricle than the left 
(Fig. G). The aortic arch is right-sided and gives off in turn the left innominate, 
the right common carotid, and right subclavian arteries. The right pulmonary 
artery arises at the convexity of the arch and passes in front of the descending 
aorta to the right lung. There is no trace of a left lung or left pulmonary artery. 
The common pulmonary aortic trunk presents a light and left sinus of Valsalva, 
with openings for the two coronary arteries and there are three semilunar valves 
arranged as posterior and right and left lateral. The interventricular septum lies in 
the sa,gittal plane and has a free fleshy margin which does not extend up into the 
pulmonary aortic trunk, but reaches to within 4 mm. of the semilunar valves. The 
auricular septum was widclj' deficient. 
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The Y-shaped mouth ^Yas seen to be quite separate from the nose, the choanac 
being completely stenosed. The nostrils opened into two lateral nasal cavities which 
were separated by a distinct cartilaginous septum. The lateral walls of the nose 
showed faint ridges corresponding to the primitive folds of the inferior conchae. 
There was no communication between the nose and the mouth or pharynx. The roof 
of the mouth presented two small elliptical anteroposterior depressions on either side 
of a median ridge which reached down towards the floor of the mouth for a dis- 
tance of 3 mm. and extended posteriorly for a distance of 6 mm. Lateral to these 
depressions on either side was a ridge which represented the incomplete secondary 
palatal processes. The floor of the mouth had no obvious tongue or lower jaw. On 
section in the midlinc, however (Fig. 5), a rudimentary tongue and epiglottis were 
seen, and notwithstanding the absence of any cartilaginous or bony trace of the 
mandible yet there was a distinct cartilaginous hyoid and thyroid cartilage; the 
cricoid was not present but the trachea showed the normal arran,gement of cartilag- 
inous rings. The trachea led to a single right bronchus, and there was no trace of a 



Fig. 5 Median section of fetus, showing- absence of tlie clioanae, rudimentary tongue 

and epiglottis ; and the pituitary gland in situ. 

depression or diverticulum to suggest the left bronchus. Dorsal to the trachea was 
the esophagus which nai rowed rapidly at the level of the right bronchus. The diam- 
eter of the gut beyond this point was less than 0.5 mm. and only a very fine probe 
could bo passed. The distal 5 mm. of the esophagus was of normal caliber and led 
into the small stomach. 

The specimen was sectioned in the midlinc from vertex to rump and the cranial 
cavity and spinal canal were found to contain a greyish mass of coagulum and dis- 
organized nerve tissue. The meninges, especially the dura, were recognized and the 
cranial nerves and many of the spinal nerves could be distinguished although their 
diameter was much reduced. All the cranial nerves were identified and about twelve 
pairs of the spinal nerves could bo recognized in the proximal part of their course. 
The section of the skull confirmed the interpretation of the radiogram and the pitu- 
itary gland was situated on the flattened sella turcica in relation to the ossified bodv 
of the sphenoid. The well-developed tentorial fold attached to the free border of 
the petrous bone served as a landmark (Fig. 5), and aided in the recognition of the 
foramina of exit of the spinal nervesl 
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ANATOMIC CONSIDERATIONS 

Tlic attemi)t to associate any particular form of malformation of the fetus with 
a definite period of time in the antenatal cycle is still without definite result. The 
theory of the special nociceptivity of the fast growing tissues, whereby the stress of 
an injurious stimulant falls upon that tissue or tissues which at that moment is 
undergoing most rapid differentiation and gi-owth, has indicated a line of research 
which is of some value. The more recent attempt to associate each deformity with 
a particular interference ivith the processes of oxidation in the embryonic tissues 
may give more productive results when more is known of the normal and pathologic 
placenta and of the nutrition of the fetus. 

(A) The Skeletal Systcin . — As regards the skeletal deformities in this case, the 
absence of the clavicle and mandible, —the first two bones to appear in membrane, — 
is suggestive; especially as it is associated with the absence of the ribs and lateral 
masses of the vertebrae, which appear soon after. This suggests that during the 
thirty-ninth to the forty-fifth day the embryo was the victim of unfavorable condi- 
tions. On the other hand, the presence of an ossified humerus, and of well-marked 
frontals makes it hard to adopt this explanation, unless the particular instant of 
onset of bony deposition is subject to a very high degree of timing. Moreover, the 
absence of tlie radius, ulna, and fibula is diflicult to interpret on this score. It is 
possible that with an underlying dilatation of the neural canal the extent of de- 
formity may be detennined by the distance of a given structure from the central 
axis so that whereas the ossification of the hand and foot has proceeded to some 
extent after normal fashion that of the more proximally placed pelvic girdle, shoul- 
der girdle, and vertebral column has suffered more severely, by reason of the pres- 
sure from the dilated neural canal. 

The radiogram (Fig. 2) shows that the lateral masses of the vertebra have failed 
in the whole extent of the column. In the normal embryos the center for the lateral 
masses first appear in the upper cervical region and gradually extend from above 
downward. These for the centra appear in the lower dorsal region and extend 
cranially and caudally; the first centra of the lower dorsal region appear at a time 
when the centra for the lateral masses have extended to the lower lumbar region. 
It appears then that in the particular embryo concerned the centers for the lateral 
masses failed to appear in the cervical region at the same time, or possibly for the 
same reason wliich interfered with the appearance of the ribs, clavicle, and mandible. 
Tlic irregularities of the centers for the centra of the vertebra, consisting of dupli- 
'•ation in a given segment and fusion in the main axis may be attributable to the 
general dilation of the central canal and so falls into scries with the irregularities 
of the limb girdles and limbs. 

CB) The Circulatory System . — The outstanding anomaly of the circulatory system 
IFig. 0) of this case is the defect of the aortic sy.stem, with persistence of the 
trnneus arteriosus. The common trunk is more closely related to the right ventricle 
and rides above the free margin of the defective ventricular septum in such a way 
that blood fiom the right ventricle passes directly into the common trunk, whereas 
blood from tlie left ventricle passes to the common trunk b 3 ' waj' of the defect in 
the base of the ventricular septum. This common trunk has three semilumar cu.sps 
and two normal coronaiy arteries arising behind two of these. At first .sight it seems 
improbable that a persistent aortic ti-unk should possc.^'s three cusps, in view of the 
u.mnl account of the formation of the cusps of the aortic and pulmonary valves. It 
is interesting to note that the case of per.ristent aortic trunk described bj’’ Hr. Maud 
A])bott3 also had three cusps, whereas the case de.'jcribed by Preiz-* had four cusps. 
In thirteen cases of this condition collected bj' Br. Abbott, twelve were as.sociatcd 
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with defect of tlic ventricular septum, six -with defect of the auricular septum, eight 
with right-sided aortic arch, and in two cases there were associated anomalies of tlie 
vessels or other systems. 

In this case there is not only a defect of the septum of the ventricle, hut there is 
also the absence of the left lung and left pulmonary artery. ISTonnally, the truncus 
arteriosus is divided into the two great efferent vessels by a septum which is derived 
from three distinct parts; viz., the distal and proximal endocardial bulbar swellings 
and the aortopulmonary septum proper, which appears in the lumen of the trunk at 



the point of junction of the fourth and sixth arches. Tlie presence of a fourth and 
sixth right arch in the specimen is difficult to account for since the fourth and sixth 
left arches together with the aortopulmonary septum are absent. In a previous case"* 
of absence of the left lung there was no trace of a left pulmonary artery, although 
there was present a right aortic arch (fourth) and an abnormal left aortic arch 
which was probably the sixth. Bremero has shown that the right pulmonary arch in 
inan is made up of two elements, the sixth arch and the pulmonarj’ outgrowth, 
whereas on the left side the pulmonary consists of the outgrowth onlj-, the corre- 
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sponding proximal portion of its sixth arch having been assimilated in the pulmonary 
trunk. It is possible that the left pulmonary arterial outgrowth appears later than 
the right, in accordance with the appearance of the left lung anlagc at a later date 
than the right, as described by^ Blisnianskaja.'!' lliss shows a 4 mm. embryo in which 
the paired diverticula of the pulmonary anlage lie immediately above the auricle of 
the heart. The 5 mm. embryo of His shows the diverticula growing dorsally and 
passing downwards so as to pass beneath the ducts of Cuvier. At this time the 
mandibular arch is in contact with the heart, whereas the frontonasal processes and 
small maxillary processes are not in contact with the heart. There is a temptation 



Fig. 7. — Schema of tlie circulation of the normal fetus at term. 

(ModifleJ after Hr. Maud Abbott.) 

here to revert to the older mechanical theories of yon Baero and suggest that at 
such a time, an excess of the natural torsion of the embryo combined with the dila- 
tation of the neural canal might cause apposition, pressure, fusion, and absorption 
of the mandibular process, left lung, left sixth aortic arch; and also cause the ir- 
regularities of the septa of the heart. 

The schema given bj' Dr. Abbott (Fig. 7)io for the circulation in the normal 
fetus shows that the blood reaching the head and neck via the main branches of the 
aorta is made up of blood returning from the body' capillaries (F) and the blood 
returning from the umbilical vein (.4). We may represent this as mixed blood 
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(AV). In the schema of the phocomelus (Fig. 6), the blood reaching the head and 
neck is a mixture of the blood from the capillaries of the body (F), blood from the 
umbilical vein (A) and blood from the head via the superior vena cava (F'). We 
may represent this blood by (AFF'). 

Is this increased venous character of the blood reaching the head in the second 
case a factor in the production of the cystic condition of the embryo, with marked 
generalized distension of the lymphatic spaces, eveiywhere except in the small flipper- 
like hands and feet? Starlingn has shown that the protein content of the Ijmiph 
differs in various parts of the bodj”, and is lowest in the extremities. It appears, 
therefore, that proteins which are able to exude from the capillaries may also trans- 
ude into the lymphatics and there hold a large volume of fluid, so producipg the gen- 
eral cystic condition. It is suggested that the increased venosity of the blood to the 
head of the phocomelus has produced that lack of oxygen supply to the capillaries 
which has led to the dilatation of the lymphatic spaces. On the other hand, if we 
accept the description of the fetal circulation which was given by Harvey and re- 
vived lately by Pohlman,i2 and agree that the blood of the two auricles is normally 
mixed blood, then this explanation of the cystic condition does not hold good. If 
the blood mixes in the auricles then all the chambers of the heart contain blood 
which will be represented by (AFF'). It is not wise to regard a theory of the pro- 
duction of the cystic condition as an argument against the theoiy of Harvey, but 
it certainly does point to the need of confirming the e.xperimental evidence brought 
fonvard by Pohlman. 

As regards the Ijunphatic system it is important to note that according to Sabinas 
and Lewis^4 ij-niph sacs are first visible in the human embryo in the sixth week (10 
mm.), and the valve between the Ijunph sacs and ju,gular veins appears in the sev- 
enth week. The relationship of the maldevclopment of the lymphatic sy.stem of this 
fetus to the maldevclopment of the circulatory sj'.stem is obscure; but it is particu- 
larly interesting to note that both systems are subject to particularly rapid changes 
duiing the sixth and seventh week of intrauterine life. The condition of the speci- 
men did not allow of an accurate examination of the lymphatic system. 

(C) TJie Fascular fiitpply of ilir Vrogcnitnl l^valcin . — The origin of the renal 
arteries from the umbilical arteries is a rare anomaly, as these arteries are not acces- 
sory to renal arteries arising from the abdominal aorta. Accessory renal arteries 
have been desciibed as arising from the inferior phrenic, the spermatic, a lumbar 
artery, the inferior mesenteric, from the bifurcation of the aorta, or the middle 
sacral artery, from the common iliac and very rarely from the internal or external 
iliac. Portal found in one instance the right and left renal arteries arising by a 
common trunk from the forepart of the aoita. The carlie.st attempt at depicting the 
variations, of the renal vessels is in the tabulae anatomicacin of Eustachius, pub- 
lished in 1564. The lowest of three cases .shown is that in which Eustachius shows 
an accessory renal artorr^ on the right side arising from the internal iliac and an 
acccssoiy artery on the left side ari.sing from the common iliac. 

According to Fclix,m the accessoiy renal arteries are to be regarded as persistent 
mesonephric arteries. On tlic other hand Eben irill,ir in a study of the vascular 
system of the woltfian body and kidney in pig embryos, shows no communication 
between the umbilical arteries and the renal and mesonephric arteries, all of the lat- 
ter arising from the abdominal aorta. It is true that the stage which he depicts is 
a relatively late one, from 28 mm. onwards, when the renal artery is first seen pene- 
trating the kidney. In a study of the vascular system of the Pfannenstiel embryo, 
IH. (2.6 mm.), Felix has drawn attention to the marked development of the peri- 
intestinal rete and the rami intestinales at the point whore the umbilical arteries 
arise from them; i. e., before the latter possess their definite origin from the aorta. 
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Felix points out that the primitive mesonepliric arteries are dysmetameric and recede 
from the thoracic segments to the lumbar ones. The extent of this migration is so 
marked that as many as four arteries may lie in one of the lumbar segments with 
as many as thirty arteries in all suppljdng about eighty nephric tubules. These 
arteries become divided into three groups. The first or cranial group of arteries run 
dorsal to the suprarenal body; the second group pass through the suprarenal body, 
and the third or caudal group pass in front of the suprarenal bodies. The more 
caudal of the latter group pass distal to the suprarenal body. The first group usu- 
ally gives rise to the inferior phrenic artery; the second gives rise to suprarenal and 
testicular or ovarian arteries; the last vc.ssel of the second group or the first of the 
third group gives rise to the definitive renal artery of the adult. Since the meso- 
nephric vessels are not segmental, and since they are characterized by a caudal 
migration which causes several of them (the most caudal of the third group of 
Felix) to lie caudal to the large suprarenal of the 20 mm. embryo, it is clear that 
the anomalous origin of the renal arteries from the umbilical arteries may be ex- 
plained in the following manner. When the mesonephros of this particular specimen 
was growing caudall}’’, the atrophy of the cranial tubules was markedly increased by 
the general hydrocephalic and cystic condition so that the migration of tlie meso- 
nephric arteides passed beyond the usual limits and the number of arteries in the 
third group of Felix was increased. There was, in particular, a marked increase of 
the more caudal members of tliis group so that they came to take origin from tlio 
umbilical arteries. One of these arteries has persisted as the definitive renal artery 
in this case, and there is no trace of a more proximal renal artery. In other words 
the definitive single renal artery of this case is the artery which has so frequently 
been described from the time of Eustachius onwards as the accessory renal artery 
of adult anatomy. Thane's gives the frequency of an accessor-y renal artery arising 
from the common iliac as 1 per cent, and the frequency of the condition in man as 
compared with its rarity in domestic animals is quite in keeping with the distribution 
of other vascular anomalies in man and animals. It was noted that the origin of the 
anomalous renal artery was fronr the ventral aspect of the umbilical artery, and not 
from the lateral aspect. Felix lias described very minutely the characteristics of the 
nrigration of the origirrs of his three gi’oups of mesonephric arteries arrd says: "The 
vessels of the fir'st or dorsal group shift their origins to tho dorsal surface of the 
aorta, those of the thir-d group to the ventral surface, and only those of the second 
group preserve their original later-al position.” TIius, the origin of the anomalous 
renal ar-teiy from the ventral aspect of the umbilical artery confirms the view tliat 
it corresponds to one of tho distal members of the thii'd group of Felix. 

PATHOLOGIC CONSIDERATIONS 

The ciu'iotis monstrosity known as congenital cystic elephantiasis 
is probably related to general fetal dropsy and to that postnatal con- 
dition which is called cystic hygroma of the neck. The published 
cases have generally shown the mother to be a multipara, the preg- 
nancy always ending prematurely Avith or without hydramnios, dropsy 
and albuminuria in the mother. There is ahvays a lymphangieetasis 
of the skin, but it is not possible to say Avhether this is a primary 
condition as there is alu'ays an associated defect in the heart with or 
Avithout umbilical hernia. The case described by Lindfors'® displayed 
a common A’^entricle, common auricular-A'entricular opening and in- 
complete auricular septum. There is no method of definitely stating 
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Avlietlier tlie lymphatic defect is primarilj’- due to an error in the for- 
mation of the primitive lymphatic system or -whether it is secondary 
to the defect in the vascular system. Yet it is important to note that 
most of the defects of the vascular and respiratory system as well as 
those of the skeletal system fall within that period of time which is 
also the critical period in the lymphatic sj’^stem and in its union to the 
venous system. There is not necessarily- any association between the 
phocomelus condition, and the generalized cystic condition; for in 
Ballantyne’s case-® the phocomelus was associated only with defective 
ossification of the frontal bones Avhereas Baxter Tyrie’s case-’ 
showed phocomelus in association with umbilical hernia, diaphragmatic 
hernia, left inguinal hernia, cleft palate, incomplete interventricular 
septum and spina bifida in the dorsolumbar region. Most cases of 
phocomelus show some traces of the proximal segments of the limb 
and on the whole the lower limb tends to he more regularly developed 
than the upper. It is not possible to bring forward any evidence as 
to the extent to which phocomelus is related to such general condi- 
tions as achondroplasia with its dwarfing of the limbs or to localized 
conditions, such as amelus or hemimelus. 

CONCLUSIONS 

The association of two conditions, such as phocomelus and general 
cystic elephantiasis in one and the same fetus is decidedly rare, par- 
ticularly as the former condition may exist without anomalies of the 
other systems, whereas the latter is invariably associated with multiple 
anomalies of the vascular, urogenital, and alimentary systems. The 
skeletal anomalies of the specimen, apart from the presence of an 
ossified humerus, suggest that the conditions of nutrition of the em- 
bryo were unfavorable during the sixth and seventh week of em- 
bryonic life. The failure of the secondary palatal processes, the rudi- 
mentary tongue and absence of the left lung are all associated with 
the sixth week. The anomalies of the heart, arterial system and 
lymphatic systems also fall uito this period. It is true that the hydro- 
cephalus, dilated spinal canal, and irregularities of ossification of the 
vertebral column may be only late manifestations of peculiarly noci- 
ceptive conditions during the precartilaginous and cartilaginous pe- 
riods; hut as a rule, such early errors in development, occurring be- 
fore the sixth week, are manifested by some degree of anencephaly, 
iniencephaly, and gross errors in the cervical and lumbodorsal region. 
That is to saj”-, that the head and tail bends of the embryo are regions 
peculiarly liable to display gross deformity during the third to the 
sixth week of embryonic life. 

No causal relationship between the phocomelic and general cystic 
condition can be put forward ; nor can any suggestion be made as to 
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the nature of the nutritional disturbance in the mother or fetus. The 
time factor, from a consideration of the associated anomalies, points 
to the sixth and seventh week as the period when the growth of the 
embryo was severely interrupted. 

My thanks are due to Dr. T. B. Davies, of Queen Charlotte’s Hos- 
pital, who so kindly obtained the specimen; to Miss Russell and Mr. 
MaxAvell, who executed the draAvings, and to my colleagues at Uni- 
Amrsity College and Washington University. 
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JANICEPS ASYIilMETROS, WITH THE REPORT OP A CASE 

By George T. Pack, B.S., M.D., and Ivan C. Berrey, B.S., M.D., 

University, Aeabai^ia 

(Frovi the Departments of Pathology and Anatomy, School of Medicine, The Univer- 
sity of Alahama) 

T he Dame Janus is derived from the tvo-faced Roman god Janus, 
to whom the month of January was sacred. Janus monsters are 
rather frequent. Licetus reported one in the year 1668. 

Of the disomata, the terata with which we are concerned are the 
terata anadidyma. These monsters in general have united cephalic 
poles and divergent caudal extremities, producing a fetus which is 
more or less single above and plural helow.^ In syncephalus or syn- 
cephaliens there is a fusion of the head and trunk. The types of 
Syncephali are Janus monsters, which are either symmetrical or asym- 
metrical. The monstrosity reported herein is called janieeps asym- 
metros. The asymmetry is caused by the fact that the two axes of 
the body are not exaetly iiarallel, hut inclined to each other at an 
angle so that the well-formed face is composed of the left head, which 
projects anteriorly, giving the aspect of a single countenance to a 
more or less double body. Tlie malformed and opposite face is the 
asymmetrical side and is produced by an abortive development of the 
median portion of the anterior 'surface. Hence the janiceps asym- 
metros possesses a perfectly developed face on one side, whereas the 
opposite face is very rudimentary and portrays varying degrees of 
fission. 

A synonym for the prozygotic Janus asymmetros is the term Janus 
ateleus, which is occasionally used. The Janus monster is also a type 
of cephalothoraeopagus and of the dihj’^pogastric monsters. Moreover, 
it also belongs to the omphalopagi or monomphaliens, implying the 
possession of a common single navel and umbilical cord by the two 
component individuals of the monster. 

REPORT OF A CASE OF JANICEPS ASYM:METR0S 

This monster was born of normal young white parents. The mother was delivered 
by Dr. W. C. Gewin, of Birmingham, Alabama, to whom we are indebted for tliis 
fetus. Double monsters are practically never diagnosed until the onset of labor, 
except probably in those clinics where roentgenograms are taken, although a multiple 
pregnancy is sometimes suspected. 

The delivery of this monster was spontaneous. The vertex presented. Tlic Janus 
monsters of Commiskey and of Sterley were spontaneously delivered with tJie verte.x 
prosenting. 23 , n One factor that prevents a possible dystocia is that this type of 
monster rarely goes to full term, hence the entire monster is seldom larger than a 
normal fetus at term. This fetus was bom at the completion of the eighth lunar 
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month of gestation. Keibel and !Mall have stated the essentials for uninteirupted 
uterine development as follows: "The cmbiyo must not be extreme enough to elim- 
inate the heart, and the chorion must be normal enough to peimit the formation of 
a healthy placenta which begins to differentiate at the end of the second month,” 
Even before the expiration of the second lunar month, gi'oss eriors of development 
can be easily discerned. Marchand claims that 0.6 per cent of all births are mon- 
sters. A great number of the eaily abortions may be of monstious embryos. The 
monster was a stillbirth. Janiceps, even at full term are not viable for any length 
of time. Both individuals of the double monster were of the female sex. It should 
be recalled that all homologous twins are of the same sex. 



FIs'. 1. — ^X'^iew of well-formed face. 

The father and mother ncie the paiciiLs of tliiee healthy well-foimed children. 
Tliere was no histoiy of venereal disease. Family liistoiy recoids that no malforma- 
tions of any kind existed among the known members of the maternal and paternal 
families. 

There are certain facial malfoimations associated with cyclops. Usually with a 
defect of the anterior portion of the plastic material for the chorda dorsalis, theio is 
an arrested development of the first bianchial arcli and cleft. Consequently, accom- 
panjing cyclopia thcie is found a synotia, agnathia, astomia and other deformities. 
Theso deformities commonly occur together, and when they do, tho face is called 
Cyclops h>-poagnathus (Cyclotia), or Edocejihalians. 

The nose of this cyclopian face is maikcdly changed because tho frontonasal 
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piocoss is defective. The nasal ludiment nas found in the middle of the forehead 
in the glaljellar region, above the single eye (Fig. 2). This nasal proboscis is tiny, 
rudimentary, solid, pedunculated, and slightly constricted at tlie base. Histologic 
sectioning reveals no vestiges of mucous membiane, nasal canals or cartilages. The 
interior is composed of connective tissue, fat and smooth muscle. The nose is covered 
by normal epidermis. Above this nose and extending doumward and laterally are 
two slightly pigmented lanuginous areas, which are of normal contour and which 
appear to be the eyebrows. This brevity of the nasal prominence (brachjThynchus) 
has been explained as due to the deficiency of the intermediate jaw bones.’o The 
absence of the nasal fossae can be explained by the fusion of the superior maxillary 



Fig-. 2 ■ — View of the malformed face. 

piocps‘-os arid coii«equent disairpcaiance of anj' of the stiuctuies wiiich normally 
would have intervened. 

The eye of the cyclopian face is single. Cyclopia may at times show all the varia- 
ations of fusion of the two optic vcsiclc=, i. c., there may be two eyes in a single 
orbit or the tuo eyes may fuse until they are single. There is a single cornea, one 
lens and one optic nerve. There is no optic chiasm, but a single optic tract entering 
the cranium through a single optic foramen. This optic tract represents the fused 
bilateral components. Ordinarily the fused eye is larger than a single normal eye, 
but in our specimen the eye is smaller (microphthalmus). The palpebral aperture 
is triangular in outline. The upper eyelids are not fused. The lower eyelids are 
represented by a single lid, in the middle of which is a single lachrymal caruncle 
and papilla. The single eye is much larger than it appears in the illustration (Fig, 
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3 — ^beneatli ludimentary nose). The palpebral apeiture is small (blephaiophimosis). 
The internal recti muscles are absent. There is one external rectus muscle at each 
lateral angle of the eye. There are several superior and inferior muscles of the eye- 
ball, which could not be identified. 

The orbit is single arrd there is an abseirce of the bones that nornrally intervene 
between the two orbrts.is Ballantynero states that in cyclopia, ‘ ‘ the orbit is bounded 
above by the frontal bones, at the sides by the malar s and greater vin,gs of the 
sphenoid, and inferiorly bj’' the fused orbital plates of the superior maxillae (with- 



ILg. 3. — Roentgenogram. Anterior view of well-formed f.ice 


out the nasal process). At the fundus of the orbit is a rounded opening bounded by 
the malformed lesser wings of the sphenoid, by the sella turcica and by the frontal 
bone; through this foramen comes the optic nerve.” We •verified the entrance of the 
optic nerve. 

Some of the bones of the malformed or cyclopian face are lacking, vi-t., nasal, 
vomer, lachr 3 Tnal, ctlimoid, inferior turbinate, palatine and the pterygoid process. 

The mouth and lower jaw of the cyclopian face are absent. We have previously 
mentioned that in those instances when the frontonasal process and the first pair of 
branchial arches are aplastic that the complex deformity which results is knomr as 
Pyclops hj'poagriathus. Not the least obnoxious of these is the absence of the lower 
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jaw (agnatliia) and the absence of the mouth (astomia), which are the conditions 
found ill this specimen. A complete agnathia is rare. 

Otocephaly or synotia (approximation or fusion of the ears beneath the shuU) is 
another concomitant of the cyclopian deformities. Etiologically, the same theories 
have been applied to it as to the synophthalmus; (1) incomplete development of 
brain (medulla oblongata) pennitling the coalescence of the auditory vesicles 
(Dareste)io and (2) arrested development of the first branchial arches (Blanc), lo 
(Bischoff) permitting approximation beneath the skull. The cars of the malformed 
face have not completely united, as there is a narrow strip of skin intervening (Pig. 
2). A probe passed through each middle ear opens into the common pharynx. The 
connection between the single pharjmx and each middle ear is almost too short to be 
called an Eustachian tube ; the middle ear is practically continuous with the pharynx. 

In Pig. 2, just below the single eye, there is a slightly oval projection which is 
covered by a thick, heavy skin supplied with fine lanugo hairs. Beneath this is a 
serous membrane forming a sac, which contains a debris of necrotic tissue very simi- 
lar to brain substance. The serous coat is a continuation of a process from within 
the skull. We were inclined to call this an enecphalocele, because of the character 
of the debris it contained. The sac was heavily pigmented which we interpreted as 


a 



Fig. 4. — Upper aspect of tlie slvull. Calvuiia seen from above. 1, Side of well- 
formed face; S, mctopic suture; frontal bone; }, coronal suture; a, parietal bone; 
U, sagittal .“suture ; 7, occipital bone ; 8, lambdoid suture ; 9, parietal bone , 10, coronal 
.suture ; 11, frontal bone ; 12. metopic suture ; U, .side of malformed face ; Ht, frontal 
bone ; la, coronal suture ; 10, parietal bone ; 17, lambdoid sut\ire ; IS, occipital bone ; 
19, sagittal suture ; 20, parietal bone ; 21, coronal suture ; 22, frontal bone ; 23, octagonal 
fontanelle. 


a possible melanin deposit in the meninges. Furthermore, Planchon and Taruffi indi- 
vidually have reported instances where ccphalocclo accompanied cyclopia. 

The vertex of the calvarium is abnormal (Pig. 4). This illustration portrays the 
odd configuration of the calvaria. There are no posterior fontanellcs, but the two 
anterior ones are represented by a large octagonal fontanelle. Tlie proportionate 
size of allotment of the cranial bones to the faces is well shown. The metopic 
sutures are present in both frontal bnne.s. The occipital bones are placed laterally 
to the faces, as are the cerebclli. In our description we have oriented all the struc- 
tures in relation to the two faces. 

The cerebra of the Janus monster were in such a necrotic state that they per- 
mitted little more than a cursory examination. There are two cerebra, one for the 
well-formed face and one aecompanjdng the cyclopian face. The latter brain is rudi- 
mentary. The cerebral surface is smooth and only slightly marked by gyri or sulci. 
The rudimentary brain is not divided into hemispheres, but is a single small lobe. 
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divided from the larger and more perfectly developed brain by a fissure, which we 
are ' pleased to call the intcrcerebral fissure. This single lobe possesses no falx 
cerebri, sagittal fissure, olfactory lobe, corpus callosum, septum pellucidum, etc. A 
single internal cavity represents the ventricles. The larger brain, although more 
normal, is as yet not completely developed. The temporal, frontal and occipital lobes 
are well marked out. Tliere are two brain stems. 

The base of the skull can be arbitraidly divided into two sections for description, 
according to the allotment for occupancy by the two different brains. (See Fig. 5.) 

On the well-formed side, the squamous portion of the temporal bone, the orbital 
process of the frontal bone, the crista galli and the ethmoid plate are normal in 
structure and in position. The middle fossae are normal except that the petrous 
portions of the temporal bones form parts of the floors of the middle fossae instead 
of the posterior boundaries. The tentorium cerebelli (both sides) is attached an- 
teriorly to the petrous portion of the temporal bone and consequently forms a part 
of the floor of the middle fossa. The tentoria are also attached anteriorly to the 
anterior clinoid processes, and laterally (relative to the faces) the attachments are 
very high up on the occipital bones at the level of the lambdoid sutures. These 



Fig. a . — Buse of sUuIl scon from above. (Tentoiia cerebelli anJ cerebella still in 
situ.) J, Side of well-formed face; 2. side of malformed face; .1, crista galli separating 
the two cribriform plates ; }, anterior cranial fossa ; ■!, two optic nerves for the well- 
formed face; 6, right internal carotid artery (well-formed face) ; 7, anterior clinoid 
process with tentorium cerebelli attached ; 8, middle cranial fossa ; 9, petrous portion 
of the temporal bone ; 10, abducent nerve ; 11. oculomotor nerve ; 12, free edge of 
tentorium cerebelli ; 10, brain stem ; J), quadrilateral opening formed by the fusion 
of the two sellae turcicae ; 15^ posterior border of the lessor wing of the sphenoid 
bone; 16, left internal carotid artery (malformed face); 17, abducent nerve (mal- 
formed face) ; 18, single optic nerve for malformed face; 19, anterior clinoid process 
with tentorium cerebelli attacdied ; 20, intei-nal occipital protuberance (torcular hei'o- 
phili) ; 21, middle cr.anial fossa; 22, fused orbital plates of frontal bones forming 
a saddle-shaped ridge ; 23, superior surface of tentorium cerebelli ; 2.}, middle cranial 
fossa; 25, anterior clinoid proce.ss wdth tentorium cerebelli attached. The two ante- 
rior clinoid processes of the m.al formed side are almost fused. 26, Superior surface 
of tentorium cerebelli ; 27. abducent nerve ; 2.S, Internal occipital protuberance (torcular 
herophili) ; 29, brain stem; 30, free edge of tentorium cerebelli; 31, abducent nerve; 
.72, oculomotor nerve ; S3, petrous portion of the temporal bone ; S}, left internal carotid 
arterj- ; 35, anterior clinoid process with tentorium cerebelli attached : 36, middle 

cranial fossa ; 37, posterior border of the lesser wing of the sphenoid bone ; 38, 
.anterior cranial fossa ; SO, small anterior cranial fo.ssae fused. 


tentoria arc exceedingly tough. Tliey are located laterally, with relation to the 
faces, as are the occiputs and the cerebella. There are two tentoria, one for each 
brain. The optic foramina, optic nerves, oculomotor nerves, abducent nerves and 
internal carotid arteries are normal. The bodies of the two sphenoid bones have 
fused to make a single sella turcica. "Within this sella turcica there is a quadri- 
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lateral opening wliicli contains tissue, -whicli we interpret as the hypophyses. The 
two i)osterior cliiioid processes of the wcll-fonned side arc united with the two pos- 
terior clinoid processes of the malfonncd side to form a ridge on each side of the 
sella turcica. Kelativc to either face, these ridges run anteropostcriorly and lateral 
to the position of the hypophyses or immediately between the two brain stems. The 
tentoria cerebelli have free edges mesiall^’- where they come in contact ndth the 
junction of the brain stems and the cerebral hemispheres. The middle cranial fossae 
of this well-developed part are not sepai-ated by the sella turcica as normally, but 
because of their more anterior position, the inten’ening structure is the anterior 
clinoid process and the root of the ridge formed by the lesser wing of the sphenoid. 

On the malformed side the crista galli and ethmoid bone are absent. The ante- 
lior cranial fossae as such arc absent, but in place of them is a saddle-shaped promi- 
nence formed by the orbital processes of the frontal bones and extending bach to the 
ridges of the posterior clinoid processes. The middle cranial fossae of this part are 
small and not separated by the sella turcica as nomally, but because of their more 
anterior position, the intervening structure is the saddle-shaped prominence caused 
by the union of the orbital processes of the frontal bones. There are onl,y one 
optic foramen and one optic nerve. There are two internal carotid arteries and two 
abducent nerves in their normal positions. 

There are two cercbella, each of which is normal and located in the posterior 
cranial fossa. (Fig. (3.) Tliose posterior cranial fossae arc in the occipital areas 
and lateral to the faces. The trigeminal nerves are normid in position, relative to 
each cerebellum and posterior cranial fossa. There 'are two of these nerves on each 
side (Fig. .6). .A very interesting phenomenon is that the well-formed face receives 
two trigeminal nerves, but each nerve is from a separate brain stem. The mal- 
formed face likewise receives one trigeminal nerve from one brain stem and the 
other half of the face is supplied by the trigeminal nerve from the opposite brain 
stem. This same anomalous distribution of cranial nerves is true for the III, VI, 
VII, VIII nerves, and possibly the IV ljut we are unable to confirm the trocldcar 
distribution. The position of the posterior cranial fossae, the cerebella and the man- 
ner of distribution of the cranial neiwes lead us to believe that each face is com- 
posed of elements from both of the fetal components. In other words, one-lialf of 
each face belongs or is continuous with the body on that particular side. 

The single foregut is evidently common to the fetuses, .since tliey also have the 
same pharynx, the same esophagus and stomach. Tlie roof of the common pharynx 
is formed by a sac-like structure which is attached superiorly to the brim of the 
quadrilateral opening formed by the sella turcica. The pharyngeal outpocketing for 
the mouth of the malformed face is present but does not open externally as there is 
no oral plate. The mouth of the well-developed face opens into the single oral 
pharynx. The foregut evidently sprang from the anlagen of both feti, because the 
larjmx is duplicated. The larynx of each side is normal and fully formed. The 
single common esophagus lies between the two larynges. (Fig. 7.) 

The chests are fused above the umbilicus (thoracopagic). There arc two nipples 
on each side. There is a sternum on each side of the body, directly under the face. 
The ribs extend from the sterni to the spinal columns which are laterally located, 
relative to the faces. The muscles of the pectoral regions are normal. 

The single esophagus inns through the thoracic cavity to the diaphragm, pierc- 
ing it. 

The two larv'uges are continuous with two tracher.s and two sets of lungs. The 
lungs arc situated in the thoracic cavity, in a location later.al to the faces or an- 
terior to each spinal column. Tho lung.': are normal but atelectatic- 
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There are two separate hearts each of wliich is two-chambered. These hearts are 
located in the central part of the thoracic cavity, mesial to the two sets of lungs, 
and immediately substernal. "Wo believe that these two (two-chambered) hearts arc 
not simply separated portions of the same single heart, but rather that they arc 
separate rudimentary hearts. The atrium of each heart .shows indication of two 
auricles, but the absence of the intei'auricular septum. Theremin has reported the 
absence of this septum accompanying cyclopia. 

The heart on the well-developed side is a two-chambered heart. One large atrium 
and one large ventricle are present. The atrium and ventricle are larger than the 
opposite heart and evidently more actively functional. The atrium has two auricles 
or pockets, the cavities of which communicate. Only one semilunar and one atrio- 
ventricular valve are found. The semilunar valve has three cusps. The ventricular 
wall is very thick. The papillary muscles and chordae tendinae are normal. The 



Figr. G. Figr. 7. 


Fig-. G. — Ease of skull seen from above. 1, Side of well-formed face ; 2, side 
of malformed face ; S, crista galli sep.arating the two cribriform plates ; -}, anterior 
cranial fossa ; 5, two optic nerves for the well-formed face ; C, right internal carotid 
•artery (well-formed face) ; 7. middle cranial fo.ssa; 8, petrous portion of the temporal 
bone ; 9, quadrilateral opening formed by the fusion of the two sellao turcicae ; 10, 
occipital bone; ll, great occipital foramen; IZ, posterior cranial fossa (fossa for 
lodgment of cerebellum) ; 13, right trigeminal neia'e for the well-formed face ; I'l, 
abducent nerve ; 15, small anterior cranial fossae fused ; IG, middle cranial fossa ; 
n, single optic nciwe for malformed face ; IS, posterior craniai fossa ; 19, left trigem- 
inal neiwe for well-formed face; 20, groat occipital foramen; 21, right trigeminal 
nerve for malformed face; 22, left trigeminal nerve for malformed face; 23; fused 
orbital plates of frontal bones forming a saddle-shaped i-idge. 

Fig. 7. — ^Double larynx -with interposed esophagus viewed from above. 1, Epiglot- 
tis ; 2, false vocal cord ; S, true vocal cord ; 1,, cartilage of Wrisberg ; 5, arytenoid 
commissure ; 6, arytenoid commissure ; 7, cartilage of "Wrisberg ; 8, true vocal cord ; 
9, false vocal cord ; 10, epiglottis ; 11, esophagus. 


aorta gives off four or five unidentified branches, one of which is continuous with 
tlio aorta from the opposite heart. 

TJie heart on the malformed (cj'clopian) side is also a two-chambered heart. One 
large atrium and one large ventricle are present. The semilunar valve is normal but 
the atrioventricular valve is atypical. A large vein entering the atrium is continu- 
ous with a large vein of the other heart. In other ivords, a venous arch is present. 
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wliicli luis tributaries. The artery is single and is continuous with the large artery 
leading from the other heart, hence an aortic arch exists between the two hearts. 
This aortic arch gives off subsidiary branches. There are two descending aortac. 

This fetus is an omphalopagus because it possesses a single umbilical cord witli 
a single artery and one vein. There is a hernia at the umbilicus, i. c., the area im- 
mediately surrounding the umbilical junction is not supplied with normal skin. The 
cord is eccentrically attached. Ballant^me has noted the occasional occurrence of an 
umbilical heniia a7id a single umbilical artciy with cyclops. 

There are two' separate liver.s, connected by the diaphragm and lesser omentums. 
The livers are so arranged that the smaller of the two is on the side of the cyclopian 
face, and the larger one on the side of the well formed face. The livers are not 
normally shaped. The large liver possesses a gall bladder. In the small liver there 
is no falciform ligament or gall bladder present. 

Only one large spleen was found. It was free and attached only to the stomach 
by the gastrolienal ligament. 

The single stomach is continuous with the conunon esophagus. The stomach, 
duodenum, and a large part of the jejunum lie above tlie umbilicus and are situated 
between the livei-s. There is a single duodenum. The jejunum divides about half 



Fig. S. — ^Roentgenogi-am of loft hand 
of malformed side. 


Fig. 9. — Roentgenogram of right 
hand of malformed side. 


way into two branches which continue out into the respective abdominal cavities of 
the feti. There are two appendices. 

The kidneys, bladder, uterus and adnexa arc all normal and bilaterally repre- 
sented. 

The right, less developed fetus has no umbilical artery. That is to say, the inter- 
nal iliac is normal but gives no functional hypogastric arterj' to the umbilicus to 
enter into the placental circulation. The left fetus has one large hypogastric coming 
from the right internal iliac. This artery is very large and forms the umbilical 
artery (the single tributary). 

On the side of the well-formed face the anus and hands arc normal. On the side 
of the malformed face there arc certam abnormalities. In both forearms, the ulna 
is one and a half times as long as the radius. This causes a marked abduction of 
the hands on the wrist, similar to the deformity produced by destruction of the dis- 
tal epiphysis of the radius. 

On the malformed side the left tliumb is represented by a tiny papilla the size 
of a pinhead on the radial side of the base of the index finger. This agenesia or 
aplasia of the thumb is usually associated with an absence of its metacarpal and the 
radius, the malformation beijig kno7vn as radial ectrodactyly. The metacarpal is 
lacking but the radius is present. The right thumb is rudimentary and club-like. 
There are only four metacarpals. 
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SEBACEOUS GLANDS IN THE HUMAN NIPPLE 


By Orman C. Perkins, A.M., M.D., and AdzVm i\L j\Lller, A.B., A.M. 

Brooklyn, N. Y. 

(From the Dopartment of Anatomy, The Long Island College Hospital) 

V ARIOUS textbooks of anatom^j’^ and histology contain such state- 
ments as these: “These (sebaceous glands) are branched sacular 
glands which may be subdivided into classes, (1) those whose ducts 
open into the hair follicles, and (2) those whose duets open upon the 
free surface of the epidermis. The former are by far the more numer- 
ous; tlie latter occur in the skin of the face, red margins of the lips, 
labia minora, glans penis and prepuce, and the tarsal glands of the 
eyelids. With the above exceptions the distribution of the sebaceous 
glands is coextensive Avith that of the hair.”^ “Sebaceous glands are 
found in some regions devoid of hairs, as in the margins of the lips, 
glans penis, prepuce, glans clitoris and labia minora."- “The dis- 
tribution of the sebaceous glands in the skin is closely connected Avitli 
that of the hair follicles into Avliieh thej’- pour tlieir contents. Excep- 
tions to this rule occur in only a few regions of the body, as, for in- 
stance, in the glans penis and foreskin (Tyson’s glands), in the labia 
minora, angle of the mouth, glandulae tarsales and the meibomian 
glands of the eyelids, etc.’’® In this group of obseiwations thei’e is no 
indication that sebaceous glands are found in the nipple. 

In other texts Ave find the folloAving statements; “In the region 
around the nipple sudoriparous and sebaceous glands doA^elop, the 
latter also occurring Avithin the nipple area and frecpxently opening 
into the extremities of the lacteal ducts. “In the area around the 
nipple — the areola — numerous sudoriferous and sebaceous glands de- 
A’^elop, some of AAdiich come to open into lacteal duets. “The nipple 
and areola contain also abundant sebaceous glands; and SAveat glands 
are present in the periphery of the areola.”® These statements indi- 
cate that sebaceous glands are present in the nipple and in tAvo in- 
stances point out that they open into the lacteal ducts. 

In a third group Ave find statements in AA'hich the authors have at- 
tempted to explain the presence of these glands. “Over both areola 
and nipple the skin is proAuded AA-ith large sebaceous glands, the 
secretion of Avhich is increased during lactation and serves as protec- 
tion during nursing.”" “The corium of the nipple has many large 
A'ascular and nei’A'Ous papillae and there is no fat in it. Hairs and 
sudoriferous glands are absent, but sebaceous glands are present in 
large numbers. Their secertion here and over the areola serves to 
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keep the skin soft and to protect it from tlie saliva of the nursing 
infant. ’ 

In addition to tlie exceptions noted above, we desire to record our 
observations on the sebaceous glands of the human nipple. These 
glands have been noted by some authors and apparently overlooked 
by others. Their importance from a purely histologic as well as from 
a practical standpoint seems to justify a record of the findings in a 
large series of nipples. 

Nipples were collected from forty male and female bodies varying 
in age from twelve to sixty-five j'-ears. In all of the specimens, regard- 
less of sex or age, sebaceous glands were found. 



Pir:. 1. — Cross section of the tip of a nipple of an adult female in which the mam- 
mary gland was in a resting condition, (a) Milk ducts-; (h) sebaceous glands. 

For the most part these glands are compound, having from six to 
nine saccules; occasionally a gland is formed by a single saccule. 
Each gland opens directly onto the surface of the nipple through a 
short duct. In no instance was one found to empty into a hair follicle 
or into a lacteal duct. Structurally the glands differ in no way from 
the sebaceous glands found in the other parts of the body. They are 
embedded in the dense areolar tissue and smooth muscle which makes 
up the stroma of the nipple (Pig. 1). The saccules are composed 
of polyhedral epithelial cells, the outermost of which are cuboidal but 
in some instances flattened. The cytoplasm of the outermost cells 
stains with the common cytoplasmic dyes and the nuclei are quite 
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basophilic, while the cytoplasm of the central cells, which are larger, 
take very little if any of the dye and the nuclei are pale (Pig. 2). 
We may infer that the outer cells represent the daugliter cells of 
recent mitotic division, in which the process of fatty degeneration has 
not taken iilace. The outer layer of cells of each saccule re.sts upon 
a basement membrane. 

Each saccule is surrounded by eol-lagenous tissue which is destitute of 
smooth muscle fibers. This collagenous layer eonlains many blood ves- 





P'ifr. 2. — Section of a sebaceous gland in the nipple of an adult female with a resting 

inaminuvy gland. 

sels and the capillary network is closely applied to the basement mem- 
brane. In the connective tissue surrounding the entire gland there 
are long slender bundles of smooth muscle fibers. These bundles are 
more compact than in other parts of the stroma in the tip of the 
nipple, having much the same appearance as the arrector pili muscle. 
It is reasonable to assume that the smooth muscle plays a part in the 
expulsion of the glandular contents. 

TJie glands are foiuid only at the tip of the nipple and the ducts 
for the most part empty upon the surface of the tip, although a few 
may open on the sides of the nipple but in no instance more than li/^ 
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mm. from the tip. From this level to the areola, no glands were 
found in any specimen. 

The ducts of tlie sebaceous glands are lined by stratified squamous 
epithelium which diminishes in the number of laj’-ers, but the cells 
increase in thickness as they approach the gland until finally we have 
a double layer of cuboidal cells and finally a single laj’-er of flattened 
cuboidal cells. 

During the period of lactation there is an apparent growth or bud- 
ding from the primary saccules so that the entire gland is enlarged to 



Pig-. 3. — Section of a sebaceous gland in the nipple of an adult in the latter part of 

gestation. 

manj’- times its original size (Pig. 3). In one gland thirty-eight sac- 
cules were found ; many of these, however, were very small and cross- 
section of the saccule showed from six to twelve cells. 

The milk ducts are filled for a considerable distance with plugs 
which are made up of desquamated epithelial cells (Pig. 4). These 
cells probably represent the desiccated, flattened, cornified cells of 
the stratum corneum, as the stratum corneum extends for a .short dis- 
tance inward along the ducts. 
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The “elastieo-muscular” apparatus as described by Liperovsky® 
although present in all specimens varies in different specimens as to 
the amount of elastic tissue and smooth muscle. 

Finally, it is not unreasonable to ascribe to these structures that 
are found in the nipide certain features of practical importance. The 
plugs •which are formed in the milk ducts may serve to prevent bac- 
terial -invasion of the deeper portions of the duets and of the glands 
Avhere, in the resting stage, there is onl3’- a single lajmr of euboidal 



Fjp 4. — Cro-is .section of a milk duet in the nipple of an adult female with a lesting 

mammarj- eland. 


cells. The sebaceous glands of the nipple which are not associated 
with hair follicles, maj’’ be assumed to repi’esent a mechanism for 
lubricating the surface of tlie nipple, as suggested bj' Piersol and 
Jackson. During lactation, this lubricating material would probably 
tend to prevent the diying action of the infant’s saliva and of the 
milk during evaporation, and thus would in the end prevent desicca- 
tion of the deeper layers of the corium with re.sultant cracking of 
the skin. 
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OUTLET PELAUMETRY AND ITS IMPORTANCE 
By C. 0. McCormick, A.B., M.D., Indianapolis, Indiana 

(Associate in Ohsfctric Dopartment, Indiana University School of Medicine) 

A fter wliat perhaps might be termed a rather limited though 
diligent obstetric practice, I desire to present some of the im- 
pressions I have had regarding the pelvic outlet, based on practical 
experience and the opinions of modern authorities. I have long 
wondered why, in our average modern textbook, to a greater degree 
in our obstetric teaching, and by far a still greater degree in practice, 
so little stress is placed upon the pelvic outlet compared with the 
pelvic inlet. The experience of all who have done only a moderate 
amount of obstetrics and the expei'ienee of those Avho have done 
enough to compile long lists of reliable statistics, has shown that 
difficulties arising at the outlet are not only ofttimes equally severe 
to both mother and baby, but are also many, many times more fre- 
quent, and the resulting pathology and permanent injury perhaps 
ten to one as common as at the inlet. Again, all common measure- 
ments of the inlet except the internal conjugate are external, indirect, 
and inaccurate and of no value except in classifying the type of pel- 
vis, while those of the outlet are direct, easilj'- accessible and accurate 
as far as exactness is possible. Then, too, the baby’s head, which 
after all is the onlj^ real pelvimeter, can be readily applied either 
manually or by test of labor to the inlet, and the proportions ad- 
judged, but certainly not to the outlet until late in labor, which, 
indeed, is too late if the outlet proves small. 

The normal female pelvic outlet may be considered a true rhomboid, 
whose transverse and anteroposterior diameters are 11 and 11.5 cm. 
respectively. For practical purposes it is composed of two triangles, 
an anterior or urogenital and a posterior or rectal. These triangles 
have a common base, tlie bisischial or transverse line joining the 
ischial tuberosities. The apex of the anterior is formed by the lower 
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edge of tlie symphysis while that of the posterior is formed by an 
equally rigid, fixed point, the tip of the sacrum. The boundaries of 
the two triangles differ chiefly in that the legs of the anterior are 
composed of rigid iionjdelding bony barriers, the descending and 
ascending rami of the pubis and ischia, while the legs of the poste- 
rior are composed of the soft, yielding parts, mainly the levator ani, 
coccygeus, the superior and uiferior pelvic fasciae, and less immedi- 
ately the great and small sacrosciatic ligaments. 

The diameters of the outlet commonly taken are the transverse, the 
anteroposterior, the anterior sagittal, and po.sterior sagittal. It is 
also customary to note the angle of the pubic rami as narrow, broad, 
or normal by outlining the rami Avith the fingers or thumbs. As to 
the diameters, my experience has demonstrated to my satisfaction 



Fig. 1. — Measuiing tiansvor.se cllaincter Fig. 2. — iloa.suiing tran.svorse diameter 
with an inlet pelvimeter. with Williams’ outlet pelvimeter. 


that there are but two practical diameters, the transverse or bisischial 
and the posterior sagittal, first described by Rudolph Klien, in 1895, 
as that diameter extending posteriorly from the middle of the trans- 
verse or bisischial to the tip of the sacrum. 

The tcclmic of taking llicso diamcteis is as follows: The patient is placed in tlic 
exaggerated lithotomy position with the hips well over the edge of the table. This 
position greatly facilitates measurement because it forces the ischial tuberosities into 
]iromincnce, and is little shoit of impei-ative in order to obtain accurately the posterior 
sagittal. The patient having been placed in this position, the i«chial tuberosities arc 
carefully palpated with the thumbs at the widest transverse diameter. This line will 
1)0 found to pass transversely across the anterior border of the anus. I wi=h partic- 
ularly to enrphasirc this point, because I find that the average student or the one 
unfamiliar with pelvimetry almost invariably locates this diameter one or two centi- 
rrreters anterior to the anus, and thereby gets a reading erroneously short because of 
the corrverging rami. Having located the diameter, the thumbs arc tlicrr so arranged 
that the pianos of the thrrnib rrails correspond to the pianos of the inner surface of 
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the ischial bones. An assistant then measures the distance between the thumb nails 
with an appropriate pelvimeter (Fig. 1), or the examiner can conveniently perform 
the measurement alone by employing a .special outlet pelvimeter, such as designed by 
Williams (Fi,g. 2), or DeLee. lie may still more simply perform this maneuver by 
using an ordinary linen or steel tape stretched against the tuberosities over the 
thumb ends (Fig. 3). And what is still a more ready, though inaccurate, yet prac- 
tical method in noting lateral contraction is passing tlie fist transversely between 
the iscliial tuberosities (Fig. 4). The average fist is 8 cm. mde and if it can be 
comfortably passed the average head will come through. 

The measuring of the posterior sagittal is much less simple, largely because its 
extremities are decidedly less accessible. The anterior extremity is centrally located 
on the fixed transverse interischial diameter, while the posterior is represented by 
the tip of the sacrum. The latter is rather difficult to demonstrate unless the pa- 
tient’s hips are well over the end of the table and the thighs well flexed. With the 
index finger in the vagina, the thumb is placed over the region of the coccyx. By 
moving the coccyx back and forth, the sacrococcj'geal joint is deteimined and indi- 
cated by marking on the skin with a blue pencil. 



Fig’. 3. — Measuring transverse diameter Pig. 4. — Estimating transverse diameter 
with tape. by passing fist between ischia. 


The original instiument devised for measuring this diameter was first described by 
Klien.i The common objection to it and to some of the. modifications that followed 
was that it required an assistant. Thoms’ modification is supposed to avoid this 
objection, and although I am quite familiar with it, and use it altogether, I must 
admit that an assistant is an added advantage and I believe that so far as the instru- 
ments that have boon devised up to date are concerned, an assistant is always quite 
necessai-j' in taking the measui’cment accurately. An instimmcnt whieli bids fair to 
be a one man instrument (Fig. 5) devised by George 11. Pierce, la of Now Yojk, 
has recently come into my possession. TIio device of Thoms as well as the original 
of Klien, is so constnicted that it may also be used to measure the transverse by 
placing the thumbs in the hooks and pressing them against the inner surface of the 
ischial tuberosities. Tlie reading on the ciossbar is noted, and then the thumbs are 
removed and the transverse bar is hold in place with the fingers of one hand, while 
the free compass point is applied to the tip of the sacrum indicated by the pencil 
mark (Fig. 0). The extent of the mca.suioment is indicated by a .scale graduated 
on a special arm of the fixed leg of tlie compass. Owing to the thickness of the 
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sacium, the reading is over coiiect hy 1 cm., which should be subtiacted. The nor- 
mal net is 7.5 cm. 

Some consider the iiostcrior sagittal as mcasuied from tlie middle of the tians- 
verse to the tip of the coccjui, but as pointed out by J. C. Hirst, 11,= this is incoiTCct 
because the coccyx rarely obstnicts labor, and in addition its tip does not lie in the 
true plane of the pelvic outlet. To obtain the auteiior sagittal, the instrument is 
lotated 180 degrees and the distance similaily measuied fiom the transverse to the 
lower margin of the sjuuphysis (Fig. 7). This normally is 6 cm. 

If one is not equipped with a special pelvimeter ho may satisfactorily take this 
diameter in average cases by placing a tongue depressor or piobe along the trans- 
vcise and measuie with an inlet pelvimeter fiom the middle of the straight edge to 
the tip of the sacrum (Fig. S), substracting 1 cm.; or ho may measure from the 
middle of the straight edge to the tip of the coccyx with either the inlet pelvimeter 
or ordinaiy tape (Fig. 9) adding 2.5 cm. to allow for the backward deflexion of the 
coccyx. 



Fig. 5. — Outlet pelvimeter designed by George H. Pierce. 

The simple diiect manual method dcseiibcd by Edgar has not been found practical, 
especially wheic contraction exists. It is peifoimed as follows: hlake horizontal 
pencil maiks over the ischial tubeiosities indicating the extremities of the intci ischial 
diameter. The whole right fist is pressed into the rectal triangle, the ulnar border 
being carefully adjusted to the sacrococcygeal joint. The upper surface of the irrdex 
finger or the semiflc.xed thumb is made by exterrsiorr or flexion to come in contact 
with the center of the inter ischial diameter represented by a straight edge, such as a 
uterine applicator or heavy probe, joining the horizontal marks over the ischial tuber- 
o.sities. The fist is then withdrawn and measured with a pelvimeter and the poste- 
rior sagittal diameter ascertairred. Irt this instarree 1 cm. is rrot subtracted. 

Again, the geometric method of calculatin,g the diameter in question, fir.st sug- 
gested by Biddle, may bo accepted as satisfactory. Take the square root of the dif- 
ference between the square of the ischiosacral and the square of one-half the inter- 
ischial. The result will bo the posterior sagittal. Calculation may be avoided by 
constructing a table, giving both the i.sclriosacral and the posterior sagittal diameter 
for each centimeter of shortening of the transverse. 

There seems to be a sufficiently constant relation between the distance between 
the superior posterior iliac spines, oulinarily known as the transver.=« diameter of the 
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ilioraboid of Micliaelis, and the tiansveisc of the outlet to gi\e this lelation some 
piactical value. I have found these dianietcis equal -rtithin 0.5 cm. in ovci 95 per 
cent of eases measuied, langing fiom 6 to 11 cm. In otlier ivoi ds, a nanoiv rhom 
bold of Michaclis is vciy indicative of a naiiow outlet, and a loutine picnatal exam- 
ination should include inspection of this iliomboid. Because in addition, the length 
of this rhomboid seems to have a definite relation to the conjugata veia — a sliort 
ihomboid foictelhng a conti acted inlet. 






Fiff. G — Measuring: posterior sagrittal Fig. 7. — Measuring’ anterior sagittal dia- 
diameter with Thom's instiument. metei with Thom’s mstiument. 



Fig. 8. — Measui ing posterior sagittal Fig. 9. — Measuring posterior sagittal 

diameter with stiaight edge and inlet pelvl- dlametei with straight edge and tape, 
metei. 


It would be unjust not to mention the diligent effort made during 
the last five or six 3^ears both abroad and at home in the field of 
roentgenologj’’’ as regards pelvimetiy, and strangelj’^ enough in many 
instances emiihasizing the outlet. The articles are largelj^ technical 
and appeal chiefl.y to the x-ra.r technician. The limitations of this 
paper do not allow of further discussion except that rocntgenographic 
measurements in women far advanced in pregnancj’ are unreliable. 
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and if abnormalities are suspected, especially at the outlet, tlie exam- 
inations should be made early in gestation. Then, too, quite recently 
a series of cases has been reported by two very rejautable authorities, 
questioning the safety of roentgenography during gestation, espe- 
cially during the early weeks, because of the deleterious effect upon 
the fetus. 

Outlet pelvimetry allows us to recognize the most common pelvic 
deformity in the American white woman, namelj’', the contracted out- 
let pelvis, commonly known as the funnel pelvis. Of all pelvic de- 
formities in the white woman, it constitutes 44 per cent.‘‘ This is in 
marked contrast to 15 per cent in colored women. Its frequency, ac- 
cording to Williams, ° Thoms,® and Williamson"^ is from 5.3 iDcr cent 
to 7.7 per cent. Without pelvimetry’’ this deformity is usually not 
found until late in labor, and is the most common cause of outlet 
difficulties. 

This deformity, where outlet pelvimetiy is not employed as a 
routine, is especially liable to be noted in that form of funnel pelvis 
known as the muscular type, which has been given considerable con- 
sideration in recent obstetric literature.®- ° The characteristic, ab- 
normally large inlet measurements together with the muscular 
make-up of the patient, is quite likely to throw the novice off his 
guard. He may also overlook the accentuated lumbosacral angle 
bearing the high promontory which prevents head engagement, and 
he is liable to he further misled by not taking into account the fact 
that these patients characteristically give birth to stocky, bony- 
headed babies. Early recognition in these cases often thwarts disas- 
ter to both baby and mother, by calling for early cesarean section. 

In contracted outlet the transverse diameter is 8 cm. or less, the 
arch thus being of the male rather than the female type. In this par- 
ticular an 8 cm. or less transverse is to an outlet, what an 8 cm. or 
less conjugata vera is to an inlet, in that both afford Avarning of 
probable difficulty. 

The prime significance of the narroAved outlet is in the fact that in 
the normal female pehds the pubic angle varies from 70 to 100 degrees 
and usually is a right angle, the occiput rotating under the arch 
emerges immediately beneath the pubis, tlie stress of the delivery is 
borne by the urogenital triangle, AA'hile in the narroAved outlet, the 
occiput is made to escape aAvay from the arch and the head is forced 
on the perineum and against the coccyx and sacrum, the posterior 
triangle thus becoming the aAmilable outlet. Consequently various 
degrees of lacerations of tlie perineum, levator ani, pelvic fascia, and 
rectum result, Avith perhaps fracture of the coccyx, and should the 
sacral tip be far forivard, deliveiw becomes impossible. 

In deciding Avhether the head Avill or Avill not pass the outlet, it is 
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important to know tlie transYcrse and posterior sagittal diameters. 
In general, if the transverse is over 8 cm. no lurllier measurement of 
the outlet need be taken. IloAvever, if it is 8 cm. or less, it is im- 
portant to measure tlie posterior sagittal as above described. If the 
physician is not ecpiipped or does not feel competent, he .should, for 
his patient’s sake and his oivn peace of mind, obtain the help of one 
sufficiently qualified to make the measurements. This is especially 
true in cases having a history of previous outlet difficulties. 

It often happens that, although the transverse diameter is con- 
tracted, the posterior sagittal may be normal, or, indeed, may be of 
a compensatory extent, thus alloiving the passage of a normally sized 
baby. The compensatory relation of these tivo diameters as compiled 
by Williams^^' is as folloAvs; 
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A similar analysis of the importance of the relation of these two 
diameters in contracted cases has been emphasized by J. C. Ilinst^' 
through the formula known as the “Index of the Outlet” devised by 
C. D. Daniels, of Philadelphia. This index is derived by taking one- 
half the product of the tran.sverse multiplied by the posterior sagittal; 
i.e., one-half the base by the altitude. Hirst gives this normally as 

~ ^ ^ ^ 0^' 55 square cm. This 55 square cm. is called the normal 

“Index of the Outlet.” If this index is 55 to 35, siiontaneous delivery 
is the rule ; if 35 to 25 considerable difficulty Avill be experienced ; and 
under 25, delivery from below is very liable 1o be insurmountable. 

These variations may be graphically giA^en tlius: 

11x 10 7 x 10 30 x 7 6x9 6x7 

2 ' ^ “ 2 “ 2 ^ 

Noinial iiule.\ of tlie outlet, .15, — .spontaneous. 

Index down to .'!.l, — possible outlet forceps. 

Index from r,:l to 2.1, — usually forceps. 

Index 2.1 or below, — practically obstructive. 

This formula assumes the normal posterior sagittal to be 10 cm., 
the same as originally described by Klien, Avhieh, to be exact Avas 
9.95 cm. Practically all .i\meriean clinics find it to be 7.5 cm. It 
is difficult to reconcile this discrepancy but possibly the Geimian 
Avomen of Klien ’s clinic normally haA'e approximately 10 cm. posterior 
sagittals, for he found a lateral contraction of 24 per cent, Avhich is 
four times that found among American Avomen. 
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Of course this index, as Avell as the table of Williams in {reneral 
applies to the baby Aveighing at least 7 pounds and not necessarily 
to smaller babies. J. C. Hirst, 1 1,’- reports tAvo cases in Avhich the 
babies Aveighed over 6 pounds, tlie one case having an index of 23.5 
and the other 22. Each child surviA'cd ; in the latter case, howeA’er, 
the baby shoAved signs of cerebral pressure for a time. 

I have found this “Index of the Outlet” very applicable for teach- 
ing purposes in that it readily clarifies tlie subject for the average 
student. 

Neither of these tAvo mathematical guides sliould be accepted too 
dogmatically in all cases, because the occasional exception does occur. 
The ability of a child’s head to mold, tlie jiosition, the vis a /ergo, and 
the patient’s age are potent factors. 

lIoAvever, I do not believe that a pallid. gas])ing baby, finally resusci- 
tated, beginning existence Avith minute hemorrhages permeating its 
brain, and a mother Avith a mutilated jicrineum left to bear the 
secpielae of disease and discomfort therefrom, constitutes- good ob- 
stetrics. 

It is not Avithin the realm of this paper to discuss the effect of the 
contracted outlet upon presentation, mechanism, and conduct of labor. 
Yet it is difficult not to correlate a feAV practical facts arising from 
outlet pelvimetry; e.g.. if pelvimetry shoAvs a contracted outlet and 
the baby is of average size, an episiotomy is indicated, AA'hen delivery 
is to be conducted from beloAV. Not only is an ejiisiotomy indicated, 
but the type suggested; namely, the mesiolateral instead of the 
median. The median AA'ould lead to a possible extension of the tear 
into the rectum, especially if the size of the baby or the amount of 
contraction is underestimated. The mesiolateral e])isiotoniy Avould 
permit of further extension, if necessary, into the less important tissue 
of the ischiorectal fossa, and if still further extension of the incision 
is indicated, it may be continued po.steriorly as a concentric incision 
from 1.25 to 1.5 inches about the anus toAvard the midline, thus per- 
mitting the baby to be delivered brsir/c the rectum rather than 
through it. This modification of the mesiolateral e])isiotomy Avas first 
adA'oeated by Schuchart. 

Again, the ob.stetrician. if cognizant of a contracted outlet, is most 
likely to be prepared to assist Avith forceps, if indicated, and knoAving 
the situation, is apt to interfere earlier and not permit an unneces- 
sarily protracted labor. Ilis interest in the oversize and ])re.sentation 
and position of the baby AA’ill also be stimulated. This early inter- 
ference may take the form of a pubiotomy or ce.sarean. depending 
upon the situation and indiA'idual operator. F. S. NeAA'elP’’ in a recent 
communication reports haA'ing seen 3 or 4 cases of ruptured sym- 
physis from the IcA'erage of forceps in endeaA'oring to AA-ork a head 
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throiigli a contracted outlet. He states further that if the outlet had 
been carefully measured and the condition appreciated the deplorable 
accident could have been avoided by selective cesarean. 

The accoucher will put a very unfavorable prognosis on a breech 
presentation and will avoid, if possible, a breech extraction because of 
the inability to deliver with sufficient rapidity the after-coming head, 
which not seldom requires forceps. DeLee^'* states clearly that a 
large number of these babies are lost, if not through forceps, by 
craniotomy. 

For the same reasons the accoucheur, once awakened to a nar- 
rowed outlet, most likely will forsake that most commonly used of all 
emergency operations, the internal podalic version. Large shoulders 
and extended arms will afford him additional anxiety in both these 
groups of cases. 

Narrow outlet pelvimetry will make the physician skeptical of a 
posterior position, especially if the head is high when labor begins, 
even though the transverse is up to 8 cm. He will also realize his 
handicap in attempting a Seanzoni on these cases. He will assume an 
unfavorable attitude even in the anterior positions if the head is 
above the spines when labor begins and the transverse is less than 
8 cm. Thus the pelvimetry makes him place a special value on the 
different positions of the head. Also, if aAvare of lateral contraction, 
the conduct of labors complicated by eclampsia, placenta previa, pre- 
maturely separated placenta, and other emergency complications, will 
be governed differently than in normal outlet pelves. 

From the foregoing, it may be conservatively concluded that pelvim- 
etry of the outlet has a most distinct importance in successful ob- 
stetrics. I agree with EhrenfesF® that too much attention is given 
to the measurement of the true conjugate and mensuration of the 
pelvic outlet neglected. As a matter of fact I firmly believe there is 
more practical' obstetrics at the outlet than at the inlet. It certainly 
is the most important pelvimetry for the general practitioner. As 
pointed out by Jellinghaus’^® — “It is so easy — ^requires no fuss or pain 
to the patient. Even if a man were too lazy to measure the posterior 
sagittal — ^lie could benefit a whole lot by just measuring the trans- 
verse.” 

Because the bulk of obstetrics todaj’- is performed by the general 
practitioner, and the majority of our medical school graduates become 
general practitioners, and because contracted pelvic outlets with their 
sequelae are so prevalent, I am of the emphatic opinion that the prog- 
ress of obstetrics cannot be advanced any more rapidly todaj’^ than by 
greatly emphasizing this important subject of outlet' pelvimetry in 
our textbooks and in all our practical obstetric teaching. 
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THE EADIOTHERAPETJTIC MENOPAUSE: ITS 
SIGNIFICANCE AND iSIANAGEMENT^' 

By James A. Corscaden, M.D., New York, N. Y. 

INTRODUCTION 

T he great frequency tvitli which it becomes necessary to bring about 
an artificial menopause, either by castration or radiotherapy, de- 
mands that the causes of the manifestations commonly associated with 
this state be aceui-ately determined so that its management may be put 
on a rational basis. This knowledge can be obtained only by observing 
the patient for at least eighteen months, assuming that the menopause 
is established when amenorrhea has persisted that long, and determin- 
ing what symptoms and conditions liave really occurred, coincident 
with the onset of the amenorrhea. TJie opportunity to make this study 
has come through the follow-up system at the Presbyterian Hospital 
which brings back 80 per cent of the patients for personal examination 
and yields information concerning the general earning capacity and 
subjective sensations of the patients in over 95 per cent of the cases. 

The complete study covers both the castrated women and those 
treated by radiotherapy. The present discussion is limited to the con- 
sideration of the latter: it is a purely clinical study and avoids as far 
as possible the fascinating speculation as to the mechanism by which 
the cfieets are brought about. 


Road at n mooting of the Nev Vorii Obatetricnl Society, December, S, 5 325. 
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METHOD 

Tile material for the study is taken from the records of 206 patients 
who have had a radiotherajieutic menopause. The conditions selected 
for study comprise those which at the present time are commonly asso- 
ciated with the spontaneous “change of life” by both lajnnan and phy- 
sician. The word menopause, strictly speaking, means cessation of 
menstruation. By tradition and common experience it has come to 
imply much more ; to include a group of diseases, sjunptoms, and 
conditions which is constantly diminishing as the real causes are dis- 
covered and the need of attributing them to the “change of life” 
eliminated. This group has, in the past, included practically every 
abnormal sensation and disease; serious diseases such as cancer, Bright’s 
disease, diabetes, osteomalacea and tetany; all sorts of cutaneous mani- 
festations, and nearly all the symptoms referable to the various body 
systems, notably nervous diseases and insanity ; obesity, changes in sex 
characteristics, premature old age, and latterly many vague disturb- 
ances of general health and vitality tliought due to disturbances in the 
endocrine balance. 

Our selection has shortened the list to the following subjects, because 
they are commonly met with in the literature of the normal menopause 
or are in the minds of most women, particularly when facing the 
prospect of an artificial menopause; earning capacity, changes in 
weight, in age appearance and in sex appearance, libido, changes of 
blood pressure, in the joints, and in the nervous condition of tlie patient; 
hot flashes, and other unaccustomed sensations. Of late we have made 
some observations on the basal metabolism, imping to tiirow some light 
on the question of obesity. 

The cases have been divided into three groups, those under the age 
of twenty-five, to study alteration in physical characteristics in the 
young; those between twenty-five and tliirty-eight years of age, to 
include the active childbearing period; and those of thirty-eight or 
over, because this age is commonly regarded as being the normal limit 
of tile spontaneous menopause. 

The patients were made eitlier permanently amenorrlieic by radium 
or x-ray or were so at tiie time that the observations were made. This 
group is small since our policy for several years lias been to eitlier give 
a full sterilizing dose or to avoid the use of radium or x-ray entirely. 

GENERAL CONDITION 

Explaining tlie tables concerning the subjects .studied we find that 
the general condition and earning capacity has improved in practically 
every case because tiie patients iiave been relieved of ailments more or 
less incapacitating. The only exceptions to this general improvement 
have been six women whose nervous condition has prevented them from 
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utilizing tlie physical strength ^Yhich they possessed. Even sufferers 
from tuberculosis, being relieved from loss of blood, have increased their 
activities. The weight has, for the most part, increased a few iiounds, 
an average of six pounds in the cases observed. A few lost weight 
when their normal exercise was resumed. In only a fe-vv instances has 
there been a great increase in weight. Whatever may be said of the 
spontaneous menoj)ause, it has not been our experience that obesitj" has 
been a prominent symiotom arising after the artificial menopause. 

The age apjoearance, as indicated by graying of the hair, wrinlding 
of and changes in the color and texture of the skin, is obviously diffi- 
cult to appraise. In only two women of the series have these changes 
been abrupt enough to be considered as the result of loss of menstrua- 
tion. This manifestation was particularly studied in the younger 
women. In them the only difference noted was in the color and texture 
of the skin which seemed more salloAV. 

The sex appearance was appraised by noting clianges 'in hair dis- 
tribution, voice, attitude toward the opposite sex, libido, tlie breasts, 
atrophy of the external genitals and vagina, and the size of the uterus. 
The only change noticed was that almost invariably the uterus, in- 
cluding the cervix, was very definitely and in many eases greatly 
reduced in size. Libido likewise seemed to be unclianged altliougli the 
accuracy of the information on this point may be questioned. 

Since the publication of Cecil’s article on CUmacieric Arthritis, we 
have endeavored to note the occurrence of this condition in our women. 
The information is as yet fragmentai’y. I feel at liberty to say that the 
number of women Avho developed joint symptoms within two years of 
the induction of the artificial menopause in the series of eases here 
studied is so small that this difficulty had not attracted my attention 
as one resulting from the procedure. We liope later to present a more 
detailed report. 

During the past year, we liave studied tlie basal metabolism of 11 
patients before and after tlie artificial menopause. Of lhe.se, none has 
shomi a change in the inetabolic rate witliin a year. One as low as 
17 per cent minus and anotlier 22 ])cr cent plus have remained un- 
changed. The greatest change was from plus 6 per cent to minus 6 
per cent, both considered normal rates. 

Hot flashes have occurred with such frequency that we regard them as 
a normal manifestation and the one definite indication of the ]n-esence 
of the menopause. The occurrence and severity as indicated in Table I 
are about the same as one woxdd expect in the spontaneous menopause. 
It is difficult to determine the nature of the hot flash and the sweats 
that so frequently go with it. The conventional hypothesis that it is 
due to irritability of the sympathetic nervous system controlling the 
tei'ininal blood vessels and sweat glands is satisfactory for the present. 
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TuE Symptoms of the Artificial Menopahse 



under 25 

25-38 

38- 1 

TOTAL 

Hot flashes 



1 


Absent 

3 

6 

14 

23 

Mild 

6 

17 

106 

129 

Severe 

1 

2 

14 

17 


10 

25 

134 

169 

Nervousness 





Unchanged 

4 

5 

24 

33 

Improved 

4 

13 

43 


Mod. severe 

1 

5 

42 

1 48 

Severe 

1 

1 

5 

7 • 


10 

24 

114 

148 

Age appearance 





Unchanged 

5 

0 

50 

j 55 

Older 

3 

3 

14 


Younger 

3 

1 2 

2 

7 


11 

5 

66 

82 

Secondary sex pliaracteristics 





Changed 

0 

0 

i 2 

2 

Unchanged 


32 

29 

67 



32 

31 

69 

Libido 





Unchanged 

3 i 

8 

25 

36 

Heoreased 

1 

0 

1 

2 

Diminished 

0 

0 

2 

2 


4 

8 

28 

40 

Blood pressure 





'Unchanged 

5 

14 

63 

■ 82 

Increased 

0 

0 

16 

16 


5 

14 

79 

98 


A studj’' of tlie blood pressure shows that in 16 patients or 19.6 per 
cent of all the eases observed, there was an increase' of over 20 mm. of 
mercury wdthin eighteen months after treatment. It is interesting to 
note that aU of these rises occurred in women thirty-eight years of age 
or over. The mechanism by which the increase is produced is difficult 
to determine. 'Without having made a careful blood chemistry study 
in all of the eases, it has appeared that the rise in blood pressure has 
paralleled the general behavior of the women experiencing it or has 
been a symptom of kidney disease. 

For example, a woman, of forty-five was treated because of persistent uterine 
bleeding wliicli was of a character that suggested the possibility of carcinoma. She 
returned four months after the operation in a state of considerable agitation witli 
tho carcinoma question still unsettled in lier mind. Her blood pressure measured 
190/90. Sho was readily relieved of the worry about the carcinoma and because of 
the high blood pressure was referred for investigation of her kidneys. About three 
hours after the first blood pressure measurement, after lunching and strolling through 
the park, sho had a blood pressure of 122/85. The elevation in this case was obvi- 
ously due to her nervous tension. Another case occurred in a woman suffering from 
a severe anxiety neurosis, who continually haunted the offices of the throe physicians 
who were interested in her, endeavoring to get them to admit that her friends were 
in a conspiracy to defame her character. This condition of mind had existed for a 
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period of several years before the operation, and blood pressure taken at that time 
was sometimes high and sometimes low. Following the operation, the nervousness 
increased for nine or ten months and Avith the increase of the mental excitement her 
blood pressure steadily climbed from 130, postoperative, to '170. As she became 
calm and more normal in the course of another eight or nine months, the blood pres- 
sure dropped and has remained in the neighborhood of 140. A third type of hyper- 
tension occurred in the wife of a college professor; their modest circumstances 
caused her to worry about how to make ends meet and to maintain her position in 
the college community. She had no particular neurosis but was under a continuous 
tension. Her blood pressure was 150/100 before operation and has continued high, 
being 200/140 one year after operation, and 180/115 two years after operation. 
During this time she had pufhness of hands and feet and turned out to be a definite 
case of chronic nephritis. 

In summary, these observations would indicate that a moderate eleva- 
tion in blood pressure may occur after the establishment of the artificial 
menopause in women of thirty-eight or over and that this rise is due 
more to renal disease or to the general mode of life and emotional state 
of the individual than it is to the loss of the ovarian substance. Tins 
conclusion is reinforced by the experience of Doctor Sharlit; namely, 
that in hypertension occurring in the spontaneous menopause the use 
of ovarian extract alone without changing the mode of life and mental 
attitude of the women has failed to lower the blood pressure more than 
a few millimeters, although at the same time it has caused a marked 
diminution in the hot flashes. On the other hand, experimentally, 
Hoskins and 'Wlieelan^ were able to show in castrated animals an in- 
creased blood pressure respon.se to injections of nicotine. 

NERVOUS SYMPTOJtS 

hlore important, perhaps, than any of the other symptoms are those 
referable to the nervous system, because they, of all the symptoms 
anticipated, are most feared by the patient and most difficult for the 
physician to understand and relieve. 

In a group of 148 eases in whom nervous symptoms were recorded, 
there were seven cases of serious nervous disorder, all occurring prior 
to 3921. Of these, five were in women beyond thirty-eight years of 
age, one at the age of thirty-seven, and one at twenty-three. Forty- 
eight women were worse off nervously than they were before treat- 
ment, but were not disturbed enough to demand serious consideration 
or treatment, while 33 could appreciate no change in their nervous 
state, and 60 felt decidedly better. 

Of the seven women suffering from severe nervous diseases, two had melancholia, 
four an a 7 ixiety neurosis, one of which was of a paranoid form, and one was an alco- 
holic. Of the two cases of melancholia, one was insane at the time she was treated 
althougli it was unrecognized by us. the duration of the nervous disorder being only 
determined after she w.as committed for her insanity. The second case of melan- 
cholia was very mild, shoxild perhaps bo called merely an exaggerated anxiety neu- 
rosis; and occurred in a spinster of forty-five who had never been out of a small 
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village and was a typical sliut-in, protected, and at the same time regarded as a 
Inirden by her brothers and sisters. Bhe showed groat agitation while under treat- 
ment, had an attack of weeping and self-pity during the consultation and during 
the recovery from the anesthetic given for diagnostic curettage showed a most 
marked antagonistic anxiety, complaining that hysterectomy had been performed in 
spite of promises to the contrary. These anxieties increased in number, especially 
with the beginning of hot flashes. She voluntarily went to a sanitarium for three 
months. She was later cared for at home, gradually recovered and three years after 
the induction of the artificial menopause resumed a normal life. In connection with 
the nervous manifestations occurring in this woman, it is intcie.sting to note that the 
family of the patient appreciated the mechanism by whicli the severe nervous state 
was brought about; the development of abnormal ideas suggested by ill-advised un- 
favorable predictions on the part of friends and of two physicians. The firmness of 
their conviction that the psyeliosis was not due to the artificial menopause and loss 
of ovarian function is indicated by the bringing of another sister with precisely the 
same condition (menorrhagia, libromyoma of uterus') for precisely the same treat- 
ment eight year's after tlie first sister liad been treated. The woman with alcoholism 
was treated in tlie liope that the complete menopau.“e miglit terminate her agitation. 
Up to two years after the operation, it had made no dilTercnce in her habits. 

Of the cases suffering from an anxiety neurosis, one was a woman aged twenty- 
three, the only young woman so afllictcd. She was a moron with the mental age of 
possibly ten years; she had liad several operations to stop uterine bleeding and 
finally came for radiotherapy. She was amenorrhcic for throe years. During this 
time she had hot flashes and many other symptoms, all of which were attributed by 
her mother, who seemed to have more anxieties than the patient, to the absence of 
menstruation, including oven an attack of duodenitis witli jaundice. She begged 
incessantly to have bleeding restored. She was told that menstruation could not bo 
brought back, but that we could cause bleeding from the vagina. This she asked to 
have done. Aecord'ingly under local anesthetic a slit was made in the wall of the 
vagina and some small A'cins opened which bled with satisfactory profusencss for 
three or four hours and showed some blood for two days. The patient’s complaints 
ceased for about five weeks and then returned with as great severity as ever. The 
ccssati.ui of symptoms demonstrated that the major part of the patient’s distress 
was mental and that the physical part, for a peiiod as long as five weeks was not 
sufficient to cause complaint on her part. It also demonstrated the fallaciousness of 
using a placebo in serious disorders. The other three cases of anxiety neurosis would 
be described as moderate, except that there was considerable interference with their 
normal life which required constant management over a pciiod of two years in one 
case, and five years in another. 

The group described as being moderately nervou.s felt mostly an 
emotional instability, irritability, and a sense of incompetence. They 
Avere anxious about the significance of their multitudinous sensations 
and attributed them all to the menopause. Some of tlie women in 
executive positions, including social Avoi’kers and nurses in charge of 
hospital activities felt a loss of poAver to concentrate. It was difficult 
to tell whether the lack of concentration was due to any chemical change 
that may hare occurred or Avhether it was due to the distraction caused 
by their fears and un com foi’t able sensations. These rvere varied but 
for the most part Avere exiiressed as tingling in the fingers, numbness 
and an inability to hold small objects, itching in part or all over the 
l)ody, or sensations of coldne.ss in the hands and feet. 
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Most interesting is the observation timt in 22 i>er cent of the eases, 
tlie nervous condition was unchanged and in 40 per cent was ini])rovcd, 
making a total of 62 per cent who were unchanged or better. Tliis is 
explained by the circumstances under which the artificial meno])ause 
was induced. These were sick women. They were worried about cancer; 
many were anemic and prostrated. Tlie relief from their anxiety, the 
termination of their hemorrliages with consequent improvement in 
health and complete freedom to follow their normal ])ursuits over- 
balanced the discomfort of the hot flashes and any tendencies toward 
anxiekv neuroses. 


Tablk II 

Shoaving IK A General Way That the Severity or the Xervous Sympto.ms Ruk.s 
Parallel to the Severity of the Hot Flashes 


AGE 

HOT FLASHES 

1 xERA'ors symptoms 

IMPROVED 

1 rKI'HAKGED 

MODERATE 

SEVERE 

TOTAL 

1(5 

Ahsent 

1 1 

1 

1 

0 

o 

to 

Mild 

o 1 

«l 

•> 

• > 

0 

• 0 

0 

25 

Severe 


0 

0 

1 

1 

25 

Absent 

1 

1 

1 

0 

3 

to 

Mild 

12 

1 

0 

0 

1.3 

38 

Severe 

n 

0 

4 

1 

5 

.38 

Absent 

5 

• > 


0 

0 

mid 

Jlild 

38 

2.0 


i 0 

0.3 

OA-er 

Severe 

0 

o 

mmmrn 

1 •> 

14 

Total 


GO 

40 

40 1 

7 

147 


It is interesting to attempt to determine the mechanism which brings 
about these nervous manifestations when they do occur, for upon such 
a determination ivill our management of the ]iroblems depend. At the 
present time there are two schools, the endocrinologists who attribute 
the disorders to the absence of certain chemicals in the body, and on 
the other hand the psychiatrists who regard them as of the same nature 
as other similar nervous disorders regardless of sex, time of life, or state 
of the reproductive system. That the endocrine disturbance jilays some 
part is assumed because of the frequent molimena accompanying men- 
struation, such as headache, vomiting, mental depression, and irrita- 
bility. Also it is common knowledge that many changes in the emo- 
tional state, sense of well-being, and general health occur in pregnant 
women. There is. moreover, abundant exjierimental evidence of pro- 
found effects of ea.stration in young animals, and clinical thera])entic 
evidence presented by the endocrinologists. Table II showing the re- 
lationship of nervous symptoms to hot fla.shes indicates that the severity 
of the two symptoms runs more or le.ss parallel. If Ave take the hot flash 
as a standard of the menopause, this jiarallelism might further point 
toAvard an endocrine basis for the neurosis. 

IIoAvever. nn' failure iq) to 1921 to rclicA'e these symptoms by the 
administi-ation of ovarian substances, and the greater succe.ss resulting- 
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from the application of the principles given below makes it advisable, 
from the practical standpoint, to discuss these rather than the endo- 
crinologic factor, I will attempt to outline the causes of the neuroses 
on the basis of their being psychogenic in origin and will take the liberty 
of stating the principles didactically, my own conclusions from the 
observation of these cases coinciding remarkably with those of Norberry 
and Dollear,^ Adler,® Smith,^ and Gasamajor® upon the neuroses of the 
spontaneous menopause. 

The predisposing causes of an involutional (menopause) psychosis 
are heredity, preexisting diseases and intoxication, especially syphilis, 
and especially preexisting evidence of an abnormal nervous make-up 
(the neurotic constitution, Adler). "Without exception, the seven cases 
of severe nervous disorder here presented had given evidence of a 
defective nervous constitution. 

Next in importance is the development of abnormal mental habits. 
In women this is paidicularly easy in matters concerning sex. These 
are : 

Feeling of inferiority of the female sex. (a) Their physical strength 
is obviously less than that of the male, (b) Emotionally, they are I’e- 
garded by themselves and in the general literature as iveak, gentle, frail, 
temperamental, vaseillating. The very word hysteria implies womb 
trouble, although it occurred in many of the men who were shell- 
shocked in the late war. (c) Intellectually they are held in the same 
regard. Striking evidence of this is presented by the attitude of the 
community toward the admission of women to the polls. The news- 
paper and other comment on their activities in intellectual or execu- 
tive fields implies that they are on trial, that of the males being con- 
descending or amused, that of the females defensive and explanatory, 
(d) Economically women, outside of the home, have been with few 
exceptions, up to modern times, employed as menials or attendants 
except when their sex has been commercially employed; an occupa- 
tion which in Japan, for instance, has become highly industrialized. 

An exaggerated attitude toward the power to reproduce, and its 
indicator, menstruation. This function has been through the ages the 
one fundamental possession of womankind; and has determined the 
attitude of the community toward them. Where there is overpopula- 
tion, they destroy the female children as in China where special ap- 
paratus is provided for the purpose! There is the baby tower where 
the highly placed window is so arranged that a mother bringing her 
child is compelled to push the baby left by her predecessor into the 
gorge below in order to leave her own to be pushed off by the next 
mother. In the Pearl River, near Canton, I saw, in 1910, a raft pro- 
vided for depositing the numerous drowned bodies (nearly all female) 
making it possible for the police boat to economically collect them in 
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batches. The practice of suttee in India is based on the same idea. 
Here a widow, who b}'^ custom is prevented from remarrying, burns 
herself up on the funeral pyre of the deceased. In more modern times 
and with a desire for more population we see the same attitude ex- 
pressed in our laws concerning abortion and birth control. Nothing 
short of impending death or similar catastrophe will justify interference 
with the biologic process. Neither the personality of the woman nor her 
effectiveness in other fields is allowed to interfere with the one supreme 
function. 

We are not here concerned with the question of whether the female 
sex is or is not inferior or with the justice of the treatment accorded 
them by society, but rather with the question of what is the present 
attitude of women and the eommunitj’’ in general toward this function 
and how severe a shock the termination of the power to reproduce 
would be. My interpretations of the expressions of the women who 
furnish the basis of this study is that it is a very great shock and should 
be proposed with due regard for its eifect on the mind of the woman. 
. The third mental habit which may lead to a psycliosis is the fear of 
definite symptoms and conditions which are supposed to follow the 
menopause, especially when artificially induced. They fear (a) a gen- 
eral change in their whole make-up, the advance of old age, obesity, a 
change in sex characteristics with lo.ss of sex attraction and libido. They 
also fear (b) diseases common at the time of the normal menopause 
such as cancer, Bright’s disease, hypertension, heart disease, and in- 
sanity, and (c) those diseases which frequently become fully manifest 
after the advent of amenorrhea in a young woman, such as tuberculosis 
and profound anemia ; erroneously believing that the amenorrhea brings 
about the disease. 


THE EXCITING CAUSE 

In a woman possessing in slight or great degree a feeling of inferior- 
ity, a distorted idea of the importance of the power to reproduce and 
fear of physical harm from the treatment, the power to reproduce is 
suddenly terminated. The skipping of the first period after radio- 
therapy is more or less dramatic, the woman using the words “mar- 
velous,” “magical” in speaking of it. The definite sensations, hot 
flashes, sweats, and paresthesiac constantly remind her that the repro- 
ductive function has ceased. She is also constantly reminded of her 
plight by interested female friends and by physicians who either 
through negligence or ignorance on the one hand, or because they hold 
a positive opinion that the loss of the ovarian secretion is the most im- 
portant cause of the neurosis, cause her to take many medicines and 
return often to the physician ’s office for the treatment of her abnormal 
condition. 
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The reaction o£ the woman possessed of an abnormal nervous make-up 
to this sequence of events is either to become depressed even to a slate 
of melancholia, wliich is tlie most common form of involutional psychosis, 
or to manifest a directly opposite behavior, becoming defensive, over- 
active and aggressive because of her unwillingness to submit to lier fate. 
These are the old ladies Avho seek young men as intimates or aspire to a 
youthful appearance by exaggerated nse of prevailing styles in dress, 
bright colors, cosmetics, hair bobbing, and so forth. 

To summarize this eonceiition of the effect of the radiotherapeutic 
menopause on the nervous .system : there is evidence that the loss of 
endocrine balance is in part responsible for the neuroses. Tlie major 
cause is believed to be similar to that of p.sychoses in general: heredity, 
intoxications, preexisting nervous abnormality, the “neurotic consti- 
tution,” general sex inferiority attitude, exaggerated attitude toward 
the importance of the reproductive poAver, and anxiety over the con- 
sequences of the termination of menstruation ; all of which tendencies 
ai’C precipitated by the sudden termination of menstruation and the 
incidence of obA’ious discomforts. 

The management of the discomforts of the artificial menopause will 
depend upon the amount of enijihasis placed upon either of two opposed 
principles, one which holds that there is one fundamental chemical dis- 
order underlying all the manifestations; tlie other which maintains that 
each of these has its OAvn peculiar causes. In the management of the 
eases here presented the treatment was carried out from 1913 to 1921 
according to the fir.st jn'inciple. Patients who liad been made amenor- 
rheie by radiotherapy were given some form of ovarian extract Avhen 
their complaints seemed to demand it. The unsatisfactoriness of the 
i-esults Avas indicated by the jiatients’ repeated application for relief. 
They continued to be distressed, even though possibly relieved of some 
of the sensory disturbances. Since 1921 the .second principle has been 
folloAA'ed, that of treating eacli of the manifestations according to our 
conception of its causes, irrespective of the element of sex. 

It has been found possible to relieA'c the liot flashes to a satisfactory 
degree bj* the use of some OA’arian substances but because the discom- 
fort is mostly sensory and becau.se its severity is influenced largely by 
the nervous condition of the patient, it has become the practice to 
aA’oid, as far as possible, tlie use of OA'arian extract and to .stre.ss the 
management of the patient’s general phy.sieal and mental liealth. 

Hypertension. Avhen occurring .subsequent to the establishment of 
the artificial menopause, has occurred so seldom and has been so moder- 
ate that no general policy has been established. When the blood pres- 
sure measures over 1.50 .sy.stolie. the patients have been referred to the 
general medical clinic Avhere they have been treated like othei- ])atien1s 
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suffering from liyperfensioiij altliongli tliere also some studies are ])cing 
made of tlie effects of ovarian substances. 

The parcsUiesiae iiavc been managed more or less as liave tlie liot 
flashes, but even less stress has been placed upon the use of ovarian 
substance. 

TJie nervous manife.stalions have been managed almost entirely by 
psyeliotlierapy. The use of ovarian extracts has been carefully avoided. 
One woman suffering from .severe mental deiu’cssion was refused an 
ai'tifieial menopause because we judged her to be unable to stand the 
strain of having her sex power disturbed. We have attem])ted to edu- 
cate or reeducate women on whom an artificial menoi)ause was to be 
])erformed befoi’e the act ratliei- than after the nervous manifestations 
might, appear. Taking the cue from the ])sychoanalysts. we have found 
that the warding off of anticipated nervous tendencies before they 
have had an opportunity to begin has been aceomj)lish('d with a fraction 
of the effort recpiired to correct them when once e.stablished. The 
patients have been able to as.sume a reasonable attitude toward the 
question of sex inferiority, they learn that the powei- to reproduce, 
important as it is to the race or the community, has no such impoi'tanee 
to the individual. The sejisations which are to be exi)ected, particu- 
larly hot flashes, are described to them. and. as far as ])ossible, their 
causes explained so that when they a])])car there will be no element of 
siu'prise, and, lastly, the patient is given a list of those sundiy con- 
ditions which are likely to be presented to her by her friends as re- 
sulting from the menopause and the cause of each explained as far as 
])os«ible on a rational basis. 

COX'CLUSIOXS 

1. The only constant .sym])tom of the radio1hei-ai)eutic ]nenoi>ause is 
the so-called “hot fla.sh.” 

2. A.ssociated with the hot fla.sh there occasionally occur sejisory 
disturbances, predominant among which ai-e numbness and tingling in 
the fingers and a sense of stiffness in the hands. 

3. A few women over the age of forty appear to have inci-eased 
blood pi’e.ssurc after the radiothcrapeutie mcnopan<-e; in each ease ex- 
plainable by kidney disease, mode of life, or emotional state. There 
were no case.s in Avomen under this age. 

4. Changes in the age appearance, secondary sexual charactei-istics, 
and libido have not occurred. 

5. Obesity has not occurred Avith any regularity, ddie basal meta- 
bolic rate has .shoAvn no change. 

6. P.sychic disturbances are rare. The cause .seems to be similar to 
that of other psychoses and not directly attributable to the loss of 
ovarian secretion. 
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7. The management of symptoms and conditions folloiving the radio- 
therapeutic menopause should he based upon general principles rather 
than upon the theory that they are caused by the loss of the ovarian 
secretion. 
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AN ANALYSIS OP SEVENTY-NINE CASES OP PLACENTA 

PREVIA 

By Barnard L. Lieberman, B.S., M.B., Detroit, Mich. 

{From the Obstetrical Service, Providence Hospital) 

I T IS the purpose of this paper to present an analytic study of a 
series of cases of placenta previa as they occurred in a general hos- 
pital, where the obstetric work is done largely by general practitioners 
and a staff of three specialists; the latter being called as counsel in 
the greater percentage of the difficult cases. Wliat I intend to give 
here is purely a summai'y of results which may be used and inter- 
preted as the average in the oceurrenc of this obstetric abnormality. 

The study consists of the cases of placenta previa encountered at 
our hospital in the last five years. During this period there was a 
total of 7,928 women delivered, among wdiom there occurred 79 cases 
of placenta previa, or a very small fraction over 1 per cent of the 
total. This average of 1 :100 agrees fairly well with the generally 
accepted statistics. Williams^ gives the ratio for hospital practice as 
1 :250. Peterson^ states that placenta previa occurs about once in 
every 300 eases in hospital practice. DeLee® gives it at 1:1500 to 
1:300; Edgar® quotes an average of 1:250. Hitschmann,’’ quoting the 
various German clinics, gives the average occurrence as 1 ;250 to 1 :1000. 
Our average is slightly higher than the others, inasmuch as the per- 
centage of abnormal cases entering the hospital is very high. 

As a point of interest, I tabulated the frequency of occurrence as to 
month and season and found that our cases occurred evenly distributed 
throughout the various months, there being no seasonal variation. 

ETIOLOGY 

In our scries of 79 cases, there was a total of 306 labors, or an aver- 
age of 4.033 labors per case. The average number of years of married 
life was 8.27. This gives an average occurrence of one labor in eveiy 
two 3 *ears. Fifteen of these cases were primiparae. Tliis is .slightlj’’ 
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above the average statistics. i\Iagyrier at the Baiideloeqiie clinic found 
46.6 per cent among primiparae. These figures have not been gener- 
ally agreed upon. Doranth, in Chrobak’s clinic, gives tlie incidence 
of placenta previa as 0.17, 0.48, 1.37, 1.28, and 3.30 per cent according 
as the patients had given birtli to 1, 2, 3, 4, 5, or 6 children respec- 
tively. 

A distinct history of endometritis could not be obtained in many 
eases. The incidence of its occurrence may be estimated from the fol- 
lowing histories obtained. 


Previous instrumental labor.s 19 cases 

Closely repeated pregnancies 15 cases 

Previous peuiperal infection 2 cases 

Previous placenta previa 7 cases 

Interference from abnormal prcscntaliojis 4 cases 

Eclampsia 2 cases 


It will be noted that this list includes 43 cases, each having had one 
or more of the previous abnormalities, a total of 54.43 per cent. Co- 



Chart I. 


incident with these there was di.scovered on ifiiysical examination a 
relaxed perineum or a lacerated cervix or both in 45 cases — a total of 
56.95 per cent. 

AGE INCIDENCE 

Strassmann* in his series found that the average age of his patients 
was 32.9 years, and that the average number of labors was 6.38. This 
is somewhat higher than in our series, in which the average age was 
29.02 years and the average number of labors was 4.033. Chart I 
graphically repre.sents the ratio of age to the number of cases. The 
lowest number occur at the period of early married fife and near the 
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menopause. The greate.st number occur betAYeen the ages of tAventy-six 
and thirty-six. (Chart II.) 

TYPES OP PLACENTA PREA’IA 

The frequenc}’- of occurrence of tiie three types and the maternal 
and fetal deaths associated are as ,shoA\m in Table I. 


Table I 


TYPE 

CASES 

PERCENTAGE 

MATERNAL DEATHS 

FETAL DEATHS 

Central 

23 

27.848 

8 

21 

Marginal 

35 

44.303 

2 

18 

Lateral 

20 

26.583 

0 

11 

Unknown 

1 

1 1.266 

1 

1 


Although the marginali.s type predominated, the greate.st fetal and 
maternal morlality occurred Avith the centralis t3''pe. 



Chart II. 


PRESENTATIONS 

It is generally recognized that inasmuch as tlie placenta preAua 
occupies the loAver uterine segment, there i.s an interference Avith the 
accommodation of the fetal head AAuth consequent abnormal presenta- 
tions frequentlj' re, suiting. 

We found the pre.sentations to occur as indicated in Table II. 

Table n 


type cases percentage 


L. 0. A. 

38 

48.1 

R. O. A. 

25 

31.64 

R. 0. F. 

6 

7.7 

Unknown 

1 

1.26 

S. L. A. 

.1 


L. At. P. 

1 


R. S. P. 

] 


Left l)t(‘gnin 

1 

1 13.3 

t 

Traii'-ver.'-e “honider 

I 
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ST 


Tliere Avero 9 alinoriiiiil ])rcsenla{ioiis or an avcra'^rc oi‘ ll.-! jil'F coni. 
!Miill<u-' in liis series of ]J4S easi's <rives llic ineidenee of alniornial 
jiresentations as ‘V.] jier cent. 


HEMOKUIIAOE 

The outslancliii'; and most charaeleristic symptom, and the .syni])- 
tom Avliich often gives the first intimation of an imjiending ])lacenta 
previa, is hemorrhage oecurring nsnally in the last trimester. Among 
onr series, 54 cases gave a liistory of hemorrhage after the sixtli month, 
or a total of 68.85 per cent. All of the eases gave a history of hemor- 
rhage just ])receding entrance to the hospital. In 51 cases. 64.55 jier 
cent, a bloody vaginal dischai’ge was encountered at the first exami- 
nation on hos])ital entrance. The degree, of hemorrhage and the rela- 
tionshii) to the various types of placenta previa is as follows: 


Aiitopaitnin, profuse 



Total — 300 ])('!• cent. 

To.«tpartuin, piotieo 

slislit 

Total — nti.TO per cent. 
raxTrwAMs 

.Vntepai'tuni, piofuso 

.«lil>lit 

Postpartum, profuse 

.slight 

MAKfilNALIS 

Antepartum, profuse 

.'slight 

Postpartum, profuse 

slight 

LATim.U.IS 

Auteparlum, jirofuse 

.slight 

Postpartum, profuse 

slight 


(iS 


.‘^0.07% 

n 


Ei.n2% 

!) 

(*a?os 


120 

cafios 



21 

cahcs 

20.r)S% 

i) 


2.0:1% 

(i 

casoH 

7 . 7 ) 9 % 

7 ) 

casop 


21) 

cases 

.10.70% 

0 

cases 

7.0 % 

• > 

♦ > 

cases 

1.S % 

10 

ca^es 

12.0070 

10 

cases 

20.2.1% 

-} 

cases 

i.oo7„ 

0 

cases 

0.0 % 

0 

cases 

7.0 % 


It is noted at once that antepartum bleeding Avas jirofuse in all 
tyjies of jilacenta previa. In one case the hemorrhage histoi-y is un- 
knoAvn. Antepartum hemorrhage occurred in 100 per cent of the cases, 
Avliereas postpartum hemorrhage occurred in 86.70 per cent. Profuse 
antepartum hemorrhage occurred in 66 ca.se.s, or 88.54 jier cent. Tlie 
relation-ship of hemorrhage to trauma of the cervix is Avell illustrated 
Avhen it is understood that in over 60 jier cent of the cases there Avere 
definite c«*rvical tears. 


FF.TAL ixnonxrn as to sex axu size 

In our .series there Avere 48 males and 86 females. Most of the 
babes born Avere jiremature as indicated by length measurements, 
(f'hart 111.) 

FELVir MEASUKEM EXTS 

A .study of the pelvic measurements .shoAveri that variations are not 
markedly iieyond the normal so that no relat ionsliiji can lie attaclu'd to 
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Chart IV. 


tlie pelvic measurements influencing the occurrence of placenta previa. 
(Chart IV.) 


FETAL MORTALITY 


Total fetal deaths 

51 cases 

Absent heart tones before delivery 

16 cases 

Paint heart tones before delivery 

14 cases 

Stillbirths 

30 cases 


including prematures 19, Iiydramnios 1, and anencephalus 1. 


Cause of Death After Birth 


Atelectasis 

3 cases 

Gastroentei'itis 

1 case 

Anemia 

1 case 

Prematurity 

11 cases 

Asphyxia neonatorum 

4 cases 

Cerebral hemorrhage 

1 case 

Total 

21 cases 


Tlie total fetal mortality was 64.55 per cent. Of tlie 51 deaths, there 
■were 19 premature stillbirths and 11 prematures born alive, — 30 cases 
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or a total of 58.82 per cent. Of the 51 deatlis, 20 -were stillbirths or 
58.82 per cent. Of the 51 deaths, 16, or 31.27 per cent, had absent heart 
tones before delivery. 

:M.\.TERXAL irORT.VIATY 

In our series there ivere 11 maternal deaths, a total of 13.79 per cent. 
Dcplcen® reports a maternal mortality of 9.4 })cr cent. Hitschmann" 
{lives the maternal mortality rate of the various European clinics as: 


Doedcrloiii, — En.varia tO.OO^J, 

Krciniq;, — Eadon IS. 2 

Monde, — tValdburp: Id.O oj, 

Lofebro, — iloeklonbnrpf 9.3 ^ 

Cliaclaics, — France 15.5 


Our mortality rale therefore compares favorably with that of the 
leading clinics of the -world. Again it should be remembered that our 
eases are from a general hospital rather than an individual clinic. At- 
tention is called to Case No. 3 in Table III, -which was admitted the 
tenth day postpartmn. No definite history could be obtained. The case 
was admitted in a moriliund condition. Case No, 4 had labor induced 
by cervical pack followed by ver.sion and breech extraction. In this 
case there were five vaginal examinations made during the course of 
labor. 

The striking point throughout all of tlicse cases was the severity of 
the hemorrhage. 


Tabia: hi 

Tna Dr,.\'ffr Summakir.s 


NO. 

1 

1 CAUSU 1 

nouns 

1 

■ nouns 

I 

1 1.ABOI: 

jitUMOU- 
1 nilAGE 

TYPE 

PEACE.VTA: 

rr.EVIA 

METlIOn 

BEEIVEr.EI) 

PLACENTA 

IJELlVrriEI) 

1 


i 2 

1 13 

j Pro fusel 

Ceiitr.alis 

Ver, br. extract. 

Spontaneous 

2 

lExsanguination i 

J. ! 

s 

Profuse 

Centralis 

Ver. ])r. extract. 

^Ianual 

3 

Ex.^aiiguinalinn ' 

11 da.' 

o 

Profuse 

0 

« 

9 

1 

Spontancou.s 

4 

I’uorp. FC'psis ' 

72 

i 47 

i Slight 

Centralis 

4 er. br. extract. 

Spontaneous 

5 

Exsanguination 

4 

4 

1 Profuse, Mar.G:inuI 

jVer. br. extract.! 

Spontaneous 

f. 

Sihoc.k ! 

0 

4.1 

T'rofuso! Centralis 

Vag. cesarean. 

^fanual 

7 

Exsanguiiiatton j 

o 

i ^ 

‘ 20 

Profuse' 

^fa^5^^na^!XormaI 1 

Aranu.al — torn 

s 

Ex.'-aagxiination 1 

1 1 

1 12 

j Profuse, Centralis Vcr. hr. extract. 

Spontaneous 

n 1 

Shock 1 

2 

9 

i Profuse, Centralis 

\ er. br. extract.! 

lAIannal 

10 ! 

Corcbral cmbol. 

.3 1 

G1 

1 Profuse. ContralisjVcr. br. extract.! 

iCrcdd 

11 

Shock 

,3 

7 

1 Profuse! Contrali.s{Ver. br. extract.! 

!Cred6 


In nine out of the eleven eases death followed rapidly after the birth 
of the child. The degree of shock from the severity of the blood loss was 
tremendous. The cardiovascular .system was so impaired that stimu- 
lants and restoratives were useless. The mortality rate was high be- 
cause most cases were .seen late and were very bad risk's. In fact, 
many of the eases were rushed into the hospital in a moribund con- 
dition, too late for nmeh to he done. 
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aiETIlODS OF DELIVERY 

Ilitsclnnaim" leads tlie coiiservative school of Europe and believes 
in bag induction followed b.y version and breech extraction. Depken® 
advocates cesarean section as the method of choice in tlie best interests 
of both mother and child. Table IV .summarizes the various methods 
with the consequent maternal and fetal deaths in relation to the num- 
ber of eases. 

Table IV 


METHOD 

GA.SES 

ArATEUXAL DEATH.S 

FETAL DEATHS 

Version, breech extraction 

Cervical pack induction 

23 

4 

1.5 

Version, breech extraction 

Voorliees bag induction 

S 

O 

*> 

fi 

Version, breech extraction 
Braxton-Hick ’s 

5 

0 

4 

Version, breech extraction 

Manual dilatation 

o 

tJ 

0 

1 

Version, breech extraction 

i 

1 

«» 

Potter, version 

Placenta r-uptured 

1 

0 

1 

Version, breech exiraction 

Normal dcliA'cry 

Voorhees bag induction 

1 

0 

1 

13 

1 

0 

Normal deliA’cry 

Cervical pack induction 

«> 

«> 

0 

1 

Normal delivery 

Bougie induction 

O 

0 

1 

Normal delivery 

Membranes ruptured manuallv 

1 

0 

0 

Normal delivery 

o 

0 

0 

Vaginal cesarean section 

2 

1 

1 

Classic cesarean section 

3 

0 

2 

High forceps 

Manual dilatation 

1 

0 

1 

High forceps 

1 

0 

0 

Mid forceps 

1 

0 

1 

Low forceps 

Manual dilatation 

1 

0 

1 

Low forceps 

1 

0 

0 

Breech extraction 

O 

0 

2 

Unknown 

1 

1 

1 

Total 

79 

n 

51 


In our series thei’e Avere tAventv-one A'arious metliods used, Avith 
A'^ersion and breecli extraction the mo.st frequent, and spontaneous 
normal deliveiy coining second. IIoAA^CA’-er, the first group comprised 
the more difficult cases; and althougli tlie mortality aatss highe.st AA'ith 
this metliod, yet AA'hen tlie relatiA'e difficulty of tlie eases is considered, 
the method of version and breech extraction Avas perhaps the most 
aiiplicable. The Voorhees bag induction folloAved by version and breech 
extraction, although used only in Aa'c cases, is perhaps the method of 
choice in the most difficult cases. 

PUERPERAL SEP.SIH 

There Avere eight eases of puerperal .sepsis in this series. It .should 
be remembered lhat there Avas considerable manijnilation and e.xamina- 




lilEIlEKMAX : AXAIA'SIS OP SEVENTY-XIXK <'AHi:.S OK PLACEXTA KliKVIA 821 


lion previous to hospital entrance, and that many of the cases v<>re very 
poor risks to start with. In tlie entire total of seventy-nine cases, there 
were 138 vaginal examinations made, or an average of 1.7.1 ])er case. 
In this group of .septic cases which numhered eigiif, there were 21 
vaginal examinations made, or an average of 2.8 jjer case. Of this 
group of eight ca.ses there was one death; and it should he noted that 
this particular ])atient had five vaginal examinations. Due to the de- 
gree of hemorrhage and the condition of ex.sanguination. these jiatitmts 
are particularly .suscei)tible to infection, inasmuch as the resistance 
is so markedly lowered. Ilit.sclimann' gives the mortality from puer- 
peral sepsis as 1.9 per cent for hospital ])ractice, and -1.3 for general 
practice. 

Table V lists the cases developing postpartum pucri)eral sepsis. 

T.\Bi,r. V 


DIAGNOSIS 

1 

1 

XO. OF 

V.\G. 

nxASi. 

j Min'noi) OF PKUVKUY 

1. Puerperal scp.sis 

1 

Norm, del.; vap. juich for j)osti>iirtuiu heiuorrhape. 

2. Pucrpoial scp.=is 

0 

Norm, del.; manual del. of placenta. Vap. ])ack 
for po.stpartum Inmiorihape. 

.1. Puerperal sepsis 

0 

Orvical pack induction; ver. breech extraction. 
Patient died. 

4. Puerperal sepsis 


Cervical pack induction; norm. del. Saprophytic, 
infect, of uterine clot. 

5. Puerperal .'cpsis 

1 

Vei.sion and breech extraction: vaginal pack for 
post partum hem orrh a ge. 

G. Phlebitis of loft lop; 

o 

o 

Bieech extraction; vaginal pack for ])ostpnrtua) 
hemorrhage. 

7. Puerperal .«ep.sis 

1 

Manual dilatation; ver. bieech extinction; vag. 

1 pack for postpaitum hemonhage. 

S. Puerperal scpsi.s 

Plilebitis of both lop.s. 

7 

Cervical jiack induction; nn'inbiams ui])tur.'>d: 

1 ver. and bieech e.xti-action. 


We can attribute all of these infections to excessive manipulation 
e.specially in the home under bad conditions. 


WETllOD or J’LAC’EXTAl. nEMVEUV 

Table VI offers a summary of the man?icr in wliich the placenta was 
delivered and the condition of the mcnd)ranes. 


T.Mii.i: vr 


Mnrnoi) 

.VO. or c.\sK.s 

I’KIieK.VTAOK 


Spontaneous 


;:n.‘24 

1 cu.-'O tom. 

>Ianual sepaiation 

].') 

in.oo 

■I casi'.s torn. 
] case adhei 

Modified Ciedc 

ir, 

If).}."; 

ca'-e;. torn 

erode 

in 


casi*-; torn 

Piiknown 

] 

1.2G 

not known. 


eO.VKITIO.V 


Ilit‘^ehmanTK in a nummary of 2.1-18 cases finds that manual separation 
of the ]dacenta was performet! in 11 p<‘r cent of Die eases. 0,p of 
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series of 51 cases, Scliroeder at tlie Woman’s Clinic of Miinicli, gives 
the following as the methods of placental removal. 


Spontaneous 5 cases 

Crede expressed 16 cases 

Manual expressed 26 cases 

Previously removed .3 cases 

Modified Crede 1 case 

Eemoved per operative wound 13 cases 


In 12 of our cases the membranes were found to he badly torn. 
They were complete in all of the ea.ses and adherent and fibrotic in 
but one case. Our statistics for manual separation are slightly higher 
than those of Ilitsehmann, but eon.siderablj'- lower than those of 
Schroeder. 


WASSERMANN REPORT 

A Wassermann was taken on e^miy mother on entrance to the hos- 
pital. The report on the entire group of eases was negative. 

CONCLUSIONS 

1. Placenta previa in general ho.spital practice occurs about once 
in every one hundred cases. 

2. Although no definite etiology can be given, the factors of multi- 
parity, endometritis, closely repeated pregnancies, and recurrent in- 
fections are of prime importance. 

3. Placenta previa is most apt to occur at the third decade of life. 

4. Although the three tj^pes of placenta previa occur in about the 
same proportion, the centralis type carries with it the greatest maternal 
and fetal mortality. 

5. Abnormal presentations are conuuon, occurring in 11.3 per cent 
of the cases. 

6. Ilemori’hage is the most striking symptom. All types of placenta 
previa cause profuse antepartum bleeding. Postpartum bleeding oc- 
curs in 36.70 per cent of the cases. 

7. The fetal mortalitj’’ is 64.55 per cent. However, 58.82 per cent 
of tlie cases are prematures ; and 58.82 per cent are also stillbirths, this 
tending to raise the mortality rate higher than it really is. 

8. The maternal mortabty is 13.79 per cent. Exsanguination and 
shock are the two prime causes of death. It must be remembei’ed that 
the majority of the fatal cases were bad risks prior to entrance to the 
hospital. 

9. The method of choice for deliveiy is that of vei’sion and brcecli 
e.xfraefion. This .should be preceded by bag induction. 

10. Puerperal sepsis can best be avoided bj’’ reducing the number of 
vaginal examinations to a minimum; and also refraining from any 
manipulation under unfavorable circum.stance.s. 
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11. Neitlier syphilis nor the size or shape of the pelvis had any influ- 
ence upon the causation of placenta ln•e^'ia. 

12. Early competent consultation -Avill help reduce both the maternal 
and fetal mortality rates. 

Xott:. — I wislj to express my thanks to my chief. Dr. AV. E. M'elz, for his many 
siig-gestions and criticisms. 
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THE PROTECTION OF THE PERINEUM 

By Antonio Vilearama, M.D., Man'ila, P. I. 

(From ihc Philippine General Hospital) 

T he purpose of this paper is to relate observations and studies 
made durhig the past five years on the protection of the perineum. 
The points that have been considered to play an important role in 
the preservation of an intaet or nonlacerated pei’ineum are the fol- 
lowing: (1) anatomy of the vulva and perineum, (2) age of the 
patient, (3) the angulation of the pubic arch, (4) size of the fetus, 
(5) previous injuries to soft parts and subsequent formation of scar, 
(6) presentation and position of the fetus, (7) the use of general 
anesthesia, and (8) the intervention performed. 

The anaiomy of the vulva and permeum . — The elassieal description 
of the vulva and perineum may be found in the textbooks of general 
anatomj’. It is important, however, to point out different degrees of 
development of the vulva in regard to adipose and muscular tissue. 
The presence of edema and varicosities and of too much fat is impor- 
tant. Again the distance from the foitrchette to the anal opening 
should be taken into account; thus Ave may differentiate between a 
high or a low perineum. Personally, I call a perineum high Avhich 
measures from one and one-half to two inches, and low one that 
measures less than one inch. The low perineum is the more frequent, 
being observed in 217 cases out of 257 in tliis series. 

The age of the patient . — The ages of our patients varied from thir- 
teen to forty-six years, both primiiiarae and multiparae. The young- 
est primipara was thirteen years old and the oldest, thirty-eight. 
The tissues of younger individuals have a higlier degree of elasticity 
than those of the older. 
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The angulation of the puhic arch. — As bone diseases are very sel- 
dom met witli in the Philippines, acute angulation of the imbie arch is 
rare. When it is present, as in tAvo of our cases, the transverse 
diameter of the pelvic outlet becomes narroAved, being 8.75 cm. in one 
and 9.25 cm. in the other. A AAuder angulation obviously affords 
more chance for tlie perineum not to be lacerated. 

The size of the fetus. — The largest babies I have delh'^ered Aveighed 
4,280 and 4,000 grams respectwety, both, born of multiparae. The 
latter eaused a very deep perineal lacei-ation, though the patient had 
an old tear; Avhile the larger one did not even produce injury of the 
fourehette. This can be explained by the fact that the mother of the 
former bab.A'’ Avas smaller than that of the latter, also because her 
Amh^a Avas flat, haAung no AA’^ell developed muscular and adipose tissue. 

Previous infuries to the soft parts and resulting scar formation . — 
A badly repaired perineum is predisposed to laceration on subsequent 
deliveries. Badl}’’ repaired is a perineum in Avhieh it is seemingly'’ 
restored but Avhieh is not supported from beneath bj^ good union of 
the muscular and fascial tissues. The slight trauma produced by a 
descending head is enough for this kind of perineum to give Avay. 
Again there Avere repaired perineums observed in Avhich there Avas 
good union of muscular and fascial as Avell as of mucosa tissues but 
in Avhich the edges of the laceration Avere not jjroperly united. In 
such cases, during subsequent delh^eiy, the dilatation of the perineum 
and labia aauII not be uniform and the part subjected to a higher de- 
gree of tension is predisposed to tear. The scars formed after perineal 
laceration are, as a rule, not extensh'^e unless the lacerations Avere 
deep or had become infected. In this connection I Avould like to 
mention tAvo cases of extensh’^e cicatidcial tissue around the AuilAm. 
One of them, produced by a large burn on the Amlva and Amgina, 
extended above the level of the symphysis laterally into the inguinal 
regions and doAviiAvards to the anus. The external genitalia repre- 
sented a keloid mass causing an almost complete atresia of the 
A’aginal orifice. Wlien the nurse called for me .she told me tliat there 
Avas a patient delivering tlirough tlie anus, eA'idently the anal opening 
being more dilated than that of the A'agina. Those familiar Avith 
obstetric practice in the Pliilippines cannot fail to knoAv that so 
extensive a keloid could only be accounted for bj’’ our “saklab” 
practice by Avliich tlie puerpera in tlie fourtli Aveek .shuts lierself in 
a AA’ell-closed room and sits aboA'e a red-hot iron or an elongated 
stone AA-hicb. by dropping AA'ater or Aunegar on its surface, generates 
a good amount of .smoke. Undoubtedly this AA’oman, by mistake or 
by loss of equilibi'ium, flatly sat upon it. The other ease of extensiA'e 
cicatricial tissue formation aalts a para ii, attended by a “hilot.” 
Tlie perineal tear must haA'e been extensive, unrepaired, and infected. 
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Cicatricial tissue ran along both lateral vaginal walls and in the 
median line just above the anus. The vaginal orilice was very ninch 
reduced in size. 

The preseniaiion and ponilion of (he fciim. — The majority of our 
cases were vertex iwesentations, but we had three face, one brow and 
three shoulder ])resentations. The ])osition and presentation of the 
fetus and its mechanism mu.st be Avell understood by the attending 
physician, both for a normal labor and for performance of any 
obstetric operation, especially a forceps extraction. 

The use of general aneslhcsia. — Chloroform and ether were invari- 
ably used in this series. The patients were not completely anesthet- 
ized unless instrumental delivery, podalie version or breech exti’action 
was to be performed. The purpose of giving anesthetics is to relax 
the entire muscular system so that also the best results will be ob- 
tained so far as the preservation of the jierineum is concerned. 

The infcrvciiiion performed. — Ob.stetricians always realized the im- 
portance of perineal protection. Some older accouclicrs introduced 
fingers into the anus to lift the head u])wards. Cater, episiotomy 
Avas introduced and an incision aauis made A\'hen the laceration seemed 
imminent. This operation uoav is very po])ular, a practice AA'ith Avhich 
I cannot agree. In this series the methods of deliveries Avere as fol- 
loAA's: spontaneous 197 , forcejis 51 , breech extraction 6, podalie ver- 
sion 3 , episiotomy 2 , hebeosteotomy 1 , craniotomy 1 . 

In the beginning of my iiractice I confined myself to the Ritgen 
method. During a contraction the juitient is asked to open her 
mouth so that she cannot bear doAA'U and the baby then is delivered 
in the interval betAveen tA\-o contractions. I used routinely a fcAV 
drops of chloroform to obtain merely an analgesic effect so that the 
patient could be given instruction and Avould coo])erate during the 
perineal stage. Cooperation on tlie part of the patient during this 
.stage is just as important, if not more so, than the part played by 
the physician. T liaA'c found that A-ery strong ])ressure against the 
adAmncing head is a disadvantage. The important ])oint is merely to 
give proper .suiiport to the i)erineum in such a Avay that the tension 
and distention of the ])erineum become more evenly distributed. To 
ilo this it is of iwime importance not to use foi-ce or ])ressurc Avhieh 
is greater than that of the descending head, or inevitably the section 
of the ])crineum betAveen the head and the hand Avill be crushed and 
must tear. PolloAving this line of reasoning, I haA'c alloAved the head 
to dilate the ])erineum gradually and AA-hen the parietal bones are in 
sight, a feAv drops of anesthetic arc given during the acme of the 
contraction, at the same time care being taken to have the entire 
vaginal orifice dilate sIoaa'Ia* by gently ]mshing back its edges over 
the head. It is necessary to delay exinilsion for at lea.st ten minutes 
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to obtain an intact perineum. DeLee states that as tlie result of our 
desire to preserve a perineum, we might deliver an asphyxiated or 
stillborn baby. He is partly right and I agree that in prolonged 
labor, where the fetus invariably suffers, and in other cases in which 
the fetus is likely to be asphyxiated or dying, it is necessary to do a 
rapid extraction without special regard for the perineum. In endeav- 
oring to preserve the perineum it is important for the attending 
obstetrician to be vei’y patient. The procedure entails for him care- 
ful and continuous work, and for the parturient prolongation of her 
suffering. An analysis of our spontaneous deliveries shows: Total 
number of cases 197, lacerated, second degree 35, lacerated, first de- 
gree 16; no laceration 146; fetal death 2. Almost 70 per cent of our 
eases were delivered without laceration. Williams states that two- 
thirds of the primiparae and 10 per cent of the multiparae sustain 
lacerations during delivery. In our eases there were only three mul- 
tiparae, one having a badly repaired perineum and the other two 
having big babies. 

The breech extraction and podalic version cases were all primiparae. 
Of the nine cases, two had a second degree laceration, four first degree, 
and three remained without any laceration. In one of the shoulder 
cases there was one stillborn child, dead before the podalic version 
M^as performed. The other two cases of shoulder presentation were 
brought to the hospital immediately after the prolapse of one arm. 
The cord in both cases did not suffer from compression. Episiotomy 
was performed only in the one patient with the extensive keloid of the 
external genitalia from a burn and the other with extensive scar 
formation. In the keloid case incision at the median line downwards 
was found not to be sufScient, so another incision to the left side 
laterally upAvards had to be made to deliver the baby. The patient 
had fever for one week before labor started and she died from sepsis 
the following day. In the case of extensive scar formation, after 
splitting the bands along the lateral Avail of the vaginal canal, an- 
other short incision Avas made in the median line. Low forceps was 
then applied. The hebeo.steotomy and craniotomy cases Avere two 
primiparous women having pubic arches Avith acute angulations. The 
first patient entered the hospital after premature rupture of the 
membranes. The fetus was alive. In the latter case the fetus Avas 
macerated. In both cases second degree perineal tears occurred in 
spite of the enlargement of the pelvic dimensions in the one case and 
reduction of the head in the other. Tiie weight of the Infing baby 
Avas 2,910 grams, well Avithin the normal limits of Filipino babies. 
J\t present I feel that in a case of narroAv outlet Avith a somcAvliat 
oA'crdcA'cloped baby avc should ghm preference to abdominal section, 
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especially if the lieheosteotomy is likely to cause a dangerous gap of 
more than two centimeters. 

The first application of low forceps that I iierformed was in a 
multipara with almost second degree old healed perineal tear, which 
I lacerated further in my operation. The second was again on a mul- 
tipara who was not put under general anesthesia because she was a 
tuberculous patient. This time I did not further lacerate the peri- 
neum. The fault in the first case was too rapid extraction, believing 
that the fetus would suffer too much, and some nervousness of the 
beginner. During the last two years I have learned that application 
of a low forceps offers the best means of delivery for a primipara. It 
not only enables us to protect better the perineum but also to shorten 
and lessen the pains of the second stage. By putting the patient 
under complete anesthesia we cause all tissues to relax and we can 
make slow tractions. The vaginal wall and perineum thus are dilated 
gradually and undue tension is avoided. Finally the edges of the 
vulva orifice are carefidlj’’ pushed over tlie head. The expulsion of 
the head is entirely controlled by the operator. 

Of the 51 cases of forceps extraction 6 .sustained a second degree 
and 10 a first degree tear; the rest, 35, did not have any laceration. 
There was no fetal death among them. All tears were properly 
sutured and found well coaptated after healing. 

The importance of a good perineum after childbirth cannot bo 
overemphasized. Most of the uterine displacements and prolapse 
seen in the Philippines are chiefly due to relaxation of the perineal 
floor and the custom of eaidy return to the daily work. The best 
prophylactic mea.sure, therefore, is avoidance of tears. My own re- 
sults prompt me to advocate the application of low forceps both for 
shortening the second stage and as a better means of protecting the 
perineum, especially in the presence of a high perineum. Forceps 
application also can be advised as a means of relieving greatly the 
patient’s suffering. 



THE VOMITING OF PKEGNANCY, ITS CAUSATION AND ITS 
TREATMENT BY OVARIAN EXTRACT' 

By Philips J. Carter, M.D., P.A.C.S., New Orleans, La. 

TNDIFPERENCE to the Yomiting of pregnancj'' by looking upon it 
^ as a natui’al physiologic consequence of the pregnant state has led 
to many catastrophes. That the pregnant woman must vomit, a theory 
casually accepted by many physicians, is erroneous, for statistics prove 
that some two-thirds do not, though Avhy some endure the ordeal and 
others escape is still an unsolved problem. 'Whatever the facts, how- 
ever, the condition should never he looked upon as purely physiologic, 
but should be treated as pathologic from its inception. 

Theories are constantly being advocated as to its causation, and thej" 
are so numerous that, as one Avriter says, “It would be a useless task 
to detail at length the theories which have been advanced to explain 
the disease. Indeed, it may .safely be held that the supposed nece.ssity 
of providing a theory which Avonld explain all the facts of the con- 
dition has done more to surround it Avith obscurit.y than even the diffi- 
culties of the subject itself. If any real advance is to be made, it can 
only be by adopting a humble attitude, by admitting that Ave are only 
on the threshold of the inquiry, and by a careful observation of the 
clinical facts, AAothout draAAung from them too positive deductions.” 

It is not my intention in this brief paper to outline all the theories 
and treatments AA'hich are advocated in connection AAuth the vomiting 
of pregnancy, but to deal only AA'ith those AAdiicli have seemed to me 
to be most reasonable. The three theories AA'hich are possibly the most 
popular, the absorption theoiy of the products of gestation, tlie en- 
docrine theoiy, and the metaliolic disturbance tlieory, like many others, 
seem to sIioaa' the effect and not the cause of the pathology, and if any 
of them is eventually to be accepted as the explanation of vomiting 
of pregnancy, it Avill only be AA'hen more conclusive investigations have 
been done than are at our di.sposal at present. 

The simple nauseas of pregnancy, Avithout vomiting, may be due to 
various factors, neuroses of various types, displaced uteri, cervical 
erosions, adhesions, CA'en con.stipation. Tins type is frequently checked 
by simple, .suggestiA’e mea.sure.s, such as gradual dilatation of tlie cer- 
vix, replacing a displaced uterus, or local treatment of a cervical 
erosion, and the success of such mea.sures Avould seem to prove that 
the condition is not essentially a pathologic one. When the discomfort 
passes bej'ond this .state, hoAVCA'er, and the A'omiting becomes more than 
the familiar “once a day, early in the morning type,” then Ave are 

•Read at n nicetinf; of the X'ew Oilcans Gynecological and Ohstetileal .Sociotv, 
January 14, IMO. 
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dealing Avitli a jiatliologic condition, and as such Ave must look both 
for the etiology of the disease and for some successful metliod of com- 
bating it. 

To glance briefly at some of the theories Avhieh have been advanced 
to explain the vomiting of pregnancy, Bourne of Great Britain con- 
tends that a toxin is constantly being produced by the growing ovum 
during pregnancy and is absorbed by the maternal circulation, so that 
tlie ovum constantly poisons the mother, but that in all liealthy mothers 
most of the toxin is effectively counteracted by their own immunizing 
etforts. Schmoll definitely jiroved that foreign fetal protoplasm was 
com'e3md into the maternal circulation when he demonstrated the pres- 
ence of small pieces of syncA’tial protojflasm in the circulation, and he 
agrees Avith Bourne that a biologic defence is set up Ija' the maternal 
tissues to battle the im'asion. 

Abderhalden demonstrated that the maternal blood contained a 
specific ferment capable of dige.sting jilacental jirotein, Avhile Theis 
and Lackemann demonstrated the sensitization of maternal serum to 
that of the fetus, and also that of the placenta. Young demonstrated 
this experimentally Avith postmortem findings identical Avith those of 
eclampsia. 

Williams quotes Veit in a rather plausible theory, to the effect that 
in normal pregnancA' vai\A'ing amounts of fetal ectoderm and even frag- 
ments of chorionic villi are eon.stantly becoming separated from the 
placenta and gain access to the maternal circulation, the jn-occ.ss being 
designated as “deportation.” Veit contended that tlie fetal elements 
giA'e rise to a poison, Avhich he calls SA-ncytiotoxin, Avhich is normall.v 
rendered immune In' a supposititious antibod.v. syncytiolysin, Avhich 
dcA'clops in the maternal serum. If, hoAVCA'er, for am’ reason the former 
is present in quantities too great to be neutralized, or if the elabora- 
tion of the latter is interfered AA-ith, .synqitoms of poisoning result and 
toxemia eventiiallA- folloAvs. 

llofbauer emphasizes the fact that the ])iluitarv and sujn-arenal 
glands play an important part in the pathogenesis of pregnancy, and 
adds that the hormones from the.se glands affect the brain, kidne^-s and 
stomach. He therefore considers OA-arian extract almost a sjAceifie for 
this pathology, claiming that it inhibits the action of the pituitary 
and suprarenal glands on the .s.vmpathetic nervous .sA-.stem, but jiara- 
h'zes the exco.^siA'e functioning of the pituitary-su])rarenal SA'stem, and, 
reasoning along the .same general linc.s, he jirohibits the employment 
of morphine and pituitaiw extract. 

Ingenious as are these theorie.s, and numerous others Avhich Ave might 
mention, it is obvious that they are still o]ien to attack from various 
angle.s. and that, until a more satisfactory exidanation is adA-anced, Ave 
must continue to treat vomiting of pregnancy exactly as Ave have in 
the past, empirically and almost in the dark. Xo matter Avhat ex- 
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planation we accept, however, one point is clear, that prevention of 
the disease is better than its attempted cure. The maternal organism 
is already under a definite strain, and any pathology, no matter how 
slight, adds further strain, so that disaster may result unless efCective 
methods are employed as soon as possible. This cannot be too much 
stressed because of the treaeberous nature of the disease. It is ap- 
parently a simple, unimportant matter, the response to simple measures 
is usually good, and too many women are themselves prone to accept 
it as the inevitable consequence of their pregnant state. Often, almost 
before it is realized, a grave pathology has arisen from what was 
originally considered a minor discomfort. To prevent the simple from 
becoming the complex by careful watching and by treating the con- 
dition in its incipienejq especially in the nausea stage, should therefore 
be the criterion of an}’’ system of treatment which is advocated. 

For approximately ten years I have been particularly interested in 
this condition, and have evolved a plan of treatment which has given 
me almost uniformly good results. For purposes of convenience I 
have considered three types of cases, depending upon the gravity of 
the condition: first, mild eases, those who gag and are slightly nau- 
seated, or who vomit occasionally; second, moderately severe eases, 
those who are frequently nauseated and who vomit several times a 
day ; third, severe cases, those who ultimately develop pernicious vomit- 
ing. In aU types the treatment is based upon the use of ovarian extract, 
the administration varying according to the classification of the disease. 

In the mild eases 5 gr. tablets of ovarian extract (whole ovary) are 
given every three hours until the symptoms cease. The patient is in- 
structed to take onl}’’ liquids until the nausea passes, after which solid 
food is taken as desired. If there is no response to this treatment, the 
patient falls under the head of the moderately severe type, and is 
treated accordingly, so that the treatment in any indi-viduai ease may 
vary from that given in the mild to that given in the severe type. 

In the moderately severe type the same treatment is again used, but 
the ovarian extract is given in ampule form by hypodermic. One cubic 
centimeter is given dail}'- until the nausea and vomiting have ceased, 
after which the treatment is continued for another week. This last 
point is I’ather important; in my earlier cases I found occasional pa- 
tients wlio would stop vomiting for several days and then would begin 
again. Apparently the system was not sufficiently saturated with the 
ovarian extract, for in every instance the additional dosage checked 
furtlier trouble. Each cubic centimeter of ovarian extract in ampule 
form contains the water-soluble active bodies from 30 gr. of whole 
fresh ovary. 

In the severe type the treatment consists of hypodermic injections 
of ovarian extract in conjunction with hypodei’inic injections of phenol- 
barbital sodium (luminal sodium). The patient is kept in bed; nothing 
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is given by moiitli ; glucose is administered per rectum, and liypo- 
dermocl 3 ’sis is given according to the indications/)! tlie individual ease. 
One e.c. of ovarian extract is given every two hours, and 1 gr. of 
luminol sodium every three hour.s, both bv In'podermic. This treat- 
ment is continued for fortj'-eight hours. If at the end of that time no 
improvement is observed, glucose and insulin are given according to 
the methods of Titus and Tlialiieimer. 

In a previous paper, published in 1917, on the treatment of the 
vomiting of pregnancy’ with ovarian extract and corpus luteum, I re- 
ported 20 mild cases witli 100 per cent relief. Since then 20 more 
cases have been added to this gi-oup. In three of tlicse the treatment 
failed entireh’’, but through eliminative measures the patients were 
carried to full term. Tliree otliers aborted .spontaneousl 5 ^ 

In the moderatelj’ severe ela.ssifieation there are 26 cases, M'ith four 
failures. Two of tliesc responded to treatment b.v hj-podermic injec- 
tions of luminal sodium and went to term. One responded to elimina- 
tive measures, and one required a tlierapeutic abortion; details of this 
case are given in the appended reports. Another patient aborted as 
the result of an overdose of paregoric. The dosage in this series ranged 
from 2 to 38 ampules in daily doses of 1 ampule. Twent.v-three of the 
patients required from 2 to 12 do.ses. and three from 24 to 38. Recently 
I have used the tablet form of luminal sodium in .six cases of this tj'pe, 
with one failure; this patient later re.sponded to three 1 c.c. injections 
of ovarian extract over a period of three da.vs. The luminal .sodium 
was administered in lialf grain doses three times a day, tliirty minutes 
before meals. 

The severe type, leading to pernicious vomiting, is discussed in 
the appended ease reports. 

In justification of this mode of treatment, which in my hands has 
given satisfactoiy results, I would advance the following experimental 
data: Dixon tells us that the injection of ovarian extract causes an 
immediate secretion of pituitrin into the cerebrospinal fluid, and in a 
more recent article he and I\Iar.shall have .shown that the presence 
of a corpus luteum of pregnancy inhibits the activity of the ovar.y, but 
that before parturition begins there appears to be a sudden rush of 
pituitrin into the cerebrospinal fluid, Avhich, entering the circulation, 
helps to empty the uterus and to start the flow of milk. From this it 
seems to me justifiable to assume that the hormone from the ovar.v ma,v 
at times reach an exce.ss, throwing more pituitrin into the organism and 
therefore producing some of our obscure abortions. It is liliewise 
reasonable to assume, on the contrarv, that there are some instances in 
M’hich the ovar.v fails to produce a hormone, no pituitrin is secreted into 
the cerebrospinal fluid, and as a re.sult a toxemia follows, which may 
be neutralized b.v saturation of the patient with ovarian extract. 
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CASE REPORTS 

Case 1. — Para i, aged tliirty-one years. First consultation five weeks after a 
missed period, for acute ptyalism. Two days later nausea and vomiting occurred 
simultaneously. Treatment in tliis instance was extremely difficult, as the patient 
was a working girl, and, contrary to my advice, she insisted on continuing her work. 
I gave her ovarian extract in ampule form over a period of thirty-eight days, but 
■without much benefit; she was able to take small amounts of liquid nourishment, 
but continued to vomit several times daily. At the end of this time she was so weak 
that she was obliged to follow my advice and give up her work. Vomiting was so 
severe and frequent that she could retain nothing by mouth. She was admitted to 
the hospital and the routine treatment begun; nothing by mouth, a continuous glu- 
cose drip, and absolute rest. She was given 1 gr. of luminal sodium every three 
hours and 1 c.c. of ovarian extract every two hours, both hjqiodormatically. At the 
- end of twelve hours she showed considerable improvement, whereupon the ovarian 
extract was discontinued, and the luminal was given three times a day. At the end 
of twenty-four hours the vomiting had stopped entirely, and she was put on soft 
diet. She remained in the hospital ten days, because of her -u’eakened general con- 
dition, during which time the luminal was continued. Her pregnancy thereafter was 
uneventful. 

Case 2. — Para ii, aged twenty-six years. First pregnancy nomal. I saw her in 
consultation at the end of two weeks of practically continuous vomiting, so severe 
that even water could not be retained. Her physician had given her ovarian extract 
by needle once a day during this entire time, with no perceptible improvement. 
Vrffien I saw her she was delirious, dehydrated, udth drawn facies and pinched nose, 
and vomiting blood. The temperature was 101 and the pulse 120. Therapeutic 
abortion was advised, but for religious scruples was immediately refused. Every- 
thing was thereupon withdravm by mouth, a continuous drip of glucose and soda 
bicarbonate was instituted, ice caps were applied to throat and abdomen, and hypo- 
dermoclysis was given every four hours. In addition she was given 1 gr. of luminal 
(crystal) eveiy three hours and 1 c.c. of ovarian extract every two hours, both by 
needle. Twelve hours later the vomiting was checked, and nourishment was taken in 
small amounts. Active treatment was continued as above, except that hypodermoc- 
lysis was stopped. At the end of seventy-two hours all treatment was withdrawn 
except the hypodermic medication, which was continued three times a day. The pa- 
tient was normal on tlie fourth day and allowed to be up on the fifth, the hypo- 
dermic medication being continued three days longer. A mild recurrence of the 
vomiting ten days later was easily controlled by daily injections of luminal sodium 
and ovarian extract. Further pregnancy without incident. 

Case 3. — Para v, aged twenty-five years. First three pregnancies accompanied by 
nausea but no vomiting. Fourth pregnancy terminated in therapeutic abortion, 
because acute yellow atrophy of the liver developed in spite of treatment by elimina- 
tion and ovarian extract in hospital. In this, her fifth pregnancy, nausea and vom- 
iting developed simultaneously and could not be controlled, although ovarian extract 
and luminal sodium were given by hypodermic over a period of a month, three times 
each day. Eliminative and constitutional measures were also cmploj’od, without 
ofTcct, and hospitalization, with infusions of glucose and insulin likewise failed. 
Wlicn characteristic urinary findings developed and she began to turn quite yel- 
low, the condition was so obviously a beginning recurrence of her previous malady 
that I considered further delay dangerous, and therapeutic abortion was therefore 
done at once. 


hlEDicAu Building. 
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CISTERN PUNCTURE IN INTRACRANIAL BIRTH INJURIES 


By Beri^ian S. Duxiiaji, ]\I.D., Toledo, Ohio 
(Pediatrist to the Maternity and Children’s Hospital) 

T he value of cerebrospinal drainage in the diagnosis and treatment 
of intracranial birth injuries is admitted by most authorities. In 
a consideration of this subject, certain features of the patliology and 
ihe di.sturbanee of function sliould be noted. 

The usual lesion is an intracranial hemorrhage. Edema of the brain 
may be an important complication, however; or at times it may be tlie 
only finding. Vital disorders are due most frequently to an intracranial 
pressure from liemorrhage or edema. Sometimes traumatic shock and 
depletion of the general circulation from bleeding within the cranium 
are important factors in the morbid condition. 

TIeniori’hages are located most frequently in the subarachnoid spaces 
over tiie cerebral and cerebellar surfaces. The source of the bleeding 
is usually from torn meningeal vessels or from lacerated sinuses or 
their tributaries, in association with tears of the tentorium or falx, in- 
cident to labor.^ Intraventricular hemorrhages from lesions of the 
clioroid plexus, as well as localized epidural hematomata in association 
with fractures of the cranial bones, occur infrequently. 

The wall-like function of the tentorium, which separates more or 
less completelj’’ the cerebral from the lower subarachnoid spaces, has 
an important bearing on the location of a hemorrhage in respect to 
treatment. 

THERAPEUTIC AND DIAGNOSTIC CONSIDERATIONS 

The earliest attempts at relief from hemorrhage and pre.ssure were 
made by the use of decomprc.ssion. Death usually followed, due ap- 
parently to the multiplicity of the vascular tears, the impossibility of 
locating and repairing Ihem, and the conversion of the closed sub- 
arachnoid space into an open one with a total release of pressure at 
the bleeding points. Later, it was found that lumbar puncture offered 
a means of control of the pressure within physiologic limits in many 
instances until the bleeding stopped spontaneously, -with a record for 
recoveries far better than that from decompression. Decompression, 
however, may be the only hope for relief in lesions above an intact 
tentorium and inaccessible, therefore, to drainage from below. 

IMany babies with intracranial hemorrhage fail to receive benefit from 
lumbar puncture because only dry lumbar taps have resulted. In 
other instances only a little blood, po.ssibly from punctured ve.ssels of 
the spinal plexus, has been obtained. This experience has been so 

fi.'i.'i 
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common that some clinicians" consider lumbar puncture to be of 
little value as a means of relief. It is not certain whether these dry 
taps are due simplj’’ to failure to enter the spinal subarachnoid space 
of the newborn infant or to clotting of the escaped blood in the canal. 
Undoubted!}’’ the element of personal skill enters into the matter 
somewhat, but clotting also must be a factor in late cases of intra- 
cranial bleeding of severe degree. 

It is a common observation that during an attempt to obtain spinal 
fluid, even in normal babies, the needle often injures the vascular 
spinal plexus with a resultant drainage of blood. From this fact con- 
fusion arises frequently in the diagnosis of eases of suspected birth 
injury in which blood is found in the lumbar fluid as to whether or not 
this blood really comes from the cranial cavity. 

CISTERN PUNCTURE 

In instances of suspected birth injury with dry lumbar taps or 
blood of uncertain origin in the spinal fluid, it has been my practice 
during the last two years to puncture the cisterna magna. At this 
latter site the fluid is practically free from contamination of blood from 
the operation itself, because the blood vessels are principally extradural 
at this location. The desired amount of fluid is always easily obtained, 
more direct access to the site of the trouble is gained, and all danger 
from hernia of the brain is obviated. The technic is safe in trained 
hands and is also easily acquired. About the same time that my 
earliest eases were undergoing treatment by cistern puncture, Brady® 
employed, independently, the same method in two cases. 

The technic of cistern puncture has been described by Wegeforth, 
Ayer and Essick^ in their original contribution. The application to 
infants has been set forth cleai’ly by Porter and Carter.® In newborn 
infants the usual landmax’ks are often ill-defined because of changes 
in the shape of the head and neck from molding, edema or other trauma. 
My preference in the infant, therefore, is to modify somewhat the 
foregoing technic. After the usual surgical preparation and anterior 
flexion of the head in the midline, the approximate position of the 
posterior I'im of the foramen magnum is located by deep palpation. 
The ordinary lumbar puncture needle is then inserted a few milli- 
meters above this point in the midline and in line with the glabella 
until the occipital bone is touched. The needle is then displaced down- 
ward, carrying the soft tissues with it, until the point of the needle 
slips under the posterior rim of the occipital bone. The needle is 
then cautiously pushed forward and upward, in line with the midpoint 
between the glabella and tlie anterior fontanelle, until the sudden 
“give” of the needle indicates the piercing of the occipito atlantal 
ligament, and withdrawal of the obturator should be folloAved by 
drainage of fluid from the eistern. 
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After a preliminary praetiee on the recent cadaver, no extraordinary 
difficulty should be experienced in the operation. Altliough the po- 
tential danger of injury to the medulla is seemingly great, the prac- 
tical risk seems to be very slight. In 1985 cistern punctures on 450 
collected cases by some fifty physicians, Ayer® "was unable to trace any 
mtal injury to the puncture itself. In my series of 78 cistern punc- 
tures on 25 infants and children for various therapeutic and diag- 
nostic purposes during tlie last four years, no harm has ever been 
observed. One of these infants .sustained 26 cistern punctures without 
apparent hai-m, while under treatment for cerebrospinal fever with 



Chart I. — Ca.^-o 1. Clinical coui.^e of ba.snl intracranial licmorrhn sc with s-pinal 
block, treated by ci.stern puncture. Recovery. Solid blocU.s, whole blood ; shaded 
block, part blood. 

spinal block. 'When tlie vital significance of birth injiuy to the im- 
mediate welfare of the patient as well as to later cerebral defects is 
considered, one may justifiably assume a risk that promises further pos- 
sibilities for relief and cure. 

RESULTS mow CISTERN PUNCTURE 

Ten newborn infants with birth injury have received a total of 27 
cistern punctures, ranging from one to eight each, as .shown in 
Table I. Nine of these cases had an intracranial hemorrhage, of which 
one had a complicating edema of the brain as sho\m by neeropsv. An- 


TABIiE I 
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otlier baby bad only edema. All patients presented manifest sj'mptoms 
of injury ; such as ocular disturbances in all, cyanosis and local twitcb- 
ings or generalized convulsions in nine, and resiiiratory, cardiac, or tem- 
perature disturbances in eight. The general condition, -wlien tlie babies 
■were first seen, was classified in one case as poor, in seven cases as 
critical, and in two cases as moi-ibund. 

Preliminary lumbar puncture was done in five cases. Three of tliesc 
had dry lumbar tajis. In Case 2 (Chart II) there was drainage of 
blood on initial lumbar puncture and a manifest reduction of pressure 
at tbe fontanelle. Only dry lumbar taps were obtained afterward, how- 



(’liiirt If. — Ca.sc 2. Clinical course of severe basal Ijomotrliaf^e and cerebral injiiiy 
wiih spinal block and after one lumbar puncAure, treated afterwards bv clsterii 
puncture. Recovery with moderate defects. Solid blocks, wliolc blood ; shaded blocks, 
part blood. 


ever, necessitating eight cistern iiunctures for continued relief from 
the symptoms of pressure and for eventual recovery. In Case 3 there 
was blood of questionable origin in the spinal fluid. A clear cistern 
fluid under increased pressure, obtained immediately afterward, to- 
gether with jn-ompt and permanent symptomatic relief, e.stablished the 
morbid condition in this case to be one of edema, rather than hem- 
orrhage. 

Si.x patients recovered. Their present ages range from nine' to 
twenty-four months. Tlie mental and physical condition is normal in 
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all, apparently, except in Case 2 in whicli there was manifest cerebral 
injury of moderate degree from the very beginning. 

Of the four deaths, two were complicated by prematurity, another by 
delayed coagulation and moribund condition; the final ease was also 
moribund when first seen. 

The beneficial effect of cistern punctui’e on the color, sensorium and 
general condition was often prompt and mai’ked. Improvement, if any, 
was usually evident Avithin an hour and often AAdiile the needle Avas still 
in the cistern. A temporary increase of tlie pulse rate AA^as often noted 
during the first feAV hours after the puncture; but the characteristic 
trend of the pulse, temperature and i-espiration curves Avas dOAVUAvard, 
as shoAvn in the charts. Rest, quiet, supportive measures and, when in- 
dicated, the treatment of coincident circulatory ■ depletion and shock 
were essential for recovery. 


COMMENT 

It is believed that the results from cistern puncture differ in no 
essential respect from those of adequate cerebrospinal drainage by 
lumbar puncture. In all instances of failure of drainage by the latter 
method, from spinal subarachnoid block or missed puncture, hoAvever, 
sufficient drainage may easily be accomplished by cistern puncture. 

The diagnosis of basal hemorrhage or edema of the brain may be 
readily established or disproved by means of cistern puncture in all 
instances of uncertainty after lumbar puncture Avith questionable con- 
tamination of blood or Avith dry taps. 

By those not aa'oII experienced in the technic of cistern puncture, this 
procedure should be reserA'^ed as a method of last resort after lumbar 
puncture has failed. 

In the hands of the pediatrist, preferably, or others well trained in 
cistern puncture, it may be employed advantageously from the very 
beginning. 


REFERENCES 


lEhrenfest, H. : Causation of Intratu-anial lIcTnorihages in the New-Born, Am. 
Jour. Dis. Child., December, 1923, xxvi, 503. 

2Holt, L. E. : Diseases of Infancy and' Childhood, Ed. C, rcA’ised, New York, 
1913, D. Appleton & Company, p. 106. 

2Brady, J. M. : Intracranial Hemorrhage in the New-Born, Med. Clin. North 
America, March, 1924, vii, 1453. 

^Wegeforth, P., Ayer, J. B., and Essick, C, B. : Method of Obtaining Cere- 
brospinal Fluid by Puncture of the Oistema Magna, Am. Jour. Med. Sci., 
June, 1919, clvii, 7S9. 

^^Porter, L., and Carter, AV. E. : Management of the Sick Infant, Ed. 2., revised, 
St. Louis, 1924, C. V. Mosby Company, p. 515. 

'’Aj-er, J. B. : Puncture of the Cistema klagna, Jour. Am. Med. Assn., August, 
1923, Ixxxi, 358. 

203 ConroK Buildin'g. 



A CASE OF PETAL DYSTOCIA^ 

By Herbeet Thoms, M.D., P.A.C.S., New Haven, Conn. 

(From the IFoman’s Clime, Tale School of Medicine) 

T he following ease is reported beeause of the unusual fetal mon- 
strosity and, more partieularly, beeause of the marked dystocia to 
which it gave rise at the time of labor. 

The patient, an American primipara, aged twenty-one, liad been married three 
years. Menstiaiation normal; the last period beginning October 4, 1924. Petal 
movements were felt on February 26, 1925, and the date of estimated confinement 
was July 11, 1925. Except for nausea and vomiting, which \Ycre present in slight 
degree duiing the first three months, the pregnancy W'as uneventful. 

A preliminary examination showed the external pelvic measurements as follows; 
spines, 25; crests, 29; trochanters, 35; external conjugate, 20; transverse outlet, 9. 
Because of the rigidity of the perineum, the diagonal conjugate could not be satis- 
factorily measured. Palpation of the fetal parts was difiicult throughout pregnancy, 
because of the thick abdominal wall, but fetal maldevelopment wms unsuspected at 
any time. The fetal heart, normal in rate and rhythm, was heard without difficulty. 

The final prenatal examination on July 17, 1925, showed the patient to be ap- 
parently at term. The abdomen was symmetrically enlarged, and while the fetal 
small parts were not easily palpable, there was no evidence of disproportion. The 
fetal heart was heard in the left lower quadrant. Upon vaginal examination, the 
cervix was found two cm. dilated, and the vertex presenting but lightly engaged. 
A diagnosis of a left occipito-anterior presentation was made. The blood pressure 
was 130/70; the urine was negative. 

The patient entered the Hospital July 24, having contractions wliich recurred at 
2 to 3 minute intervals. She stated that the membranes had ruptured spontaneously 
two days previously, following which, labor pains began and continued with increas- 
ing severity. Because of the rigidity of the contracting uterus, the position of the 
fetus could not be made out, nor could the fetal heart be heard. Eectal examination 
at this time showed the ceiwix fully' dilated and the vertex presenting just above the 
spines. No disproportion could be demonstrated. Tliere was no advance of the 
presenting part, however, after an hour of severe second-stage pains. Vaginal ex- 
amination then showed the cervix to be fully dilated, and the membranes ruptured. 
A small fetal head presented at the spines. Since tliere was a clear indication for 
the termination of labor, the patient was anesthetized, placed in the lithotomy posi- 
tion, and forceps applied for an L. 0. A. It was immediately apparent, upon lock- 
ing the forceps, that the fetal head ivas unusually small for a full-term fetus. 
Moderate traction failed to advance the head, and it was then evident that some 
obstruction was present hi,gher up in the birth canal. Accordingly, the forceps were 
removed. The hand, because of the smallness of the fetal head and the normal size 
of the pelvis, was then passed without difficulty into the cavity of the uterus. As 
the examining fingers swept around the child ’s neck, the pedicle of a large cystic mass 
was felt in the occipital region. Further examination demonstrated that the cyst, 
which was the size of a large grapefruit, lay against the child’s back and was firmly 
attached by a thick stalk to the occipital region. Because of its high situation, 
attempts to puncture the cyst with scissors failed. Accordingly, in the hope that the 
cystic mass would follow the fetal head, veraion and extraction was elected as a 
means of delivery. The procedure was accomplished without difficulty. The patient 

»Presented at a meeting of the New York Obstetrieal Society, January 12, 1926. 

839 



840 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


was somewhat shocked by the deliveiy and by the exhaustion of the long labor, but 
her symptoms were of short duration. The placenta came away -NTithout difficulty, 
and there was only moderate bleeding during the third stage. 

The patient left the hospital in two weeks, after an unerentful convalescence. 



Fife'. 1. 


Tlie macroscopic aiipcarance of tiie specimen is shomi in the accompanying draw- 
ings. It was of the female sex, mea,sured -18 cm. in length and, witli the tumor, 
weighed 4,000 giams. The biparietal diameter was 0 cm., tlie occipitofrontal 10 
cm., the snboccipitobregmatic 8.5 cm., and the occipitomental 10 cm. The viscera 
of the chest and abdomijial cavities were normal in appearance and situation. 

The cystic mas.s was covei-ed by skin, which was continuous with that of the fetus, 
and the upper third merged with the scalp, as shown in the illustration. The lower 
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Iialf of the cyst Avas filled ^Yith thin, blood-tinged fluid. The upper half Tvas made 
up of two lobes of brain tissue, covered rvith dura. Tlie cavity of the cyst com- 
municated freely with the cranial cavity. 

The failure to recoguize this abnomality during the latter months of 
pregnancy is explained by the difficulty of palpation in the presence of 
a thick abdominal wall, together with the facts that the cranial bones of 
the fetus were well fomed and that the tumor mass tvas soft and fluc- 



Fis. 2. 


tuant. The case is of interest, also, because the degree of dystocia was 
not appreciated until traction was applied to the head. It emphasizes 
particularly the dictum “Not Force but Art,” as applicable in instru- 
mental delivery where bony disproportion is known to be absent. 
Finally, it teaches again the lesson that in aU eases of dystocia, thorough 
investigation of the birth canal is indicated before resorting to forcible 
attempts at delivery. 

59 College Street. 


(For discussion see page 861.) 




ABLATIO PLACENTAE' 

By Walter E. Welz, M.D., Detroit, ]\Iicu.- 

T his condition, otherwise known as abruptio placentae, utero- 
placental apoplexy, and premature detachment of a normally situ- 
ated placenta, is more common than was formerly believed. As the 
toxemies of late pregnancy appear to be increasing in frequency, and 
as these are the main causative factors of this condition, it behooves 
us to study the causes, clinical aspects, and care of this condition in 
order to iiroperly meet the dangers arising in the separation of pla- 
centae at or near term. 

Harrar reported 254 cases in 100,000 labors in the New York Lying- 
In Hospital, a frequency of 1 in 395. Cragin, at Sloane Maternity 
Hospital had 212 eases in 20,000 labors, an incidence of 1 in 94. 
Holmes reports the clinical frequency as 1 in 500 and the pathologic 
as 1 in 200, In the past it has been mistaken for placenta previa, the 
result being that many statistics on this subject are misleading. Also, 
the partial detachment of a low placed placenta is not easy to dis- 
tinguish. 

In the past five years I have seen nine cases of the severely toxic 
type. The fetal mortality has been 100 per cent. The maternal mor- 
tality has been six (66 per cent). Of these, six were delivered from 
below and the usual means of combating hemorrhage were followed, 
i.e., packing, ergot, pituitrin, suturing the cervix. Five of these died, 
a mortality rate for this method of care for this type of 83 per cent. 
Two women of the three who had Porro sections performed made un- 
eventful recoveries, though recuperation was slow due to exsanguina- 
tion and toxemia ; one died from exsanguination. 

Of the less severe toxic type I have seen seven cases in the same 
period. The fetal mortality was 100 per cent and no maternal mor- 
tality. 

I desire to report eight eases which illustrate the various types of 
ablatio placentae : 

Case 1. — Herman Kiefer Hospital. Mrs. E. T., age twenty-nine years, para iii. 
She was brought to the hospital in deep alcoliolic intoxication. She had given birth 
to two full-term babies normally. No history of previous illness was obtainable. 
She was sent in by the City Physician because of vaginal hemorrhage. 

Her measurements were normal. No edema was present. Blood pressure 120/85; 
pulse 110; temperature 98° P. (axilla). Catheterized .specimen showed albumin and 
granular casts. The abdomen showed a rather tense uterus, the size of thirty-six 
weeks’ pregnancy. Fetal heart and movements were absent, and fetal parts were 
not palpable because of the tenseness of the uterus. 

•Read before the Detroit Obstetrical Society, Feb. 2, 1020. 
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The cervix was effaced, the os externum was about 4 cm. dilated and very dilata- 
ble, and the membranes were intact. A very dark red watery discharge trickled 
from between the utenis and the membranes. 2fo placental tissue was palpable. 

Diagnosis of ablatio placentae was made and delivery finished at once by easy 
manual dilatation, rupture of membranes, podalic version and extraction. The fetus, 
a female, 45 cm. long, weighing 4 pounds, 12 ounces, was stillborn. With the birth 
of the fetus came the placenta and 900 c.c. of clotted blood. 

As the woman was deeply intoxicated, only a few whiffs of ether were given to 
keep her quiet during deliveiy. It required onlj'- ten minutes for delivery which was 
well endured by the patient, both pulse and blood pressure being the same after as 
before delivery. 

After delivery a constant oozing of dark red watery blood continued. A catgut 
suture was placed in a very slight cervical laceration. There was no perineal lacera- 
tion. The uterus was packed: 1000 c.c. saline solution was given by hypodermoc- 
lysis; 10 c.c. hemostatic serum was given intramuscularly, as well as stimulants. 
Hemorrhage continued through the packing and patient expired three and one-half 
hours after delivery. 

Postmortem examination not permitted. 

Case 2. — ^Slrs. P. Z., Evangelical Deaconess Hospital, brought in by ambulance 
June 16, 1925. Patient twenty-two years old, well nourished, had had one normal 
childbirth in 1923. Her last period was October 19, 1924, and she expected confine- 
ment Jidy 26, 1925. She had seen her physician only once during pregnancy. He 
reported that she had albuminuria and moderately high blood pressure. 

At 11 A.M., Juno 16, the patient took to bed because of severe pain in the epi- 
gastrium. She commenced to discharge dark red watery blood from the vagina at 
7 pjm:. Her physician sent her to the hospital where I saw her at 9 P.M. I found 
a very pale patient writhing in constant pain wliich was general over a uterus tho 
size of thirty-eight to forty weeks ’ pregnancy, but the pain was most accentuated in 
the epigastrium. The legs were edematous to the hips. Pulse 145; temperature 
100° P. ; respiration 24; blood pressure 140/115. While being examined the patient 
vomited considerable blood-tinged vomitus. As she was writliing in pain morphine 
gr. ^4 ■was given by hypodermic. No fetal heart or movements observed, and the 
uterus was so tense that parts could not be palpated. Vagina large, cervix one cen- 
timeter long. Os externum admitted two fingers. Membranes intact, cephalic pres- 
entation, head floating. There was a continuous flow of very dark red blood from the 
vagina. No placental tissue could be felt. Diagnosis of ablatio placentae was made 
and immediate laparotomy performed using ether anesthesia. Incision vertical from 
2 cm. above to 12 cm. below the navel. Uterus was very dark in color with ecchy- 
motic spots and marked edema of both broad ligaments. Vertical incision in uterus. 
In the fundus was found about 1.5 liters of clotted blood in which lay a free pla- 
centa. Stillborn male 45 in. long weighing 5 pounds was removed and the uterus 
emptied of contents. Supracervical hysterectomy was performed; with removal of 
tubes and ovaries. Tho patient was in fair condition at the end of operation which 
took fifty minutes. Blood pressure 85/120; pulse 144; temperature 101. Shock oc- 
curred shortly after operation. Patient given 1 liter saline solution by hypodermoc- 
lysis, also stimulants. 

Patient had a slow recovery with slight septic temperature and was discharged 
July 6, 1925, twenty days after delivery. She then had blood pressure of 150/105, 
and the usual urinary findings of chronic nephrosis. 

Pathologic report by Dr. Plinn Morse. No e\ndence of inflammation but numer- 
ous small intrauterine hemorrhages. 



844 THE AMERICAK JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Case 3. — Mrs. J. H., age twenty-five, para iv, Providence Hospital. I was called 
by Dr. R. Schaefer to see the patient at her home on the morning of July 10, 1925. 
She had her first child in 1920, a stillbirth after forceps delivery following forty- 
eight hours labor. Her second child, in 1922, was a normal delivery after forty- 
eight hours labor. Tlie child had a small dorsal spina bifida from which it died in 
seven months. The third child, in 1923, was born normally after forty-eight hours 
labor. The patient had seen no physician during pregnancy. Her last period was in 
December, 1924, and she expected confinement September, 1925. During the night 
of July 9-10 she liad severe pain mostlj’^ under left shoulder. A considerable amount 
of blood came away from the vagina, but she had no labor pains. She felt faint 
and was unable to get up, so a physician was called in the morning. She had vom- 
ited during the night. 

The patient was a very large woman with a pasty complexion, and marked anemia. 
The legs had marked edema. The uterus was the size of thirty-eight to forty weeks’ 
pregnancy; it was very tense and tender. Ho fetal parts were palpable; no fetal 
heart or movement audible. Temperature 99° P. ; pulse 120; respiration 22; blood 
pressure 145/115. She was sent to Providence Hospital by ambulance. Bight hun- 
dred c.c. of saline solution were given bj' hypodermocly.sis. Vaginal examination 
revealed a large vagina, retained cervix, canal open 1.5 cm., membranes intact, 
cephalic presentation, head floating. No placenta could be felt. A large amount of 
very dark fluid blood came from utenis on examination. Blood pressure 135/120. 
Urine showed heavy deposit of albumin, a trace of sugar, few granular casts. Hemo- 
globin was 40 Dare. RBC 2,700,000; VTBC 15,000; nuclears 72, small mononuclears 
26; large mononuclears 2. 

Diagnosis of ablatio placentae, and preparation for laparotomy was made. 

An incision 13 cm. long was made below the navel. Uterus appeared dark violet 
with edema of all tissues, especially both broad ligaments which were markedly edem- 
atous; dark blue ecchj’motic spots over entire uterus. Placenta was found free 
in the fundus lying in about 1.5 liters of clotted blood. The fetus, a female, 45 
cm. long, weighing 3 pounds, 7 ounces, was removed with the placenta and the 
dotted blood. Supracervical hysterectomy was done. 

The patient had an uneventful recovery, except for slight sepsis. She was dis- 
charged Aug. 1, 1925, twenty days after delivery. Her pulse was rapid throughout, 
and was 100 on discharge. Blood pressure 150/110. 

Pathologic report from Dr. J. E. Davis showed edema and chronic myometritis 
with small myometrial hemorrhages. No evidence of acute inflammation. 

Case 4. — October 9, 1920. Providence Hospital. Patient had tj^pical rachitic 
pelvis. She had had a stillbirth in 1915 after forceps delivery following forty-eight 
hours’ labor. In 1918, after induced labor, a living child, 45 cm. long, weighing 5 
pounds, 6 ounces, was bom. In 1920 labor was induced at thirty-six w'ceks by means 
of a Barnes’ bag. In preparation a vaginal douche of 1 per cent lysol was used 
through an intrauterine douche nozzle. A rather severe hemorrliage followed as the 
stream was directed to one side. The bag was placed immediately and external 
liemorrhage stopped. Fetal heart sounds became weak in two hours and disappeared 
in three and a half liours after placing the bag. No violent movements of the fetus 
were noted. On expulsion of bag after eight liours, 500 c.c. of clotted blood were 
e.xpcllcd. Easy breech extraction of stillbirth male 43 cm. long, weighing four and a 
half pounds. The fetus was pale, evidencing chorionic hemorrhage. The placenta 
wa.s evidently attached low on body of uterus and showed signs of being detached 
on its lower ’third as evidenced by this part being hardened and covered by very 
adherent coating of firm fibrinous clot. The low attachment of the placenta allowed 
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tliG stream of lysol to separate it from ’the uterus because of a gaping lacerated 
cervix. 

This is a typical case of the traumatic tj'po of ablatio placentae, which is rather 
uncommon. 

Case 5. — hirs. E. A., para ii, forty-one years of age. Providence Hospital, July 
23, 1920. This patient had shown signs of nephrosis during pregnancy udth sliglitly 
elevated blood pressure and characteristic urinary findings. She had edema of lower 
legs. Uterus was lax, thirty weeks’ pregnancy. Ho fetal heart or movement ob- 
served. Constant trickling of dark fluid blood. Uterus was lax, not tender. After 
five hours labor there was a normal deliveiy of a female stillbirth, 38 cm. long, 
weighing 3 pounds. Immediately followed by the placenta with 800 c.c. of clotted 
blood. Tendency to hemorrhage controlled by uterine massage, 1 c.c. of pituitrin, 
and 4 c.c. of ergot. 

At discharge urine showed albumin and easts. Blood pressure 160/110. 

Case C. — Mrs. L. S., thirty-two years of age, para i. She was sent to St. Mary’s 
Hospital December 19, 1920 after a profuse hemorrhage at home. Patient was very 
pale, and almost pulseless. Blood pressure 140/110. Uterus very tense and tender. 
No fetal parts palpable. There was no fetal heart sound or movement. Cervix 
clTaced. The os externum was 2.5 cm. dilated. Dark red fluid blood constantly 
trickled from cervix. Edema of lower extremities and albuminuria. Eivo hundred 
c.c. of saline solution were given intravenously. 

Manual dilatation of cervix which was soft and dilatable. Version and easy e.x- 
traction. Stillbirth of a thirty weeks’ female fetus, immediately followed by pla- 
centa and about 1 liter of clotted blood. Hemorrhage continued. Packing, saline 
by hypodermoclysis and stimulants were given. Death followed two hours after de- 
livery. 

Case 7. — ^Mrs. J. S., Providence Hospital, Oct. 1, 1924, para ii, age twenty-seven 
years. In 1923 she had placenta previa at tenn, a stillbirth following bagging and 
version. At thirty-six weeks, Sept. 30, 1924, at 11 ?.M., very sharp pains started in 
BLQ, but there was no contraction. These continued constantly through the night. 
Movements were felt through the night but disappeared early in the morning. In 
the morning labor had commenced but there was a continuous discharge of dark 
fluid blood from cervix. Uterus was very rigid, impossible to palpate fetal parts or 
get fetal heart sounds or movements. Continuous extreme pain and tenderness in 
RLQ. 

Labor pains started 1 f.m., October 1. Complete dilatation at 3:30 p.ir., at which 
time membranes ruptured. Breech extraction of stillborn male weighing 4 pounds, 
8 ounces, at 3:40 p.n. At the delivery 600 c.c. of clotted blood came away. The 
placenta was expressed ten minutes later. A hematoma the size of a pigeon’s egg 
was on the maternal surface, and .six smaller hematomas were seen throughout the 
placenta. One-half of the placenta was covered with a firmly attached clot. The 
patient had been toxic for two months with albumin in urine and a blood pressure 
as high as 160/110. 

After delivery there was no hemorrliage and recovery was uneventful. 

Case 8. — Mrs. M. A., a primipara, twenty-three years of age, came to Providence 
Hospital by ambulance January 24, 1926, Sent in as a case of placenta previa be- 
cause of profuse hemorrhage at home just before midnight. Patient had vomited 
considerably at home. 

The patient was extremely pale, had edema of lower legs, pulse 130, temperature 
96.2“ F., blood pressure 110 systolic and no diastolic. Uterus distended to xiphoid 
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though only thirty-two weeks’ pregnant. Xo fetal parts could be felt. No fetal 
heart sounds or movements were obtained. Exquisite pain and tenderness over entire 
uterus. 

Vaginal examination revealed primiparous birtli tract. Cervix effaced with os of 
1 cm, dilatation. No placental tissue palpable, cephalic presentation, head floating. 
Fiom the cervix was a continuous flow of bright red blood. 

Porro section was done at 2:40 A.sr. under nitrous oxide-oxygen anesthesia. Inci- 
sion was below the navel. Uterus found spotted with ecchymotic areas, slight edema 
of broad ligament. A male fetus, 44 cm. long, weighing 5 pounds, 11 ounces, was 
found floating in about a liter of fluid and clotted blood. Seven hundred c.c. of 
saline were given intravenously as well as pituitrin and ergot intramuscularly. At 
3:20 A.M. the patient was removed to bed in fair condition. Sudden collapse and 
death at 4:40 a.m. 

Examination of uterus showed numerous small liemoriiiages throughout the muscu- 
lature. 


COMMENT 

Veiy few ea.ses of ablatio placentte are of tlie traumatic type. These 
are not so dangerous as tlie toxic type and can be delivered by the' 
natural birth route. The toxic type is more frequent and more 
dangerous. 

The most dangerous of the toxic tyjie are those in which intra- 
muscular hemorrhages occur. These are diagnosed by the tenseness 
and tenderness of the uterus, together with uncontrollable hemor- 
rhages and shock. Porro section appears to be the only successful 
method of disposing of this type. 

The less dangerous toxic type is the one in which there are placental 
hemorrhages with hematoma formation. As the uterine musculature 
is not involved in hemorrhage, it is capable of contracting after being 
emptied. This type may be delivered through the birth canal. Fol- 
lowing deliveiy uterine stimulants and packing will control hemor- 
rhage. In this type the uterus is not tense or tender but lax before 
delivery. 

497 East Grand Boulevard. 



PURPURA HEMORRHAGICA COMPLICATING PREGNANCY 


Report of a Case in Wmcn Both Mother and Child Were 
Affected and Recovered” 

By Philip Liebling, M.D., New York 

P urpura liemorrliagiea comiDlieatmg pregnancy is a rare condi- 
tion. According to Hirst/ tlie disease is generally fatal and 
always interrupts pregnancy, the fetus dying in utero. Ruslimore- 
in 1925 made a thorough review of the literature and was able to find 
only forty-seven reported cases of purpura complicating pregnancy, to 
which he added one of his own. 

The first ease was reported by Barnes^ in 1867. This patient ap- 
peared to have rlieumatic purpura, or Schonlein’s disease. During the 
sixth month of her pregnanej', slie suffered rheumatic pains in the joints, 
lumbago, vomiting, and fever. Labor follow'ed, but the infant lived 
only three hours. On the day after delivery, the mother had an erup- 
tion of purpuric spots on the face, abdomen, and legs. The patient 
died on the following day. 

Rushmore, in his review' of the literature, noted tlie occurrence of 
purpura hemorrhagica in both the mother and the fetus only seven 
times. In Dohrn’s* case, many peteehiae w'ere observed during the 
period of pregnancy, but they disappeared at the time of delivery. The 
fetus, a female born in the ninth month, exhibited spots that w'ere 
similar, as to number, size, and color, to those found on the mother. 

Recurrence of purpura in a succeeding pregnancy w'as reported by 
GreenhilP in 1923. His patient had purpura during her first and 
second pregnancies. In the case reported by AUgnes and Stiassnie® 
in 1921, the purpura recurred in three successive gestations during a 
period of ten years. 

Of the forty-seven cases summarized by Rushmore, the final resulls 
w'ere recorded in only forty-four. Tw'enty-six mothers died and 
eighteen recovered. Of the forty-twm infants wdiose final outcome was 
reported, tw'enty-seven died and fifteen survived. 

In the thirty-eight eases in which the age was recorded, it ranged 
from eighteen to forty-three years. 

REPORT OF A CASE 

A primipara, aged twenty-two, was first seen by me on July 17, 1925, during the 
seventh month of her piegiiancy. The fam.ily history was negative for any hemor- 
rhagic tendency. The last menstrual period took place on December 22, 1924. 
Toward the end of the fifth month, the patient began to notice some small red 

*Read before the Bronx Gynecolog'ical and Obstetrical Society, November 30, 1925. 
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spots on her body and limbs. They appeared in successive crops, the earlier ones 
fading after a few days. 'When she brushed her teeth or chewed solid food, her 
gums bled easily; she also had several mild attacks of epistaxis. The bleeding was 
easily controlled by local treatment. 

On June 20, the patient was seen by a physician, at which time she was covered 
with petechiae. There were numerous purpuric spots on the extremities. She com- 
plained of frequent nosebleed, bleeding from the gums, slight swelling of the feet 
and general weakness. Her blood count revealed 2,400,000 red blood cells and 4.^5 
per cent of hemoglobin. The platelet count was 40,000, an extremely low figure that 
is characteristic of purpura. 

When I first saw the patient, her skin and mucous membranes were pale. There 
were nmnerous petechiae scattered over the entire body. Some of the hemorrhagic 
spots were fading; others appeared to be of recent origin. There was a large ecchy- 
mosis on the palate and many small hemorrhagic spots on the gums and the inside 
of the cheeks. The spleen was not enlarged. 

The patient was treated with calcium lactate and saccharated ferrous carbonate, 
20 grains of each three times a day. She was also advised as to hygienic and dietary 
measures. 

She returned on July 30, at which time the petechiae and hemorrhagic spots were 
found to be much fewer in number. Epistaxis was much less frequent than formerly. 
Tho red blood cell count was 3,500,000; hemoglobin, 70 per cent. The platelet count 
had risen to 300,000, a normal figure. 

Prom this time on, the patient’s condition improved rapidly. The petechiae be- 
came fewer in number and tho purpuric spots disappeared, except for a slight ecchy- 
mosis on the upper part of tho palate. There was a concomitant improvement in the 
platelet count, as sho™ in Table I. Epistaxis became infrequent, and the color of 
the skin and mucous membranes improved. The patient no longer suffered from 
weakness, and the swelling of the feet and ankles disappeared. 

Tho patient went into labor late September 30, and delivered a girl, weighing 
eight pounds, eleven ounces, early on October 2. The baby had numerous petccMao 
over her face, trunk, and extremities. She was somewhat cyanosed but cried vigor- 
ously when handled. Nine hours after birth, and again several hours later, the child 
regurgitated some water mixed with blood. On the following day, she again brought 
up some blood-streaked liquid. On October 4, bloody urine was passed; on the fol- 
lowing day, the stool was streaked until blood. The temperature was 101° P. The 
babj' was then given 5 c.c. of thromboplastin, injected into the buttock. 

Tho baby’s blood count on October .5 was 0,000.000 red blood cells and 110 per 
cent hemoglobin. The platelet count was 40,000. The coagulation and tho bleeding 
time, being short, were not estimated. 

Tho petechiae present on tho baby at birth gradually faded, and no new ones 
appeared. On October 7, there was a slight bloody discharge from the child ’s vulva. 

Tho mother’s blood on October 5 gave the extremely low platelet count of 20,000. 
Tho erythrocj'te count was 3,400,000; the hemoglobin, 66 per cent. The coagulation 
time was five minutes. On many previous examinations, it had ranged from seven to 
eight and a half minutes. Tho bleeding time was four and a half minutes. 

Prom this time on, there was progre.c.sive improvement in tho condition of both 
mother and child. On October 14, when the patients were discharged, practically all 
of tho hemorrhagic spots had disappeared. 

On October 23, the mother had a few petechiae on her shoulders and on her left 
arm and leg. The baby looked he.althy and there were no petechiae. On October 
30, tho mother showed .some new petechiae on her shoulders, chest, and lower limbs, 
and there was an area of ccchymosis about the size of a quarter on the upper por- 
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tiou of the palate. The baby appeared healthy and had gained weight, but there 
were some petechiac on the legs and ankles. The results of the baby’s blood ex- 
amination arc shown in Table II. 

On ZSTovember 27, the mother still had a few petechiae on her extremities, but 
there were no other signs of bleeding. The baby was healthy, weighed nine pounds, 
6 ounces, and showed no petechiae. When the patients were last seen on December 
30, they were in perfect health and no petechiae could be found. 


Table I 


Mother’s Blood Examinations 

DATE 

PLATELETS 

R. B. C. 

HGB. % 

(j-20-25 

40,000 

2,400,000 

45 

6-25-25 

40,000 

2,400,000 

.45 

7- 7-25 

116,000 

2,900,000 

59 

7-13-25 

58,000 

2,500,000 

66 

8- 5-25 

300,000 

3,500,000 

70 

8-12-25 

370,000 

3,300,000 

70 

8-19-25 

330,000 

3,500,000 

74 

8-26-25 

285,000 

4,000,000 

75 

8-28-25 

285,000 

4,000,000 

75 

9- 9-25 


2,500,000 

75 

9-16-25 

322,000 

3,500,000 

74 

9-23-25 

300,000 

3,200,000 

71 

10- 5-25 

20,000 

3,400,000 

66 

10- 8-25 

160,000 

3,420,000 

70 

10-31-25 

200,000 

3,200,000 

77 


lb\BLE II 




Child’s Blood Examinations 


DATE 

platelets 

R. B. C. 

hgb. % 

10- 5-25 

40,000 

6,000,000 

110 

10- 8-25 

No estimation — coagulation 

and bleeding time short. 


10-31-25 

240,000 

4,800,000 

99 


SUMMARY 

Purpura liemorrliagica complicating pregnancy is a rare condition, 
only forty-eight previous cases having been reported. The occurrence 
of this condition in both mother and child is still more uncommon; 
Rushmore’s extensive review of the literatui’e cites only seven such 
cases. 

The blood platelet deficiency in purpura hemorrhagica complicating 
pregnancy probablj'- arises from some toxemia of maternal, fetal, or 
placental origin. The source of the blood platelets is the bone mar- 
row, where they are formed by budding off from the megacaryoeytes. 
The toxic substance may destroy the platelets soon after their forma- 
tion, or it may destroy the megacaryoeytes themselves. 

The presence of pui'iiuric sj^-mptoms in the offspring is probably 
the result of the absorption of toxic substances from the maternal 
blood. 

Tills ease is reported as a symptomatic purpura in which a primip- 





850 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 

ara began to slio-vr petecbiae during the fifth month of pregnancy. 
The hemorrhagic eruption reached its maximum during the sixth 
month; then it gradually lessened, but did not disappear until about 
two months after labor. There was also bleeding from the nose and 
gums. The child was covered with peteehiae at birth and showed a 
tendency to bleed soon afterward. An extremely low platelet count 
was found in both mother and child. The mother showed considerable 
anemia, but the child’s red blood cell count and hemoglobin were 
above normal. Both patients recovered. 
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SYPHILIS OP THE PLACENTA IN THE NEGRO 
A Study Based on 1000 Consecutive Cases 
By James R. McCord, M.D., Atlanta, Ga. 

(From the Dapartment of Obstetrics, Emory University School of Medicine) 

W E OFFER the following work as a further contribution to the 
fascinating but little understood subject of syphilis in preg- 
nancy. All of the slides were personally studied, at least tivo from 
each placenta. As a rule, one was made from the fetal surface of 
the placenta, the other from the maternal. 

As a basis for a syphilitic placenta, we have accepted the changes 
recently described by Eardly Holland: 

1. The villi are uniformly enlarged and closely packed. 

2. A reduction of the intervillous spaces. 

3. An increase in the density of the stroma and of the stroma cells. 

4. Diminished vascularity of the villi. 

When the above changes were only partial, we designated the con- 
dition as doubtful. 

We agree with Holland’s statement, that the vessels in a syphilitic 
placenta are not closed by an obliterating endarteritis, but rather 
that the villi have never been properly vascularized. 

Of the 1000 placentas examined for .syphilis, 119 were positive, 35 
were doubtful, and 846 were negative. 

There were 821 cases that went to full term, and 791 babies were 
boi'n alive. Of these babies, the placenta was positive in 38 and 
doubtful in 13. Thirty babies %vere stillborn at full term; of these, 
the placenta was positive in 12, doubtful in 1 and negative in 17. 
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There were 84 babies premature, but born alive. The placenta was 
positive in 13 of these, doubtful in 8, and negative in 63, 

There were 84 (the coincidence is noted) premature babies stillborn. 
In 50 of these the placenta was positive, doubtful in 7. In 27 cases 
the placenta was negative. In 8 premature stillbirths, both the cord 
and maternal Wassermann, as well as the placenta, were negative. 
There were 3 full-term stillbirths in which AVassermann reactions and 
placenta were negative. 

Abortion occurred fifteen times. The placenta was positive in 5, 
doubtful in 1, and negative in 9. 

A Wassermann test was done on 966 of the women. In 747 the 
reaction was negative, and in 219 (22.5 per cent) positive. In 119 
cases in which the maternal Wassermann was positive, the placenta 
was negative. In 89 cases, both the maternal AVassermann and the 
placenta was positive. There were 11 eases with a positive maternal 
Wassermann in which the placenta was doubtful. The placenta was 
positive in 24 cases where the maternal Wassermann was negative, 
and doubtful in 13 cases with negative maternal Wassermann. The 
Wassermann taken in the prenatal clinic was repeated in the labor 
room on 396 women. The reaction agreed in 349 cases (88 per cent). 
In 311 cases both were negative, and in 38 cases both were positive. 
The clinic Wassermann was positive and the labor AVassermann was 
negative 26 times; the clinic Wassermann was negative and the labor 
Wassermann positive 21 times. 

The cord Wassermann ivas done on 655 babies. Of these, 608 
Avere negative and 47 (0.7 per cent) positive. In 35 cases in which 
the cord Wassermann was negative, the placenta was positive; and in 
13 cases ivith the cord Wassermann negative, the placenta was doubt- 
ful. A positive cord Wassermann occurred 26 times ivith negative 
placenta. One cord Wassermann was positive in which the placenta 
was doubtful. In only 20 cases, was the cord Wassermann and the 
placenta both positive. 

The maternal Wassermann ivas positive 66 times ivhere the cord 
Wassermann and the placenta ivere negative. 

In 19 babies born alive, the maternal and cord Wassermann were 
positive and the placenta ivas negative. In only 12 cases were they 
all positive. In 20 eases in which the cord Wassermann was negative, 
the maternal Wassermann and the placenta were positive. The mater- 
nal Wassermann and the placenta ivere positive 11 times where the 
cord Wassermann was negative. There ivere 2 stillborn babies where 
the cord and maternal Wassermann and placenta were all positive. 
In 6 cases the cord Wassermann Avas positive, and the maternal Was- 
sermann and the placenta were negative. The cord and maternal 
Wassermann Avere negative 14 times where the placenta Avas doubtful. 

We are unable to state whether prenatal antisyphilitie treatment 
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does or does not influence tlie histologic structure of tlie placenta. 
We were not able to demonstrate a gumma in any of the placentas. 


Table I 

Histologic Examination of 1,000 Placentas 


PLACENTAS 

1 MATERNAL AVASSEKMANN j 

1 CORD AVASSERMANN 

Positive 1 

Negative 

Positive 

Negative 

119 Positive for syphilis 

89 

24 

20 

35 

846 Negative for syphilis 

319 

710 

26 

560 

35 Doubtful for syphilis 

11 

13 

1 

13 


Table II 

Matebnal Wassermanns 



CORD AVASSEKAFANN 

1 PLACENTA 


MATERNAL AVASSERMANN 






Positive 

Negative 

Positive 

1 Negative 

Doubtful 

219 Positive 

32 


89 

■EH 

11 

747 Negative 

8 

mBSBM 

24 

HH 

13 


Table III 
Births 


BIRTHS 

PLACENTil 

1 

CORD 

AVASSERMANN 

AfATERNAL . 

AVASSERMANN 

Positive 

Negative 

Doubtful 

Positive 

(Negative 

Positive 

Negative 

Full time living 

38 

740 

13 

27 


142 

617 

Full time dead 

12 

17 

1 

5 


9 

17 

Premature living 

13 

m 

8 

! 


24 

57 

Premature dead 

50 

27 

7 

3 

■n 

49 

43 


SUMMARY 

Syphilis ivas demonstrated in 15.4 per cent of the 1000 placentas 
examined. 

In 966 Avomen, the Wa.ssermann Avas positive in 22.5 per cent. 

In 655 babies, the cord Wassermann Avas positiA'e in 0.7 per cent. 

The Wassermann reaction repeated on 396 women agreed in 88 per 
cent. 

Syphilitic placentas Avere found in 40.6 per cent of the positive 
Wassermann cases/ and in 0.3 per cent of the iiegatiAm Wassermann 
cases. 

In 84 premature babies born alive, the placentas Avere positive in 
28.5 per cent. 

In 84 premature babies born dead, the placentas Avere positiAm in 
67.8 per cent. 

Of 219 positive maternal Wassermanns, the cord Wassermann Avas 
positWe in 14.5 per cent of the cases. 

Of 747 negatiA'e maternal Wassermanns, the cord Wassermann Ava.s 
posith'e in 0.107 per cent. 

Of the posithm placentas, 75 per cent had positive maternal Was- 
.sermanns. 

G1 Forrest Ayf.nue. 







































PKEGNANCY IN THE REJ^IAINING HORN OP A UTERUS 
DIDELPHYS AFTER TORSION AND PARTIAL 
HYSTERECTOMY 

By G. E. Caswell, M.D., Wichita, Kansas 

T 'HE following case seemed unique enough to warrant a record in obstetric litera- 
ture. On January S, 1924, the patient referred to below was operated upon by 
Dr. HaiTy Horn, of this city, and the case described in ArcMmes of Sxirgcry of 
November, 1924. Torsion had developed in the gravid side of this double uterus at 
about the sixth month without demonstrable cause. A lapqrotomy was done, the 
twisted pregnant portion incised, the fetus and separated placenta delivered, and a 
supravaginal hysterectonij' done on the gangrenous half of the uterus. Tlie patient 
made an uneventful recoverj' and subsequently resumed her menstrual periods. 

Tho patient, Mrs. S. J., came again for examination March IS, 1925, reporting 
that her menses had boon normal until December 3, 1924, which was her last period, 
and that she thought she had already felt life. Her pregnancy proceeded normally, 
both cervices enlarging and softening at about the same rate. On August 18,^ exam- 
ination showed tho breech in tho pelvis. Attempts then and later to do an external 
version were unsuccessful. September 18, blood pressure being 150/90, and there 
being considerable edema, castor oil and quinine were administered. Pains began 
at 10 A.M., both feet presenting, and she was delivered of a six and a quarter pound 
boy at 7:25 p.m., episiotomy being done and forceps applied to the after-coming 
head. During the later part of her pregnancy and during labor the fundus was 
inclined toward the left side of the abdomen. Tho cervix dilated normally, but up 
to within a few minutes of the time tho feet were delivered, the side whore it joined 
the other cervix liad not been drawn up out of reach. Involution was rather slow 
but she made a good recovery. 

110 Nouthern Building. 
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Department of Maternal Welfare 


Conducted by Fred L. Adair, M.D. 


LECTURES IN OBSTETRICS TO COUNTY SOCIETIES IN 

NEW YORK STATE 

A lSr IMPOETANT activity is being- developed by tbe New York State Department 
of Health in cooperation M’itli the Committee on Postgraduate Medical Instruc- 
tion of the State Medical Soeietj^ A sentiment has grown among physicians that the 
steadily increasing group consciousness and the gro\ving desire of organized medi- 
cine to assume leadership in the solution of the great problem of public health, 
fix a very definite responsibility upon the official medical bodies. This particular 
committee, in its last annual report of the House of Delegates, made in April, 1926, 
states that the continuous education of the practicing physician is the greatest 
single contribution that organized medicine can make. 

The manner in which this scheme was developed is of interest. The committee 
as appointed represented all sections of the State and a sun'cy was made based 
upon answers to a questionnaire sent to the County societies as the units of the 
organized profession. Tlie officials of these societies were asked what plans they 
had made or would agree to make for postgraduate teaching and what facilities 
for the purpose were at liand. A central organization for the collection of thi.s 
information was developed under the direct supervision of Drs. C. A. Gorden and 
A. N. Thompson, of the Kings County' Medical Society, and an appropriation total- 
ling $5,000 was secured from the Council of the State society-. The New York 
Slate Department of Health offered its full cooperation and placed the services of 
its regional consultants in obstetrics and pediatrics at the disposal of the Com- 
mittee. 

Of particular interest in connection with this important work are tlio course.® 
of six lectures each in obstetrics and pediatrics which were offered to variou.s 
County societies and wliich it is a pleasure to record have been well attended. 
The appended map is a graphic pi-escntation of the work which has been done. 
The lectures on obstetrics have included prenatal care, management of normal labor, 
postpartum care, and the pathology- of labor and pregnancy, and have been given 
by various members of the Eogional Consultant staff of the State Department of 
Health, including, among others, Drs, John O. Pol.ak, Prederiefc W. Eice, Ealph 
W. Lobenstine, Harold C. Bailey-, George W. Kosmak, James K. Quigley, and 
Arthur C. Martin. 

The activity described above is worthy of emulation by county organizations 
in other states. It presents the subject of better maternity- care directly to the 
attention of the practicing physicians by a method that originates and is carried 
out -ndthin the ranks of the medical profession. It provides for cooperation with 
various lay agencies, but the e.ssential aim of the movement is an effort to solve 
a medical problem under medical au.spices. 
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Society Transactions 


NEW YORK OBSTETRICAL SOCIETY 

MEETING NEED DECEMBER 8, ms 

The President, Dr. 0. Paul Humpstone, in the Chair 

Dr. J. a. Corscaden read, by invitation, a paper on tlie Significance 
and Management of the Artificial Menopause. (For original article, 
see p. 803.) 

DISCUSSION 

DR. ROBERT T. PRANN. — ^I think that V'e sliould distinguish between the 
023erative menopause and the induction of the menopause by means of radiotherapy 
in young women, because it is very difficult to find the right sterilizing dose, and 
a large number of young women who apparently have been sterilized, at some later 
date, sometimes in a year, sometimes in three years, resume their menstrual func- 
tion, and thereby show that the sterilization was only temporaiy. 

I would like to make clear just what the menopause is. It is due either to the 
complete ivithdrawal of the female sex hormone or to a subthreshold effect. The 
female sex hormone, being a chemical entity, has an active dose, a dose requisite to 
produce symptoms. A subthreshold amount may be present and may relieve some of 
the minor symptoms, which we ascribe to the menopause, and yet be insufficient to 
produce the cyclic evidence which manifests itself through the menstrual cycle, espe- 
cially through menstruation itself. 

I am very glad to hear Dr. Corscaden say that obesity does not develop, nor do 
marked changes in appearance, sex characteristics, or the libido occur. I can 
endorse all these findings. That at the age of twenty-five he would expect basic 
physical changes, is probably not what he meant to imply, except such physical 
changes as we actually find locally, meaning thereby atrophic processes which take 
place in the breast and in the pelvic genital tract. 

My findings in regai-d to arthritis do not agree with his. I think that perhaps 
"arthritis” is a misnomer. I have not as yet been able to follow it up from the 
x-ray point of view to see whether or not actual joint changes occur, but the 
frequency of the new complaint of pain in the shoulder-, elbow- and knee-joints is 
striking. Wc are making it our business at present to follow this up more closely 
in order to see whether actual bone changes do take place. 

That the basal metabolism shows no marked evidence of change by means of the 
eJinical methods employed does not surprise me. I agree fully that the flashes 
are the most marked .symptoms. Hj’pertension, I agree, should be ascribed as much 
to outside circumstances as to the age. 

When wo come to the nciTous signs, as Dr. Corscaden mentioned, the seven bad 
cases might have been weeded out if more careful investigation of the patients 
had been feasible before operation. Very often, even with the presence of nervous 
.symptoms, it may for physical reasons (fibroids or continuous functional hemor- 
rhages) be advisable to produce the menopause. 
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I also agree with him that the x-ray, in preference to the operation should be 
used in these nervous types to minimize the shock. 

That emotional instability was not at least made worse in but 27 per cent of 
the cases is most gratifying. 

When Dr. Corscaden speaks of the endocrine and the psychiatric school in refer- 
ence to this question I must differ with him. I am not a modem endocrinologist — 
I try to keep my feet on the ground — , but I think as far as any menopause effect 
is concerned it is purely and entirely endocrine. That the effects are no greater 
than Dr. Corscaden has shown them to be simply means that the endocrine effects 
are not tremendously marked in the adult. 

Wlien he comes to the treatment of neurosis, I think we might sum up by saying 
that a careful study of each patient in advance may put us in a fairly exact posi- 
tion to judge how such a patient will react to operation or to radiotherapy, the 
results of which very often bring about shock corresponding to that of an operative 
intervention. That we are not alwaj's in a position to take the time to enter 
into these questions beforehand is perhaps a reflection on us, but such is often 
the case. 

Now, as to the ‘'inferiority complex” of the female, I have not been convinced 
by Liebman and others. I have seen as severe cases of, we will say, absence of 
ovarian function in the most male type of woman as in the smallest, most shrinking 
mid-Victorian flow’er. Tlie one thing that we cannot get away from is that in 
certain indimduals — and I will accord that it is in individuals who show some 
neurotic tendencies, some inferiority of the nervous system, which may show itself 
on psychoanalysis — vasomotor and local changes take place, but I firmly predict 
that as soon as I am able to produce an active female sex hormone (which is not 
so unpleasant and does not produce such severe local reactions that I refuse to 
give it to the human being!, all those symptoms of atrophy as w^ell as the vaso- 
motor symptoms can be relieved at once. 

Furthermore, I want to emphasize the point that ovarian extracts cannot possibly 
do any harm by acting on the suggestibility of the patient. The only good I have 
ever seen the commercial extracts do w'as' done by suggestion. 

In other words. Dr. Corscaden has shown great acumen in weeding the unim- 
portant from the important symptoms. He has shown how rarely important symp- 
toms develop. He has tried to overcome the folklore fear which has existed among 
the females, by his psychic therapy. 

- I hope that within a reasonable period we will have an effective drug at our 
disposal wliich wall to a great degree relieve the ovariophrenic symptoms and yet 
need not be given in such dosage that it wall reproduce the very symptoms for 
which the patients were originally treated. 

DR. HAROLD BAILEY. — This paper, it seems to me, again establishes the fact 
that the artificial menopause, or at least the one produced by irradiation, is no 
more severe than the actual one. 

I should like very much to have some information concerning the effect of ad- 
ministering ovarian extract to women who, a year or tw’O after sterilization, have 
marked flashes. Does the administration of this extract tend again to cause flowing? 

Some years ago I stated that 1,500 millicurie hours from radium in platinum 
placed within the uteinis w'as a sterilization dose but I have had to retreat from 
this position. It is difficult to establish the dose, and I think that in cases in which 
only a small dose is given, it is exceedingly dangerous to administer the extract, 
unless one wishes the bleeding to recur. In my cases I postpone the administration 
of the extract as long as possible, though in a considerable number of cases it is 
advisable to give it in order to relieve the menopause symptoms. 

I disagree with Dr. Frank. I believe that the extract is tremendously effective 
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in reducing the flashes, so much so that in some cases they are practically absent, 
and, therefore, I think that it is influential in controlling the menopause symptoms. 

I n'as interested to hear the author say that he had noticed a diminution in the 
size of the uterus and the cervix. I have not observed tliis, and I should feel 
that the dosage he ordinarily gives would not bo likely to produce this decrease in 
size. I have felt that irradiation sterilization led to a milder menopause. I think 
that the parts of the ovary other than the follicular apparatus continue to work 
and therefore, from the standpoint of the menopause symptoms, this fom of steri- 
lization is preferable to the operative method. 

DB. GEORGE G. WARD. — I wish to echo what Dr. Bailey has just said. I en- 
tirely agree uith his statement and disagree with that of Dr. Frank in regard to 
the value of ovarian extract in the hot flashes. Dr. Frank, if I understood him 
correctlj^, has said that whatever good it did was accomplished entirely by sug- 
gestion. I am quite convinced that that is not so. I have several cases in mind where 
the women did not know Avhat they were taking, and I am quite sure from rather 
a lengthy observation of this remedy that it has a distinct value in limiting the 
extent of the hot flashes. 

DR. HIRAM '\HNEBEBG. — ^It seems to me that in spite of all our investigations 
we are still very much in the dark as to the cause of the symptoms that follow 
removal of the ovaries and uteras. Tliis was veiy well shown by a large collec- 
tion of cases, followed up for some time by Mandel and Buerger, which showed 
that in a large percentage of eases the greatest severity of the menopausal symptoms 
was found in women over forty, about forty-flve or forty-six. This percentage was 
so marked that they came to the conclusion that it was not always the removal 
of the glands that caused these disturbances but some disturbance of the nerves 
of the pelvis. Cases in which the tubes and ovaries had been removed demonstrated 
this. The patients had gone through the menopause cycle; three or four years had 
elapsed, and then the uteius had to be removed for some reason. Then there 
was a recurrence of the menopause syndrome, showing, evidently, that something 
other than this removal of the ovaries may cause these symptoms. 

I am sorry that my experience puts me in a class with Dr. Corscaden, not be- 
cause I do not use ovarian extract, but because I have had such poor results from 
its use. In elderly women, past forty, I have found that a combination of bromides 
and tincture of valerian gives better results than any of the ovarian extracts I 
have used. 

DR. H. B. CHARLTON. — If the hot flash is the most troublesome .symptom 
from which women sulfer during the menopause and if ovarian preparations have 
not been effective in controlling it, there is a drug which does eliminate this dis- 
comfort, namely atropine. 

In my experience the vasomotor instability, tremor, active sweating and nen'ous 
irritability following the surgical menopause have been almost uniformly con- 
trolled by this drug. During the last two years in the Out-patient Department of 
the Woman’s Hospital I have utilized it with great satisfaction. From 1:1000 to 
1:100 of a grain every four hours is prescribed, and I have yet to see a case 
which has not been helped; some have been completely relieved. 

DR. S. IT. GEIST. — Dr. Corscaden ’s paper interested me particularly because of 
recent studies that we have been conducting at hit. Sinai on the effects following 
operative castration. We did not study tlie change in p.sychic attitude of the 
patient, but took up the que.stion of ba.<5al metabolism, weight, blood chemistry 
and blood pressure. In none of thc.se investigations were we able to determine 
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any definite or constant change that could be ascribed to the operative removal of 
the ovaries, except, possibly, the tendency to increase in weight. We found that 
the blood chemistry and the blood pressure remained within definite normal limits 
up to a period of three months postoperative. 

As to the value of ovarian extracts in the control of the symptoms following 
castration, I might mention that two or three years ago, working with one of the 
men in our laboratory, we published a series of experiments dealing with the 
activity of the various commercial extracts. These extracts we obtained directly 
from the various manufacturers and. were presumed by them to be active. We 
found that the introduction of these various preparations intravenously in doses 
even far in excess of those given to human beings, had no etlect in preventing the 
atrophy of the genital organs or breasts. Of course, as we were using rabbits for 
our experimental purposes, we were not able to determine what the effect of the 
administration of these drugs would be on the ‘'hot flashes.” 

The cervix did not atrophy, though I do not believe this was the result of 
the administration of the various preparations. 

DB. J. A. COESCADEN. — In regard to the question of the age at which we 
should expect genital changes, I agree thoroughly with Dr. Frank. We have only 
12 cases altogether. They run, however, from the age of fifteen up, so that in the 
younger group we might expect some change in the body characteristics. I sup- 
pose that the proper way to investigate this point would be to radiate the ovaries 
of a 6- or 7- or 8-year-old child, and then watch the development as we do in the 
regular menstruation e.xperiments. 

The question of arthritis, is still to bo answered. Cecil’s article on the 
normal menopause looked to me like a discussion of arthritis in elderly ladies, 
as are Hopkins’ articles on hypertension of the menopause. The cases of arthritis 
occurred in women several years before, several years after, or coincident with 
the cessation of menstruation. 

Whether Dr. Frank — and I am sure he will, from the rapid strides which 
have been made — gets a substance which can be used as a specific is not as 
important to me now as it would have been five years ago. I can remember only 
one woman among these artificial menopause cases who has had such severe hot 
flashes that I have been compelled to prescribe ovarian extract since 1921, but it 
is not the hot flash, the physical distress, that causes the terror. The attitude 
of the normal woman towards the hot flash is one of amusement. She describes 
it and then laughs about it. When on the other hand, she is worried about the 
significance or the consequences of the hot flash, it becomes a serious factor. In 
other words, we have a certain percentage of endocrine causes; we have a certain 
percentage of psychic causes. If the endocrine disturbance is the match that 
may set the conflagration going, I think it might be wise to eliminate it if possible, 
but this whole discussion is on the practical rather than the academic basis, and 
until such time as Dr. Frank does get this substance, I think we shall have to 
treat these women as they are. If they suffer from psychic disorders, they should 
be treated by psychotherapy. 

In regard to ovarian extracts I agree with Dr. Frank in principle. Dr. 
Sharlit in our clinic at Vanderbilt is a chemist and has examined these substances 
by the ordinary chemical methods, determining the amount of protein, the amount 
of fat, etc. He finds that some manufacturers are selling what other manufac- 
turers are throwing away. 

The question whether or not these ovarian substances, when they do work, work 
by suggestion or by chemistry I am not prepared to answer. All I know is that a 
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lot of women have come to the A^anderbilt Clinic sulfering from the spontaneous 
menopause. I religiously keep away from using it in artificial cases^ because I 
believe that the taking of medicine suggests illness. But in the spontaneous 
cases who already have their discomforts (about 130 odd), large amounts of dry 
whole ovarian substance have been used. The distribution is such that it seems 
largely to eliminate suggestion. The hot flashes have been, I think, helped, but 
I agree with Dr. Frank that this matter of suggestion is so subtle and so dif- 
ficult to appraise that we must accept the present commercial preparations vutli 
caution. 

Atropine we have used spasmodically, but because we became so impressed with 
the psycMc factors, we gave up the use of all drugs in these cases. 

Dr. J. H, Telfair reported a case of Osteogfenesis Imperfecta noted in 
a baby born at term in a gravida ii, age 20, witli a normal first labor 
and infant. 

The present pregnancy was uneventful and the labor lasted about twenty-three 
hours. The baby was born in poor condition, cry weak, and body disfigured. 
The bones of tlic skull were for the most part cartilaginous and very brittle, 
brealdng until extreme ease on slight pressure. Fontanelles and sutures were 
markedly enlarged and separated. The eyes were slit-like and the features ap- 
proached the mongoloid type. The vertebrae appeared to be intact but the ribs 
presented numerous fractures and these likewise involved the long bones of both 
extremities, resulting in a marked shortening. The baby lived only three hours. 
The "iVassormann tost on mother was negative. The autopsy showed characteristic 
evidences of achondroplasia. Tlic body cavities were essentially normal. A .sec- 
tion of the femur showed the shaft to bo of almost paper tliinness with a largo 
amount of oxtravasatod blood. The epiphyses wore normal, although the line was 
red and congested. 


DISOUSSION 

DB. HAROLD BAILEY . — J think there is no question that the case presented 
is tjqiical of the condition. Ballantyne divides the group into several types: 
A, B, C, and D, and this specimen would possibly correspond to typo A, chon- 
dromalacia micromelia or, more simply, achondroplasia. As a matter of fact 
about a dozen terms have been applied to this condition; the original one was 
congenital rickets, and certainly this specimen looks as though it might be of 
that nature. 

This radiograph is very interesting, becau.ee it shows the peculiar head deform- 
ity characteristic of the.se -dwarfs. The head is flattened from above downward 
and the jaw stands fonvard, thus giving a curious sinking in the region of the 
glabella. This head deformity is due to a shortened base of the occipital bone in 
front of the foramen magnum, so that the opening is far forward in the base 
of the skull. It is comparable to the formation existing in the bulldog. The 
.«kulls of this animal in Stockard’s laboratory show plainly that the area in 
front of the foramen is verj’ much shortened and is perhaps only about one-fourth 
the length in any other dog. 

The- deformity is inheritable. It is exceedingly difficult to bring up these 
dwarfs and they usually die during pregnancy, labor or shortly after birth. Ylicn 
tlioy do come to adult life they are the strong dwarfs that we see in the circus 
and el.cewhore. The condition pertains to teratology rather than to nutritional 
disturbances of the mother. 
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MEETING OF JANVAEY 12, 1926 
The President, Dr. 0. Paul Huhpstone, in the Chair 

Dr. Herbert Thoms presented a report of a case of Fetal Dystocia 
Due to a Large Cystic Tumor. (See page 839.) 

Dr. J. WniTRiDGE Williams, of Baltimore, read invitation) a 
paper entitled A Statistical Study of the Incidence of Labor Com- 
plicated by Contracted Pelvis in the Obstetrical Service of the Johns 
Hopkins Hospital. (See page 735.) 

DISCUSSION 

DR. JOHN O. POLAK. — This presentation of Dr. 171111011113 must be classed as 
one of the best contributions we have had on this subject, for the reason that it 
shows what has been accomplished in lowering the maternal and fetal death rate by 
the evolution of scientific obstetrics. In looking at the figures as he threw them 
on the screen, I note that our knowledge of the ways of the black woman is too 
limited to permit us to discuss that part of his paper. From his statistics we find 
that the incidence of contracted pelvis in Baltimore in white women is not quite 
as high as the incidence of contracted pelvis in white women in and about New 
York. The incidence here is somewhere between 10 and 11 per cent. A tjqie of pelvis 
that the doctor did not mention is that which we have been seeing so frequently in 
the last few years since the importation of that large group of war starved Rus- 
sians. These women have normal external measurements with a high promontory 
and an increased pelvic inclination and have given us many of our difficulties in 
infravaginal delivery. Our experience has been practically the same as far as the 
incidence of the generally contracted pelvis and generally contracted funnel pelvis 
among white women is concerned. 

Another interesting thing in the notation is that his figures are almost identical 
with ours as far as spontaneous deliveries in minor degrees of contraction in white 
women are concerned. In three series of cases of 100 each that we studied we 
found the incidence to be 79, 80 and 81 per cent, respectively, where the labors 
terminated spontaneously; this practically agrees vith his 78 per cent. The interest- 
ing point is the very low maternal mortality that he has finally attained by the 
introduction of the methods that are now in use. Another point that is impressive 
from the charts is that high forceps has become obsolete, and that there is not 
among obstetricians today such an operation as high forceps. Furthermore, that 
instead of doing pubiotomy and version, which at one time seemed to be the trend 
of Baltimore, there has been a gradual trend towards cesarean section. 

This paper would be a dangerous one outside a special society like this, as the 
doctor makes the statement that he is able, and has shown by the charts that he 
is able, in a very great proportion of cases practically to foretell exactly what the 
particular head is going to do in the particular pelvis without estimating the in- 
dividual expulsive powers of the patient or the moldability of the head. The doc- 
tor’s statement that his sections have gradually increased to nearly 10 per cent of 
the operative interventions is entirely in accord with our experience in New York; 
we are doing less of the test of labor; that prolonged test of labor hour after 
hour that we were giving our patients years ago is gradually being shortened. As a 
result we are delivering more Imng babies and have more living mothers. I am 
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stUl of the opinion that perhaps too many uteri are sacrificed in Baltimore, and 
yet I do not believe that this low cesarean operation is a panacea against the 
actually infected case. It is in the suspect ease that it has its value, not in the 
actually infected case. "Wlien one stops to think for a moment that the involution 
of the uterus in any case of cesarean section is poorer than it is in the noimal 
case, when one realizes that there is definite migration of the vaginal flora into the 
uterus after a certain number of hours, one can readily understand how leaving 
the uterus in those cases that are already potentially infected is fraught ■with a 
great deal of danger. Furthermore, there is no question that the convalescence 
of these cases of hysterectomy is smoother by far than even those in which the 
woman has a low section and is potentially, but not actually, infected. 

DR. HAROLD BAILEY. — Under a plan of treatment — trial labor — with which 
I might say Dr. Polak disagrees, we have conducted at Bellevue, during the past 
four years, all our cases of contracted pelvis. As a result it has been necessary 
to do 47 low flap cesareans and 10 elective cesareans, and there was no loss of life 
to the mother. 

The method by which Dr. Williams separated his cases was very interesting; 
along similar lines, our figures for New York would be very different, and I think 
that this is largely owing to the colored women 'ndtli whom he has to deal. We 
found that there were veiy few pelves that we could actually claim as due to rickets, 
and to our great suiprisc, at the conclusion of our work, we found that we had 
almost exactly the same number of generally contracted pelves as flat pelves, and 
that there were only 10 per cent of all the contracted pelves that were funnel. 

DR. J. WIIITRIDGE WILLIAlMS (closing). — In our series of 3,000 labors in 
contracted pelves there was a gross maternal mortality of 29, and we noted the 
interesting fact that 20 of the deaths were in black and only three in white women. 
But, as there were four times as many contracted pelves in the black women, if 
no peculiar factors were concerned, we should have had six or eight deaths in the 
white women, and yet we had only three. What is tlie explanation for this dif- 
ference? I cannot tell you, except that I can say in a general way that the colored 
woman is a poorer risk than the white woman and has less resistance in any phys- 
ical emergency. 

That brings me to the very interesting question as to why it is that we have 
in America the highest maternal mortality in obstetrics of any civilized country 
in the world. If you had asked me the reason a ‘year or so ago, I would have said 
that it was because the medical students in America had received the poorest obstet- 
ric training in the world; as until a few y-cars ago there were no obstetric clinics 
worthy of the name, and that the subject was taught almost entirely didactically. 
On the other hand, when we take the differing mortality of the two races into con- 
sideration, it appears within the range of probability that some other factors may 
be concerned, and it is conceivable that the American women are less fitted to bear 
children than those of any other country- in the world. Whether this is true or 
not, I cannot say; as it is a problem that can be solved only after careful sta- 
tistical study of the results obtained by thoroughly trained obstetricians under the 
best possible circumstances, and such studies have not yet been made. 

A word about radical sections in Baltimore. When we come to analyze them, 
it will be found that they were almost all performed on colored women who had 
entered the service in bad shape, or were done directly for purposes of sterilization 
at a second, third or fourth section. 

There is a certain proportion of cases in which I regard it as the operation of 
choice and wlierc I would not dare do anything else, regardless of the social status 
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of the patient. I do not think that the low flap operation will ever entirely replace 
the radical operation, although I think it represents a very considerable advance. 
Moreover, I believe that the article which Hofbauer has recently written, showing 
the existence of a peculiar protective mechanism at the base of the broad liga- 
ments, gives a clue as to why the operation proves so satisfactory in what at 
first glance appear to be unpromising cases. When it was first discussed, I talked 
to Dr. Halsted about it, and he said he thought there could be no worse operation 
surgically, as there could be no better way of bringing about a spread of infection 
than by widely opening up the pelvic connective tissue. Nevertheless, experience 
has shown that it is a very satisfactory operation in appropriate cases, but we must 
guard against going to extremes, and we must bear in mind that we have always 
alternative operations. If you have carefully studied your patient and do a clas- 
sical cesarean a day or so before the onset of labor the result should be ideal. If, 
however, you miss the time of election, the low cervical operation comes into play, 
but if the patient is not seen until infection has occurred, the radical section then 
becomes the operation of choice. 

I think in a teaching institution, such as the one with which I am connected, 
we must constantly bear in mind that we are teacliing inexperienced people who 
are prone to run away with what we say. Consequently, we must be prepared to 
justify every operation we do. If many obstetricians had the material that I 
have, with its large number of colored patients with contracted pelves, I think they 
would do many times more sections than I have done. I always try to impress upon 
the students the fact that it requires a great deal more intelligence to decide to 
let a woman have a spontaneous labor through a contracted pelvis than to do any 
operation, and I frequently quote Leopold's dictum: “The important thing is to 
fix the indication; operating is only handiwork — any carpenter can do it." 
Furthermore, we should always remember that every justifiable obstetric operation 
represents a failure on the part of Nature, and we must always be on our guard 
lest it represents a failure of our intelligence as well. 


•NEW ORLEANS GYNECOLOGICAL AND OBSTETRICAL 

SOCIETY 

MEETING OF JANUAET 14, 192G 

Dr. W. L. Stallworth reported a case of Pull-tenn Intraligamentous 
Pregnancy. 

S. N., colored female, age, twenty-four years. Family and previous history 
irrelevant. Menstrual history without incident. One full-term pregnancy six years 
before, delivered in country by midwife. Child died of hemorrhage from the um- 
bilical cord on the seventeenth day. First seen in the Touro Maternity Clinic 
October 28, 1924, with history of having missed her September period. Estimated 
confinement May 22, 1925. She did not return until February 4, 1925, at which 
time she presented the appearance of a woman normally four months pregnant. 
Quickening had occurred just prior to this visit. The Wassermann was weakly 
positive, and she was therefore given six 3 gm. doses of salvarsan in the C.U. 
Clinic, the treatment covering some eight weeks. She was kept under observation 
from February until June, during which time the pregnancy was apparently normal 
in every way. The urinalyses were negative and the blood pressure varied from 
120 to 140 systolic. June 15 there was a sudden attack of severe cramping pains 
' in the lower abdomen, radiating to the back and down the legs. This condition 
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persisted for two days, during wliicli time slie was nauseated and vomited fre- 
quently, and seemed very weak. As the pains simulated labor pains she was ad- 
vised to enter the hospital, but refused to do so, and for some reason she was lost 
sight of until November 25, 1925, when she was examined in the Touro Clinic. 
Since June, when she was last seen, she had menstruated regularly every month, 
duration three to four days, and the flow was slight and without discomfort. Her 
general health was poorj she was sleeping badly, was very nervous, had frequent 
dizzy attacks, was short of breath on exertion, and tired very readily. She had 
lost 30 pounds in weight, her appetite and digestion were poor, her bowels con- 
stipated, and there was marked frequency of urination. Abdominal examination 
showed a fli-m, round palpable mass, extending as high as the umbUieus, and about 
the size of a six mouths pregnancy, on the left of the abdomen and freely movable. 
A smaller rounded mass, about the size of a large orange, was made out on bi- 
manual examination to the right of the uterus and firmly fixed. A firm rounded 
mass, apparently the fundus of the uterus, could be made out on deep pressure 
behind the symphysis. A tentative diagnosis was made of fibroid tumor of the 
uteius, with the possibility of either an ovarian cyst or a pregnancy. Operation 
December 4, 1925, at Plint-Goodridge Hospital by Dr. Levy. A midline incision 
exposed a large, rounded mass, about the size of a football, which proved to be 
entirely retroperitoneal and within the broad ligament. The left tube extended 
almost over the vertex of the tumor, but the ovary on this side could not be located. 
Multiple adhesions were present. The tumor and the left tube were removed with- 
out difficulty. A right intraligamentary cyst was also removed, together with the 
tube of that side, which was involved in the mass. Usual closure, with one large 
rubber drain. The pathologist reported the condition as a full-term intraliga- 
mentous pregnancy. 

Dr. W. E. Levy reported a case of Hemorrhage, Followed by Shock 
and Acidosis, with Immediate Recovery after the Administration of 
Glucose and Insulin. 

About a year ago, with Dr. Henry Macheca, he reported in the New Orleans 

Medical and Surgical Jouimal a case of acidosis following acute hemorrhage. 

This patient had gone to a midwife to have an abortion done, and as a 

result was brought into the hospital practically exsanguinated. Her systolic 
pressure was around 78. She was transfused at once, with good results and 

considered out of danger. Next morning, however, she was vomiting pro- 
fusely, and with a markedly sweetish breath. A catheterized specimen of 
urine showed acetone and diacetic acid. Her condition was obviously very grave. 
She was given glucose and insulin by hj-podermoclysis, without results, and then 
GOO c.c. of glucose and 20 units of insulin intravenously. Six hours later she was 
on full diet, and her recovery thereafter was ufithout incident. 

Five days ago a similar case of shock occurred following hemorrhage from a 
retained placenta. After manual extraction, however, the hemorrhage finally ceased. 
By noon the patient was vomiting profusely, and urinalysis should both acetone 
and diacetic acid. In short, acute hemorrhage produces exactly the same chemical 
clianges in the body as does acute starvation. Glucose and insulin by hypodermoc- 
lysis failed in this case, as it had in the previous one, but 500 c.c. of glucose with 
IS units of insulin intravenously produced exactly the same brilliant results. The 
vomiting stopped, the patient was put on full diet within a few hours, and her 
recovery thereafter was smooth. 
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Dr. C. Jeep Miller read a paper entitled Glucose and I-nsnli-n in the 
Toxemias of Pregnancy. (See page 763.) 

DISCUSSION 

DR. 11. E. MILLER. — It lias been my impression that the blood-sugar con- 
tent in eclamptics is inclined to run low. A report from Johns Hopkins, by Stander 
and Duncan, however, states that in a study of some 13 or 14 cases it was found 
that the blood-sugar content was high, while the CO„ combining power was low. 
Bearing this in mind, they have relied for their indications for this line of treat- 
ment upon the GO, combining power of -the blood rather than upon the blood-sugar 
content, and they contend that a lowered CO^ combining power may be promptly 
offset by the use of insulin alone. This is reasonable in view of the fact that if the 
blood sugar is high, there is no indication for glucose. The paper is purely a pre- 
liminary report, but if further investigations bear them out in their first results, 
their advocacy of insulin alone in such cases will be very convincing. In spite of 
results which they claim, however, I still believe, particularly in the instance of 
the average practitioner who is working in the home without laboratory aids, that 
the method is safer if glucose is used with the insulin. Insulin is a dangerous 
agent, unless enough glucose is used with it. 

I might say in general that nothing could persuade me to consider again the 
old radical treatment for eclampsia. I cannot give you exact figures, but I know 
that in the last few months I have seen a relatively large number of women ad- 
mitted to our service at Charity in convulsions or coma. We try to keep them 
absolutely quiet, in a darkened room, we give them opiates, not systematically ac- 
cording to the Stroganoff method, but according to the individual indications of 
each case, we bleed them where the blood pressure is persistently high or where 
there have been more than two convulsions, and we give them glucose and insulin 
by intravenous infusion. There is no sweating, no purging, and certainly no at- 
tempt at forced delivery. I do not recollect a single instance in which marked im- 
provement has not followed this course of treatment. We are also getting away from 
the inimediate induction of labor, even by the improved conservative methods, for 
this reason, if no other: if the patient is in such a condition that she is going to 
need morphia or opiates for eighteen or twenty-four liours, induction will be dif- 
ficult if not impossible, and therefore time is really saved by waiting, particularly in 
view of the patient’s improved physical condition. 

DR. WALTER E. LEVY. — We have definitely proved that in the preeclamptic 
toxemias, and also in eclampsia, both the blood-sugar content and the COj com- 
bining power are lowered. My report is based upon studies in some 50 cases, of 
which these are illustrations: blood sugar, GO. 6, CO, combining power, 43 j 76.8 
with 38.3; 54.8 with 39.3; 57.1 with 37.4; 83.3 with 37.4. In these studies the 
blood sugar runs from 52 up, the highest being about 84, while the COj combining 
power runs from 32.5 up. In looking up the literature of blood sugar, I found the 
report of a series of experiments by Mann of the Mayo Clinic. He took the livers 
out of a number of dogs, and in every instance he found that before death the 
blood sugar was practically cut in half, while the glycogen of the muscle was also 
depleted some 50 per cent. Now, to reason by analogy, if in a hepatectomized dog 
the blood sugar is low, and death ultimately ensues with convulsions and coma, why 
does not the same thing happen when we have a chemical destruction of the liver, 
as in eclampsia, which produces true hepatic destruction? Prank describes the 
process as a central necrosis, the debris being composed chieflly of liver cells, and 
I can see no difference between the surgical removal of a dog’s liver and the chem- 
ical destruction of a woman’s liver by process of disease. In both instances the 
fats are incompletely burned, acetone and diacetic acid develop, and a state of 
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acetonuria results. I think Dr. Miller is entirely correct in his advocacy of glucose 
and insulin in these toxemias; the liver function, as a result, returns, and the glucose 
seems to stay further liver destruction. Administration by hypodermoclysis gives 
no results; I have proved this in a series of cases where immediate results followed 
administration by infusion, with the insulin given subcutaneously. 

If these new investigations of mine are coiTect, our diet in toxemias in the past 
has been wrong. We tell our patients not to eat meat or eggs, advocating fats and 
sugars. Fats should be eliminated from the diet, because they are incompletely 
burned, and proteins in moderation should be permitted. Heretofore we have given 
our patients lactose to build up their carbohydrate reserve, but Mann in his investi- 
gations found that it had no effect at all upon dogs. I cannot agree with the re- 
port from Hopkins in the December issue of tlie American Journal of Obstetrics 
AND Gynecology, to which Dr. Miller has referred. In my opinion you cannot 
have an acidosis in the face of a liigh blood sugar. I might add that in doing 
this work I ran across a German article which stated that acetone bodies could be 
found in the blood of the normal pregnant woman, showing the tendency to an al- 
ready existing acidosis. 

DE. J. S. HEBEET. — Dr. Paul Titus, of Pittsburgh, in the August, 1925, 
issue of the Journal of the American Medical AssociaPion states that glucose not 
only supplies the necessary element for a liver which is defective functionally, but 
actually regenerates liver cells. Certainly in any discussion of this line of treatment 
that point should be emphasized. 

DE. T. B. SELLEES. — I have used glucose alone, as well as glucose and insulin, 
in the treatment of the early toxemias of pregnancy particularly, and I think there 
is no question but that the combined treatment gives better results than the glucose 
alone. Thalhimer believes that in pregnancy there is a fundamental change in 
the carbohydrate metabolism, and not merely a carbohydrate deficiency, as Titus 
claims, and I am inclined, from my experience, to believe that Thalhimer is correct. 
Three years ago I reported before the Orleans Parish Medical Society a case of 
pernicious vomiting of pregnancy in which glucose alone was used. After the ad- 
ministration of the glucose the urinalysis showed 4 per cent of suger. Her toxemia 
increased, however, and she died three days later. I am convinced that insulin would 
have given her a much better chance for recoveiy. 

DE. MILLEE (closing). — As a general thing I should certainly urge the use 
of insulin whenever it seems indicated, even without definite laboratory data, with 
the addition of glucose as a preparation for the hypoglycemia likely to follow. 
With prompt service from the department of biochemistry, and the liver func- 
tion tests now possible, we shall have great assistance in reaching scientific con- 
clusions as to the indications for treatment in these cases. Now we have to rely 
upon the clinical condition of the patient. Has the liver reached its limit of func- 
tion? How seriously is it. embarrassed? What arc the limits of safety of the CO, 
combining power of the blood, and how are we to know when these limits have 
been reached? Such questions can only be answered in the laboratory, and until 
they arc answered promptly our treatment must be given on the gross clinical in- 
dications and must remain correspondingly empirical. 

Dr. Philips J. Carter read a paper entitled The Vomiting of Preg- 
nancy, Its Causation and Its Treatment. (See page 828.) 

DISCUSSION 

DE, J. S. HEBEET . — 1 noted that Dr. Carter in his classification of types of 
vomiting included the reflex type. Dr. Williams in his older textbooks gave the three 
classifications of neurotic, reflex and toxemic vomiting, but in his recently revised 
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edition lie has dropped the reflex classification. We all have had our particular 
way of treating this distressing condition, hut we are agreed, I think, that the 
specific method is still to he discovered. In the last few years I have used the plan 
advocated hy Titus of Pittsburgh. He classes his cases as mild, moderately Severe 
and pernicious, and he has three types of treatment based on this classification. In 
the mild cases he seeks to win the confidence of tho patient, encouraging her to be- 
lieve that the condition is a temporary one wliich ivill soon disappear, and he pre- 
scribes correspondingly simple measures. Liquid food is taken every two hours, or 
possibly some solid food with a highly concentrated carbohydrate content. In ad- 
dition he suggests a solution of 10 per cent glucose and two per cent bicarbonate 
of soda, to be taken in 2 o'z. doses every two hours. He stresses par-ticularly tho 
regularity of both food and medication. The moderately severe cases are treated 
along the same general lines, with the addition of Murphy drips or hypodermoclysis 
as indicated, and 10 grains of chloral and 30 grains of potassium bromide twice 
daily. The pernicious cases are treated vigorously at once, and the administration 
of glucose intravenously seems to control this type in his hands. 

DR. P. B. SALATIOH . — X would like to substantiate what Dr. Carter has em- 
phasized, that in using ovarian extract for this condition, ordinarily we do not give 
enough of it. If one ampule a day gives no results, I give the same dosage two 
or three times a day, and I have occasionally given two or three ampules at a dose. 
I can recall only one instance in which I failed to stop the vomiting; in that case 
the patient would not follow my advise in any respect, and I finally refused to 
continue treating her. Glucose, with or without insulin, has, since its introduction, 
made the handling of the serious cases of pernicious vomiting a much simpler mat- 
ter, but in the average case I think you will find that ovarian extract docs the work 
if you will saturate your patient with it. 

DR. JOHN P. DICKS. — I have used both coipus luteum and ovarian extracts 
quite extensively in treating the vomiting of pregnancy, but my results have not 
been striking, possibly because my dosage was too small. I have given as much 
as 1 c.c. every day for twelve or fifteen days, and occasionally a patient has been 
benefited, but as a general thing my results have been disappointing. The point 
which Dr. Carter emphasizes, that the patient should be saturated, may have some- 
thing to it. The cases he reports are certainly remarkable, and if saturation is re- 
sponsible for them, our small dosage may explain our failures. 

DR. T. B. SELLERS. — In 1922 I reported before the Orleans Parish Medical So- 
ciety a series of cases of vomiting of pregnancy which had been treated by ovarian 
extract or lutein, intravenously, intramuscularly or by mouth for from fifteen to 
twenty-eight days; my results were so poor that I did not feel justified in continu- 
ing the treatment. Dr. Carter’s advocacy of saturating the patient with ovarian 
extract may explain my failures. I would advise the use of glucose and insulin 
in all toxic cases; since I began to use this method I have not had a mortality, 
nor have I had to empty the uterus. The treatment, however, should be instituted 
early, before the pronounced symptoms of toxemia develop. 

DR. A. H. GLADDEN JR. — Can you compare a series of cases treated by 
ovarian extract alone Avith a series treated by the extract plus the luminal-sodium? 
And how much of your good results do you attribute to the latter agent? 

DR. CARTER, (closing ). — 1 have been working on this subject of the vomiting 
of pregnancy since 1915. I began, as I have said, with the tablet form of ovarian 
substance, because in those days the extract was not available. After the expendi- 
ture of considerable time and effort I finally persuaded a local firm to put up the 
fluid form, and since 1918 I have used that preparation. As a matter of fact, 1 
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was so thorouglily convinced that this would be the most effective form that I 
finally told the pharmaceutic houses I would quit using the preparation altogether 
if I could not get the form I wished. In the paper I read on this subject at Alex- 
andria I reported 40 cases with 100 per cent good results. In a few cases I have 
used corpus luteum in ampule form, but the percentage of cures has not been en- 
couraging. Glucose and insulin should be used immediately in a serious case. In the 
last case I reported, in which abortion was eventually done, I used it first by hypo- 
dermoclysis, and twice intravenously, ndth no results at all, and I believe that the 
condition was an incipient, recurrent acute yellow atrophy of the liver. The urinary 
findings were characteristic, she began to tum quite yellow, and I did not feel that 
further delay was justifiable. 

I have not had such good results with corpus luteum as mth the whole ovary. 
If corpus luteum gives such results as Hirst in particular claims for it, then we 
may reasonably expect the whole ovary to give better results, and it was with that 
idea in mind that I began this form of treatment. The secret of the method is 
saturation. It must be administered regularly every day, without skipping, and in 
bad cases I have given 2 or 3 ampules in a day. In view of the good results I have 
had with tliis mode of treatment, I would say that the theory of the ovarian hormone 
is a reasonable one. 

In answer to Dr. Gladden, I have not checked two series of cases, one with 
ovarian extract alone, and one with the extract plus luminal, but my theory is 
tliis: if the case does not respond to ovarian extract, which is directed, so to speak, 
at the factor concerned in the pregnancy, then there is evidently a digestive factor 
present, or a neurosis, and luminal in either condition exerts a sedative action. 
After the vomiting is checked by the action of the ovarian extract I continue the 
luminal for its sedative effect. I am not advocating this treatment as the specific 
for this condition, but until we know' the underlying cause of the vomiting and 
can treat that cause, w'o are justified in using any method which gives results, and 
in niy hands the treatment I have outlined has been very sati.sfaetory. 


The final installment of the Transactions of the American Associa- 
tion of Obstetricians, Gynecologists and Abdominal Surgeons will 
appear in a subsequent issue. 


Item 

American G5Tiecological Society 

At the last meeting of the American Gynecological Society, the fol- 
lowing officers Avere elected: 

President — Dr. Arthur H. Curtis, of Chicago, 111. 

First Vice-President — Dr. Prank W. Lynch, of San Francisco, Calif. 
Second Vice-President — Dr. James E. Goodall, of Montreal, Canada. 
Treasurer — Dr. Fred L. Adair, of Minneapolis, i\Iinn. 

Secretary — Dr. Floyd E. Keene, of Philadelphia, Pa. 



Department of Reviews and Abstracts 


Conducted by Hugo Ehkenfest, M.D., Associate Editor 


Collective Review 


The Obstetric Literature of 1925 
By J. P. Greenuill, B.S., M.D., Chicago 
(Gontimted from May Issue) 

Labor 

T he preparation of patients for delivery varies considerably in 
different institutions. SiddalP® describes the technic used at the 
Henry Ford Hospital. After clipping the pubic and vulvar hairs, a 
diluted tincture of iodine solution (2 per cent) is applied to the 
vulva, perineum, lower abdomen, and inner sides of the thighs. Much 
better results are obtained with this preparation than with the usual 
scrub and flush preparation. Mayes®* made a study of cases to com- 
pare mercuroehrome and iodine as antiseptics in the preparation of 
patients for labor and came to the conclusion that mercuroehrome is 
preferable to iodine. 

The usual scrub and flush preparation gives very good results if 
properly carried out, but unfortunately not all nurses know how. A 
good procedure is to have the patient shaved and given the usual 
scrub and flush preparation when she starts in labor and an applica- 
tion of iodine or mercuroehrome just before the actual delivery. 

Analgesia and Anesthesia . — ^The matter of analgesia in obstetrics 
always requires consideration because of its importance. Undoubt- 
edly the greatest advance in recent years has been the method sug- 
gested in 1923 by Gwathmey (morphine-magnesium sulphate injec- 
tions and colonic ether instillations). Nearly all who use this method 
report very good results. Davis®® gives a very clear and comprehen- 
sive synopsis of the method and emphasizes certain important pre- 
cautions. Harrar®® is convinced that the Gwathmey procedure is the 
safest and most effective method for the relief of labor pains. Others 
(Gwathmey and Hooper®”) also report excellent results, but there are 
a few dissenters. Lorinez,®^ of Hungary, believes that the method is 
not harmless. However, Gwathmey ’s answer®® to this is that at the 
New York Lying-In Hospital Avhere over 200 patients receive this 
form of analgesia every month, no harm has been seen in either the 
mother or child. Another dissenting opinion is that of Beckman®® 
who performed experiments on dogs to test the alleged synergism of 
magnesium sulphate and morphine and concluded that there is no 
synergism in dogs and that no satisfactory proof to show this syner- 
gism in man has been presented. Gwathmey®* answers this by sub- 
mitting evidence to show that synergism does occur in man and that 
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it lias been established in the albino rat, rabbit, and dog also. In 
spite of this, Becknian°° does not accept the evidence as proof of 
synergism. 

In 135 cases studied by Fuchs,”® twilight sleep failed in nearly 4 
per cent, 18 per cent of the babies ivere born oligopneic, 6 per cent 
were apneic and 3.7 2 ier cent were both apneic and asphyxiated. 
Labor lasted longer than usual. Carter”' substitutes pantopon for 
morphine to eliminate headache, nausea, and vomiting. 

King”” points out the advantage of ethylene-oxygen over ether and 
nitrous oxide as an anesthetic in obstetrics. He has not noticed any 
undue tendency to postpartum hemorrhage, but this complication has 
been seen by others, including the reviewer. Not only is the blood of 
the mother changed but also that of the infant as recently proved by 
Sanford.”” The danger of explosion from static electricity need not 
be feared if the patient and machine are grounded, if a water-washing 
inhalant machine is used, and if the rubber parts are coated with 
Zeppelin paint. 

Three cases of delayed chloroform poisoning are reported by 
Eoyston^”” who, in spite of these eases, still feels chloroform is a safe 
anesthetic in obstetrics. Patients who have long, exhausting labors 
and who take little food during this time, should not be given chloro- 
form. The dangers of chloroform have fi’om time to time been empha- 
sized; but despite this, the drug is still popular in obstetrics though 
very seldom used in general surgery. Chloroform should never be 
used for a long period of time and, if used at all, calls for a diet rich 
in carbohydrates and milk and restricted in fats, before the anesthetic 
is given (Stander^”^). 

Pebres^”” advocates injection of the Prankenhaiiser ganglia to pro- 
duce anesthesia in labor, Rucker^”” feels that novocaine injected sa- 
crally produces marked relaxation of the perineum and the external 
os, with anesthesia to pain and also largely to pressure. He believes 
it is an excellent procedure for operative obstetrics, but its value for 
spontaneous delivery is dubious. 

There is no doubt that intraspinal anesthesia is dangerous, espe- 
cially for pregnant women (Ki’onig), and while epidural anesthesia 
is apparently harmless, occasional bad results have occurred. Where 
a spontaneous delivery is anticipated, neither intraspinal nor epidural 
anesthesia should be used. For forceps delivery where a general anes- 
thetic cannot be used, direct infiltration (novocaine) anesthesia, with 
or without morphine, gives good results. 

Complications . — ^In order to estimate the true value of the passage 
of meconium as a sign of fetal distress, Sehulze^”^ studied 5534 ob- 
stetric cases and found that meconium appeared in the amniotic fluid 
in 3 per cent. The author concludes that the passage of meconium 
during labor is in the large majority of cases entirely independent of 
fetal asphyxia. In cases associated with asphyxia, changes in the 
fetal heart tones are invariably present, and the latter, therefore, 
.should be the sole guide as to the necessity for operative interference. 
Adams,’”” vdio studied the effect of a short umbilical cord on labor, 
believes that in by far the great majority of cases, a short cord causes 
neither dystocia nor danger to the fetus, and although thi.s condition 
exists as a potentially dangerous complication, it only rarely neces- 
sitates operative interference. 

Very little has been written tliis year on the use of pituitrin in 
labor. However, Laurentie’”” reports a death due to pitnitarj’- extract, 
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and Rucker^”' describes a case of incomplete tetanus (demonstrated 
by a li 3 ''sterogram) wliicli was produced bj’' so small a dose of pituitrin 
that no action was observed clinically. Nowadays it should not be 
necessary to emphasize the dangers of pituitary preparations in the 
first and esiiecially the second stage of labor. 

Operative Ohstetrics . — In a discussion on birth injuries, Stern^”® 
calls attention to the importance of spontaneous nj^stagmus as a sign 
of cerebral damage and advocates more frequent use of operative pro- 
cedures for the’ sake of the baby. He advises that forceps be apiilied 
after the fetal head has remained on the perineum for three hours. 
Rittershaus^'”’ tells us that at the Frieburg Clinic the indications for 
forceps at present are uterine atony, a second stage of four hours, 
threatened infection, fever, acute infection, heart failure, and a fetal 
heart rate of less than 100 during a pause between uterine contrac- 
tions. Since instituting the four-hour rule for the second stage, the 
number of forceps operations has increased, but the fetal mortality 
has decreased. There was no increase in maternal mortality or 
morbidity. 

This is gratifying information because of the previous ultracon- 
servatisin of this clinic. There is no doubt that the dangers of the 
second stage are greater than those of the first. This calls for careful 
control of the fetal heart tones during the second stage and interfer- 
ence when the heart tones indicate danger. Since delay in expulsion 
of the child after a few hours endangers the child, it is advisable for 
the expert to applj'- forceps soon after complete dilatation of the 
cervix provided the head is on the pelvic floor and the occiput is 
anterior. 

Both Jarclio^^® and Scadron”^ extol the Kielland forceps. Two 
j'ears ago the reviewer^^- abstracted the literature on the subject and 
indicated that the large majority of obstetricians who used this for- 
ceps felt the instrument was a definite advance in ob.stetrics. The 
reviewer has had no cause to change the opinion expressed in the 
Collective Review which was summarized as follows : “I feel that the 
Kielland forceps are distinctly helpful when the head is above the 
spines of ischia and also when the head is engaged, but where the 
occiput is not in an anterior position and cannot be brought into an 
anterior position manually. Where the head is engaged and the occi- 
put is anterior or can be rotated anteriorly with the hand, I believe 
better results can be obtained Avith the Simpson forceps.” More im- 
portant than the type of forceps is the man performing the operation. 

For oeciput posterior positions B. C. Hirst“® adAmcates the Scanzoni 
maneuver, AA^hile BilP^'* recommends a modification of this maneuver. 
The reviewer favors rotation Avith the hand rather than Avith forceps, 
because by means of the hand not only may rotation be accomplished 
easily in most cases, but it is also possible to correct a deflection atti- 
tude and asynclitism. Whenever rotation of the head is undertaken, 
Avhether manually or instrumentally, it is adAUsable to lubricate the 
vagina liberal^ Avith green soap. 

In a series of 1000 deliveries, Johnson^^^ performed 145 podalic ver- 
sions by Potter’s method. The fetal mortality Avas 2.4 per cent. 
Johnson regards the Potter version as a most valuable method of 
delivery Avhen done on the proper cases, at the right time, and by one 
AA’^ho knoAvs hoAv. While agreeing that the Potter Avay of performing 
A'^eiAsion and extraction is probably the best, because it combines all 
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tlie good points previously suggested for the performance of this op- 
eration, it is not hard to understand wh 3 '' the vast majority of obstetri- 
cians refuse to terminate most labors bj’- a major operation. Never- 
theless, Potter has made a definite contribution in reviving the opera- 
tion of version and extraction. 

During the past year much has been written on the low or cervical 
cesarean section. DeLee^^® reports 330 of these operations performed 
by various operators at the Chicago Lying-In Hospital. There were 
only 2 maternal deaths, one from peritonitis and the other from 
pneumonia. During the same period of time 136 classic cesarean sec- 
tions Avere done by the same operators Avith 7 maternal deaths. DeLee 
claims the folloAAdng points of superiority for the cervical operation 
(laparotraehelotomy) over the classic: a decidedly loAver mortality, a 
decidedly loAver primary morbidit}'’, a greater guarantee against rup- 
ture of the uterus in subsequent pregnancy and labor, a greater guar- 
antee against intraperitoneal adhesions, fcAver hernias, the permissi- 
bility to extend the indication for abdominal delivery to cases of 
neglected labor, even Avhen infection is suspected, and the possibility 
of giving the parturient a real test of labor before concluding that 
abdominal delhmry is necessarjL In another paper DeLee^^'^ points 
out the advantages of using local (infiltration) anesthesia for the 
cervical cesarean section. The method is described in detail and the 
results in 67 cases are analyzed. DeLee is of the opinion that local 
anesthesia is not only possible but should be the method of choice for 
all cesarean sections including the cerAUcal. The dangers of acidosis 
and pneumonia are avoided and the postoperative recovery is smoother 
and quicker than that following general anesthesia. Im heart, res- 
piratory, kidney and liver eases it is particularly valuable, indeed 
almost indispensable. 

Armitage^^® reports 31 cervical cesarean sections AAdth one death, 
Avhile among 21 classic cesarean sections he lost 5 mothers. There are 
very few articles in the French literature on the cerAUcal cesarean 
section. Fleurent^^® reports 10 of these operations, of AA'^hich 6 Avere 
“unclean.” In tAvo of the latter, forceps had been attempted before 
operation. One mother died (in the “unclean” series). In discussing 
this paper Hamm^^“ mentioned that he had performed 18 of these 
operations Avith excellent results. In 16 of them he had used local 
anesthesia. 

Attention is again called by GreenhilP-^ to a special group of 
Avomen, most of AAdiom require cesarean section. The Ij’^pical patient 
in this group is a heaA’^j’^-set Avoman Avith masculine and hyper pituitary 
characteristics. Her external measui’ements are usually large, but 
the available space in the pelvis is someAAdiat smaller than normal and 
her extremities are sliort. There may be a family history of dystocia 
and the patient’s OAAm histoiy maj’’ indicate abnormalities in the sex 
life. The patient usually goes bejmnd term, and the fetal head, Avhich 
is hal’d and in an occiput posterior po.sition, remains high even after 
manj” hours of labor. The membranes often rupture before the onset 
of pains and the latter are usually irregular. When delivery is at- 
tempted from beloAV, the result is often disastrous to the child and 
injurious to the mother. In adcav of this danger it is advisable to do 
a cesarean section to deliA’er a liAung and uninjured child. Since 
many of these cases are not recognized until after a long test of labor. 
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it is hazardous to perform a classic cesarean section; hence the 
cervical operation should be done. 

A study of three scars from human uteri and uterine scars of preg- 
nant guinea pigs leads Schwartz and Paddock^" to conclude that the 
most important thing in the technic of elective cesarean section is to 
obtain good wound approximation with a minimum of suturing and 
with as little tension on the sutures as possible. 

Schmidt^-^ reports 11 hebosteotomies Avith one maternal and tAvo 
fetal deaths, and 23 S3''mph3"seotomies Avith 3 maternal and 3 fetal 
deaths. Prom a revioAv of the literature on hebosteotomy, Le Lorier^^* 
conies to the conclusion that the subcutaneous operation is superior 
to the open operations. The results are the same for both subcutane- 
ous hebosteotomy and subcutaneous symphj^seotomy. From a similar 
revicAV of the literature, Rossier^-^ concludes that the following are 
the proper indications for pelviotomj’- (s 3 'mph 3 "seotom 3 ’- and hebosteot- 
omy) : (1) contracted jielvis ; (2) excessive size of tlie baby Avith non- 
engagement of the head or lack of progress in a normal pelvis; (3) 
sloAV dilatation of the cervix after rupture of the membranes, no prog- 
ress in dilatation for three hours, or Avhen after dilatation the head 
does not progress after tivo hours of good pains ; (4) persistent defec- 
tive cephalic presentation, such as face presentation and asynclitism. 

Were obstetricians to perform pelviotom 3 ’' for the above indications, 
the number of such operations would be enormous and the results 
dubious. In this country very feAV pubiotomies are performed because 
most obstetricians prefer to do cesarean sections. When a patient 
has been in labor a long time, especiall 3 - after rupture of the mem- 
branes and vaginal examinations, the cervical cesarean section should 
be done because the classic operation is fraught Avith danger in these 
eases. Where there is frank infection, a subcutaneous pelviotomy 
may be performed; but a Porro operation or a craniotomy may be 
preferable, depending upon the conditions present. 

Uterine Hemorrhage. — A neAv diagnostic sign of placental separa- 
tion is described by Klein.^^® The sign is elicited by asking the patient 
to press doAvnAvard as if she Avere defecating. If the umbilical cord 
descends and remains at its point of descent after the Avoman eeases 
to bear doAvn, the placenta has separated. If the cord moves back 
into the vagina when pre,ssure is stopped, the placenta is still attaehed. 
This proeedure is someAvhat similar to the method described a feAV 
years ago by Baei',^*’ Avho utilizes increased abdominal pressure to 
expel the separated placenta. 

In a very elaborate monograph pi-epared for the German Gyneeo- 
logieal Congress held in Vienna last June, StoeckeP"® revieAvs not only 
the literature regarding postpartum hemorrhage but also analyzes 
971,487 labor cases about Avhich he gained information through ques- 
tionnaires. The monograph is divided into tAvo parts, that which con- 
cerns itself Avith the normal and that Avhich relates to the pathologic 
third stage of labor. Stoeckel regards the third stage- as normal Avhen 
the placenta is separated by uterine activity alone and is expressed by 
abdominal pressure or by the Crede maneuver. The upper limit of 
blood loss is 500 c.c. Bleeding in the third stage is ph 3 'siologic and a 
bloodless course is just as abnormal as a hemorrhage. The most cer- 
tain signs of complete separation of the placenta are changes in posi- 
tion and shape of the uterus. If the placenta does not separate in 
three to four hours it should be removed manually. Retention of the 
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separated placenta is due to mechanical or medicinal maltreatment of 
the uterus and to tubal corner placentas. Among the 971,487 labors, 
582 -women died of hemorrhage (0.6 per cent) but only 0.28 per cent 
died of pure atonj'' (hypotony is a better term). The others died of 
rupture of the uterus, placenta previa, etc. In the prophylaxis of 
atonic bleeding, hyioophyseal preparations give unfavorable results 
(0.7 per cent hemorrhages). Massage is the best uterine stimulant. 
Manual removal of the placenta should be done earlier and more fre- 
quently than it has been done. The uterus should be investigated 
immediately for missing pieces of placenta; because the longer one 
Avaits the Avoi’se the prognosis. The mortality of those who employ 
uterovaginal tamponade for atony of the uterus is tAvice as great as 
the mortality of those who do not use this procedure. 

There are a number of statements in Stoeckers monograph Avhich 
are at Amriance AAUth the experience of some obstetricians. For exam- 
ple, the last sentence in the above abstract. It is certainly not uni- 
versal to have such bad results AAuth uteroA'aginal tamponade unless 
the latter is not properly performed. In packing a uterus one must 
take every precaution to maintain asepsis for this is of the utmost 
importance. Many a man loses his head AA^ien he sees profuse bleed- 
ing and in his haste to cheek the bleeduig disregards asepsis. Fur- 
thermore, the uteroA'aginal tract must be packed evenly and tightly 
to obtain the proper result. Exception may also be taken to the 
statement that hypophyseal preparations give unfaA’^orable results in 
atonic bleeding. In many institutions Avhere pituitrin is given after 
the delivery of the child, there has been a very definite decrease in 
the incidence of postpartum hemorrhage and manual removal of the 
placenta. In a clean hospital, particularly if it is a maternity and not 
a general hospital, an obstetrician need not AA’^ait three or four hours 
to remove a placenta manually ; but strict asepsis must be maintained. 
IIoAvcA'^er, in the home or in a hospital of questionable cleanliness, 
Avhere patients are delh’^ered in rooms in AA'hich “pus cases” are also 
treated, manual remoA^al of the placenta is a most serious operation 
because of the great danger of infection. 

The retention of pieces of placenta in utero late in the puerperium 
is a most dangerous complication. Among 41 such cases at the 
Prague Clinic, the mortality Avas 27 per cent. Because of the serious- 
ness of placental remains, Wagner*-® faA^ors the Mojon-Gabaston 
method of turgescenee of the placenta. In tAVo-thirds of the eases, 
Avhere pieces of the placenta Avere retained, there Avas no bleeding to 
indicate retention. Since even inspection of the placenta does not alAA’ays 
reveal that pieces are missing, the author advocates Kiister’s milk 
test (injection of milk into the umbilical vein after delh'^ery of the 
placenta). If there is any suspicion that placental tissue remains in 
the utenis, the latter must be explored Avithout delay; for the reten- 
tion of placental tissue is far more dangerous than invasion of a 
recently emptied uterus. PankoAv*®® is of the same opinion. 

The rcAOCAver agrees Avith both authors but AA'ould like to emphasize 
that undue manipulation of the uterus before the placenta has sepa- 
rated, as Avell as the Crede maneuA'er, may cause not only severe 
hemorrhage but also retention of pieces of the placenta. Still greater 
damage can also be done, as CA'idenced by the experience of ICutter,*®* 
AA'ho reports 3 cases of rupture of the uterus. One of these aa'us due to 
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manual removal of the placenta, but the other two were due to forc- 
ible Crede expression. 

A paper containing very sound advice regarding the treatment of 
hemorrhage in the last trimester of pregnancy was written by Bur- 
gess.”- This article is especially valuable for the general practitioner. 

The treatment of placenta previa must of necessity vary with cer- 
tain factors, sucli as the environment, the size of the baby, the amount 
of hemorrhage, the amount of cervical dilatation, and the skill of the 
obstetrician. In a study of 254 cases of placenta previa, Watson and 
hliller^^® found that the best results for mother and child were obtained 
by the two extreme methods of treatment, namely, (1) conservative — 
no interference or only a minimum of it in the form of rupture of the 
membranes or using a vaginal pack, and (2) radical — ^in the form of 
cesarean section. It was in the cases treated by intermediate methods 
that the high mortality occurred. The authors feel that the scope of 
cesarean section might legitimately be increased in order to diminish 
the present high maternal and fetal mortality. C. J. Miller,^®* on the 
other hand, believes the argument that the fetal mortality in placenta 
previa will be markedlj'^ diminished by cesarean section is fallacious 
and, since this is so, any additional maternal risk for the sake of the 
child is unwarranted. 

C. J. ]\Iiller’s statement should not go unchallenged. At the Chi- 
cago Ljdng-In Hospital, 23 cases of placenta previa were delivered by 
cesarean section. All the babies ivere born alive and left the hospital 
in good condition except two. One of the latter Avas an anencephalic 
monster and the other was macei’ated. Both of these conditions could 
have been determined before operation by means of the x-ray as 
emphasized by Greeuhill”^ a feiv years ago, ivhen he pointed out the 
association of fetal monsters Avith placenta previa. 

Ballhorn’^®® found that 20 per cent of all patients avIio Avere tam- 
ponned at home, developed puerperal fever and in half of the cases 
the tampon Avas ineffectual in stopping hemorrhage. He found that 
cesarean section gave the best results. Houel and Jahier”'^ treated 
3 eases of placenta previa by the Simpson method, Avhich consists in 
freeing the entire placenta from the uterine Avail before delivering 
the child. One patient died. 

Williams^®® gives a critical analysis of his experience Avith prema- 
ture separation of the normally implanted placenta. Among 9000 
cases at the Johns Hopkins Hospital, premature separation of 
the placenta occurred 57 times, AAdiile placenta previa occurred 
64 times. The last 40 cases of premature separation of the pla- 
centa are analyzed, and of these, one-quarter Avere under tAventy 
years of age which is in contrast to placenta previa. TAventy-three of 
the 40 eases required operative assistance ; among these were 10 cesa- 
rean sections, in all of Avhich the uterus at the time of operation pre- 
sented the characteristic purplish-bluish metallic discoloration of its 
avails — the so-called uteroplacental apoplexy. Histologic examination 
shoAved intramuscular hemorrhage more pronounced in the outer layer 
of the uterine Avail, hence the blood could not have been forced into 
the muscularis as a result of increased intrauterine tension. There is 
nothing in Williams’ material to support the traumatic origin of 
premature separation of the placenta. No case of cesarean section 
shoAved marked tAvisting on its vertical axis. Williams says that, as far 
as he is aAA'are, a case report of Polak, in which the cesarean section in- 
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cision laj^ near tlie insertion of one round ligament, is the only evidence 
adduced to support Morse’s contention that torsion of the uterus can 
produce hemorrhagic lesions. Eeeently GreenhilP“° reported a ease of 
uteroplacental apoplexy in which a Porro operation was performed. 
The uterine incision which had been made in the lower uterine seg- 
ment and lower part of the fundus Avas alongside of the left broad 
ligament; but the dextrorotation did not seem to have any connection 
Avith the pathologic condition. 

The majority of authors feel that toxemia of some kind is responsi- 
ble for most cases of premature separation of the placenta; but 
15 of Williams’ 37 patients AAdio .surviA^ed had no albumin- 
uria at all during the puerpei’ium. The exact etiology, ac- 
cording to Williams, is still unknoAAm. If the cervix is fully 
dilated or dilatable, Williams advises that delivery should be 
promptly effected bj’’ the most conservatiA’’e means. If the cervix is 
not fully dilated, the bleeding profuse or concealed, and the patient 
shoAvs signs of excessive loss of blood, cesarean section should be 
done. SupraAmginal operation is necessary only if the uterus remains 
flabby. Phaneuf^^® reports tAvo eases of uteroplacental apoplexy and 
revicAvs the literature. 


PUERPERIUM 

A number of papers appeared on the etiology and treatment of 
puerperal sepsis. Bigger and Pitzgibbon^^^ found that Avhile certain 
cases of puei*peral sepsis are due to staphylococci, B. coli and other 
bacteria, the majority are attributable to streptococci. The authors 
found streptococci in the vaginas of 68 per cent of the cases exam- 
ined, hence these bacteria may be regarded as belonging to the nor- 
mal flora. The commonest form of puerperal sepsis, that due to 
hemolytic streptococci, is caused by exogenous infection. Sepsis due 
to nonhemolytic streptococci is an endogenous infection of Avhich the 
cause is the streptococcus of the Amgina plus some unknoAvn factor. 

DeLee^^- reports a case of puerperal peritonitis treated by lymphat- 
icostomy. Although the patient died, there Avas a definite improve- 
ment after the operation and DeLee feels that the amount of drainage 
Avhieh occurred indicates there is a future for this operation in cases 
of peritonitis. Desearpentries^^® praises highly the reinjection of the 
patient’s OAvn hemol3^zed blood for cases of puerperal sepsis. 

Although there haA’^e been some good results in the treatment of 
puerperal septicemia by means of the intravenous use of mercuro- 
ehrome, Piper^'*^ sa.ys that the results in general are most discourag- 
ing. He feels that there is some unknoAvn factor Avhich must be 
determined before Ave can successfullj’- eradicate blood stream 
infection. 

It has been shOAvn experimentallj’’ and clinically that acroflavin, gen- 
tian violet, and mercuroclirome in concentrations compatible with 
life, irritate the liAmr, kidnej^ and heart and injure these organs. On 
the other liand, in the treatment of puerperal infection, Polak^^® is of 
the opinion that blood transfusions in quantities of from 200 to 300 
c.c. tj'ped and matched, are indicated. 

The experience of Piper and Polak is the experience of most obstet- 
ricians, for intravenous medication in puerperal sepsis has not only 
done practicallj' no good but has in scA^eral instances caused harm. 
The less that is done to a patient Avith puerperal sepsis, the better her 
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cliances for recovery. The important thing is to build up the patient’s 
resistance by fresh air, sunlight (including the use of quartz and 
other lamps), appetizing nourishment, tonics, etc. If pus is present, 
drainage should be secured. The uterus should not be invaded unless 
there is hemorrhage. Blood transfusion is a very valuable aid but 
should be used with caution. 

Ott^^" recommends that the vagina be disinfected in all labor cases. 
Usually this is a dangerous procedure; but in long labors, especially 
where there is intrapartum fever, it may help to flush the vagina with 
mercurochrome a number of times during labor. 

NEWBORN 

By improving and changing somewhat the Abderhalden pregnancy 
reaction, Liittge and v. Mertz^^^ last year sought to determine the sex 
of the fetus in utero. They found that testis extract produced a 
reaction in the blood of women who gave birth to boys. Schmidt- 
OtU^® verified this work and was able to determine the sex correctly 
before birth in 90 per cent of the cases. 

While the older authors believe that nearly every newborn devel- 
oped jaundice, it is now known that the number of babies showing 
icterus has considerably diminished, due to the modern conception of 
the principles of asepsis and the better care of the newborn. Hilgen- 
berg^^® found that, at the ^Marburg Clinic, 68 per cent of the newborn 
developed icterus. Operative deliveries were found to favor the 
occurrence of jaundice. 

The last statement is true but does not apply to cesarean sections, 
for not many babies born by cesarean section have jaundice, unless the 
operation is done after a long labor. Babies born after long hard 
labors show jaundice, regardless of whether delivery was spontane- 
ous or operative. 

In an editoriaP®® on the production of congenital and hereditary 
malformations through irradiation, the conclusion is reached that the 
actual danger of developmental defects from irradiation of child- 
bearing women is not so greHit as to represent a contraindication to 
this form of therapy for conditions in which it is seriously needed; 
but the potential danger is real enough to discourage irradiation when 
the indications for its use are not urgent or when the prospects of 
actual benefit are at all doubtful. 

McCandlish,^®^ who studied an epidemic of 224 cases of impetigo in 
the newborn, believes that this condition and exfoliative dermatitis 
are the same disease and are due to the Staphylococcus aureus. This 
infectious disease is also contagious and has a self-limiting course 
with a tendency toward spontaneous recovery. Mellon, Caldwell, and 
Winans^®® attempt to show that the breast milk of certain mothers 
may contain large numbers of Staphylococcus aureus, thus constitut- 
ing a possible source of infection for the newborn. The authors 
believe that the evidence submitted is at least presumptive that eer- 
'tain outbreaks of pemphigus neonatorum are traceable to an initial 
case infected by the mother’s milk. Cannot the child infect the 
mother ? 

Grulee^®® feels that the best treatment for intracranial hemorrhage 
is absolute quiet and rest because the damage is done before any 
measures of relief can be of value. Sharpe and Maclaire,^®^ however. 
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believe that early lumbar j)uncture, as both a diagnostic and thera- 
peutic measure, is of great benefit. 

In a collective review, Ehrenfest^®° analyzes the new information 
gained during the last three years concerning the causation and 
sequelae of intracranial birth lesions. He emphasizes that approxi- 
mately one-half of all infants, either stillborn or dying within the 
first few days of life, at autopsy reveal some sort of laceration of the 
dura mater or more particularly the tentorium. Hence, we should 
consider with greater concern every artificial method of hastening the 
expulsion of the fetus, especially if we know it to be premature. 
Haste of any kind may imply a risk to the child far greater than the 
possible benefit the quicker delivery is expected to offer to it. 
Berberieh^®“ experimentally produced tj’^pical cephalhematomas and 
intracranial hemorrhages by applying a suction apparatus to the head 
of newborn animals. The brain changes were exactly like those found 
by Schwartz^'^’’ in 65 per cent of newborn babies and offer more con- 
firmation of the injury which occurs during labor, normal as well as 
pathologic. 

Among 81 cases of pyelitis in pregnant women studied by 
Naujoks,^®® one-third of the babies were lost. The causes of fetal 
death may be the production of uterine contractions by the toxins 
and fever or direct injury to the fetus in utero, by bacteria and toxins. 

Prom a study of 450 autopsies on newborn babies, Adair^®” con- 
cludes that in order to reduce the loss of fetal life we must furnish 
proper prenatal care, must conduct labor to lessen fetal trauma, and 
must so conduct the postnatal stage that the newborn infant is sub- 
jected to a minimum of exposure and the least possibility of infec- 
tion, An analysis of 500 autopsies on stillborn and newborn babies 
by Johnson and Meyer^®” showed that 19.4 per cent had pneumonia 
and that 13.6 per cent Avere probably infected before birth. The 
great majority of these cases Avere probably due to aspiration of in- 
fected amniotic fluid following infection of the amniotic sac after 
premature rupture of the membranes. The danger of this infection 
Avas disproportionately greater for the child than for the mother. 

During the last three years a number of articles haAm appeared 
hailing lobelin as a soA’^ereign remedy for the treatment of fetal 
asphyxia. HoAvever, Jacobi and Walbaum^*’^ and also IMennet^®* .shoAV 
definitely that this drug is dangerous at times. 

Plass and MatthcAvs^”® found that the amino acid nitrogen is con- 
stantly higher in the fetal Avhole blood and plasma than in the mater- 
nal samples. The amino acids Avhich are probably necessary for the 
sjmthesis of proteins in the fetal organism thus behave as do the 
other constituents AAdiieh are essential to groAvth (calcium and inor- 
ganic phosphates). The fetal Avhole blood and pla.sma Avere also found 
to contain more total nonprotein nitrogen than the maternal speci- 
mens. The urea and uric acid in the maternal and fetal blood AA^ere 
equal. 

PLACENTA 

Wehefritz^'’^ studied the proteins of the placenta in various stages 
of development and found that the protein molecules sIioaa’’ distinct 
progressive changes AA’ith the increasing age of the placenta, AAdiich 
may be interpreted as being due to senility. The membranes of 50 
labor cases AA-ere studied by Belosor^®® AA'ho found that hyalin change 
in the amnion is a physiologic process AAdiich makes it easy for the 
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amnion to tear during labor. In the cases where the amnion is born 
with the fetus, the hyalin change is only mild and accounts for the 
nonrupture of the membrane. 

MISCELLANEOUS 

The justification for the prenatal care of the pregnant woman is 
what it will do for both mother and child. Pblak^®® studied 3000 
cases of pregnancy and labor and found that the less prenatal care 
the mothers received, the higher was the infant mortality. He out- 
lines the chief points in prenatal care. According to BicheP®^ the 
prevention of death in childbirth depends upon (1) education of the 
public to the necessity for competent prenatal care and to the grave 
dangers of criminal abortion; (2) suppression of the criminal abor- 
tionist; (3) adequate hospital facilities for the poor and those of 
moderate means; (4) measures to make available expert obstetric 
advice for physicians in rural districts; (5) elevation of the standards 
of obstetric training and practice; (6) extreme aseptic precautions in 
the care of the patient, and (7) clinical, pathologic and statistic re- 
search to discover facts at present unknown and to discover the 
routes of puerperal infection. 

Mosher^®® takes up the question of reducing the maternal death 
rate in Missouri and proposes the following; (1) to begin a campaign 
of education of the profession, a postgraduate drill in the diagnosis 
and management of pregnancj’' and labor; (2) to have a new curricu- 
lum of obstetrics which shall be more or less standardized; (3) to 
reach the secretaries of the state medical societies and through them 
the secretaries of the county medical societies to urge their members 
to stress the subject of obstetrics at their meetings. Morris,^®® who 
writes about conditions in Australia, agrees essentially Avith the above 
authors. Flint^’® is of the opinion that the most important factor 
Avliich will produce improvement in maternity statistics is the better 
education of the undergraduate student. If the practice of obstetrics 
Avere invested Avith greater dimity and Avere better paid, more able 
men Avould be attracted to this branch of medicine. Flint believes 
that infection occurs most frequently in private practice and in gen- 
eral hospitals and least frequently in a special maternity hospital. 
Less operating and more conservatism is the outstanding remedy 
for the present high mortality. 

It is emphasized by KoAvland^''^ that obstetrics occupies at least 
30 per cent of the time of the general practitioner and yet only 4 per 
cent of the total number of hours in the medical school curriculum 
are allotted to its teaching. To devote less than 15 per cent of 
the time of the last tAVO years to obstetrics is a monumental mistake. 

A number of reports have appeared in Avhich the results of obstet- 
ric practice are analyzed. Stone and Sisson^^ revieAv the Avork done 
at the Johns Hopkins Hospital and also outline a very useful schema 
for the ready indexing of obsteti’ic records. Hibben^'^® surveys the 
results of the city of Pasadena, California. Kennedy, Strean, and 
Harries^’^ give the results at the Chicago Lying-In Hospital during the 
years 1918-1925, Avhile Fitzgibbon, Corbet and Falkiner^^® analyze the 
results at the Rotunda Lying-In Hospital. Tottenham^^® in his report, 
revieAvs the maternal mortality in a number of American hospitals. 
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lo the Editor: 

The following account of a visit to Pi of. Stroganoff in Leningrad and to Moscow 
in September, 1925, may be of mteicst to the leaders of the Journal. The purpose 
was twofold: to visit Prof. Stroganoff 's clinic in Leningrad, and to learn something 
of the Soviet’s program for maternal and infant care. To the clear statement of 
those purposes and to the efforts of Prof. Stroganoff we owed our vise, the procuring- 
of which, however, was a most difficult task, for permission to enter Eussia is 
gianted only for very definite reasons. This letter is not a discussion of politics, 
nor of the so-called dangers of travel in the U. S. S. E. Everj^vhere we received 
most courteous treatment. We should like to go again. 

We spent four days in Leningrad. Prof. Stroganoff gave us the greater part of 
two working days. He is in charge of the Obstetric Division of the State (formerly 
the Imperial) Institute for Obstetrics and Gynecolog-y. It is situated across the 
iSTeva, in the Vasily Ostrov district of the city, opposite the University, and but a 
short distance from the former Winter Palace. It is in its omi grounds with a high 
iron fence, and it seemed a haven of rest from the city outside. Everyone upon en- 
tering- must lay aside wraps and coats, and put on a long clean white go-wn. It is an 
excellent building, erected ten years ago at a cost of $2,500,000, with wide corridors, 
tiled floors throughout, and an abundance of light and air. It is scrupulously clean 
and modern in every way. At the liead of the -nide marble stairway facing the en- 
trance is the statute of Dr. Ott, who lias been the moving spirit of the institution. 
The hospital has apparently suffered little deteiioration (though some is evident), 
is well staffed and managed, and planned on a most elaborate scale. 

It, is a postgraduate institution for doctors and has a school for midwives. Dr. 
Stroganoff has about 150 beds on his service. According to the rules, every doctor 
doing work in obstetrics here takes a bath before entering- the department. There 
are two delivery units, used on alternate days. Delivery takes place on the beds in 
the labor-delivery rooms, and normal cases are cared for by the midwives. Private 
rooms are about $1.00 per day. Dr. Stroganoff lives in the hospital grounds; his 
wife, also a physician, works in the same institution. He invited us to his apart- 
ments and we were most interested to study the man himself. He is a gentleman of 
the old school, apparently between sixty and seventy years of age. It has been more 
difficult for him to adjust himself to changed conditions than for the younger men 
of his staff. All, -without exception, expressed admiration for the Soviet program 
for maternal and infant care, and said that we could find out all about it in Lenin- 
grad, without going to Moscow. 

He was proud that a doctor should come so far to see him and liis world-famed 
work, for few indeed come these days, and (as a matter of fact) few Americans 
ever made the long journey in the old days. He was most happy and enthusiastic 
and keenly interested in America, ^ « Incidentally, he was much amused by 

the inquiry from this country as well as from England, whether he was still alive. 
He speaks a little German and English. » ^ ^ * One of his assistants stated that 
his salary from the State was about $100 a month, and that he received some extra 
from private work, though very little. 

"Naturally we were most interested in his treatment of eclampsia and his results. 
We had the rare opportunity of seeing him treat a case. He elaborated his treat- 
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ment in 1897, and published his method in a Russian journal in 1899, As far as I 
have searched in American literature, nowhere have I- found his complete technic, 
note, I say complete. His fundamental idea is, stop the fits. The ^greater the num- 
ber of fits, the higher the mortality. Formerly, he considered eclampsia a contagious 
disease; his present theory is that it is of placental origin, the syncytial cells pro- 
ducing antibodies or themselves breaking down into toxins. Tlie sequence of events 
i.s: the toxins (whatever their origin) irritate the nervous system, particularly the 
vasomotor, which is especially susceptible during pregnancy; the result is blood vessel 
spasm with increased blood pressure, headache, eye symptoms, epigastric pain, con- 
vulsions, with loss of consciousness. The quality and quantity of the toxins and the 
degree of irritability of the nervous system determine the severity of the reaction. 
In the vast majority of cases eclampsia is a self -limited disease. His treatment tries 
to: (1) lessen the toxins in the blood by the administration of fluid, by the produc- 
tion of perspiration, and by venesection; (2) lessen the irritability of the nervous 
system by the prevention of irritation, and by the use of narcotics, morphine, chloral 
hydrate and chloroform (all used more or less haphazardly for fifty years). These 
reduce vessel spasm, convulsions and headache; lessen pain; dilate vessels; (3) main- 
tain body functions. 

He has treated 900 cases of eclampsia, the last 300 by his "improved method.” 
In these last 300 cases he has had eight deaths, a maternal mortality of 2.6 per cent, 
and of these four were moribund on admission. Among these 300 cases his fetal 
mortality was 16 per cent. During the last year he has had 50 cases with two 
deaths, one moribund on admission and one dying of hemorrhage into the fourth 
ventricle. He has treated 25 cases by consultation over the telephone, and hopes 
to treat a case by radio! He expressed regret that his method (not some "modified 
Slroganoff, ” for, he asks, what valid reason lias one to modify it?) had not been 
thoroughly and strictly carried out in this countrj’’, for ho feels that our mortality 
could be lowered materially. He is very insistent that to get proper results with his 
treatment tlie technic must be adhered to very rigidly. Our visit with him and to 
his clinic was very well worth while. 

Armed with a letter to the "Narkorasdraw" and a personal note to Mnie, 
Kamanev we traveled to Moscow to learn something of the Soviet program for mater- 
nal and infant care. Soviet Russia proper, including most of Asiatic Russia, but 
not Wliite Russia and the Ukraine, has a population of 96,500,000, nearly 90 per 
cent rural, with a density of 4.8 per square kilometer. There is an illiteracy of prob- 
ably over 80 per cent, and a peasant class, poor, ignorant, superstitious, hostile and 
suspicious, serfs till sixty odd years ago. Among the mass of the people pregnancy, 
childbearing, and childrearing have little changed since Peter's time or before. The 
problems of maternal and infant care, under such conditions (particularly rural), 
are very great. The task is staggering. The department having it in charge real- 
izes the situation very clearly and has apparently worked at the problem along three 
lines, the last two representing definite changes of policy. First was the establish- 
ment of dispensaries (consultations) and nurseries. The mothers must bo instructed, 
the milk guarded, and an intensive propaganda for infant care .started. From 1917 
to 1924 nurseries increased from 14 to 510; children's dispensaries from 6 to 262; 
dispensaries for pregnant women from none to 159; village dispensaries from none 
to 117. In 1925, one hundred and twenty-five new dispensaries (consultations) were 
established in cities and towns, 120 in rural districts; 137 new nurseries wore also 
established. Special emphasis is placed upon summer nurseries in the villages for 
the mothers working in the fields. Their number increased from 125 in 1922 to 524 
in 1924. In the province of Samara during two months in the summer of 1925, two 
thousand children passed through such nurseries. The goal is to make the consults- 
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tioDS tlie cGnter of prevGntion. and education’’ — Ijy word of moutli, litora- 

ture, loaficts^ paroplilets, etc. In 1924^ one million threo hundred and fifty thousand 
propaganda cards for maternal and infant care and 80,000 colored posters were dis- 
tributed. Nowhere in the world is there anything like them. 

The second line of endeavor has been the shifting of the emphasis of service to the 
masses, from the city to the countrj'. This began in 1922. Tacilities for childbirth 
and childcare are very primitive in the rural districts. Instead of one obstetric bed 
for each 1,500 of population (which they figure is the proper ratio), there is only 
one for each 4,500. Village dispensaries are without physicians, scales or exhibits. 
There are not enough doctors and trained midwives. Funds have not been available, 
and penetration into the villages and the country has been extremely slow. 

Thirdly and most recently the attempt has been made to enlist the help and inter- 
est of the local workers’ organizations and the communities themselves, especially 
the cooperative societies and the mutual aid committees, asking for financial aid and 
for space in the cooperative stores for articles for mother and child. The large in- 
dustrial companies have done some very good work for mothers and their babies, 
among their workers and in their communities. 

It is frankly admitted that, strictly speaking, little has been accomplished. They 
say, ‘ ‘ At least we are trying to do something. What can be accomplished at such a 
task in eight years (really about half that) ? Give us time and a chance. ’ ’ 

The Department of Maternal and Infant Welfare maintains the following types 
of institutions; maternity hospitals and wards, homes for mother and child, homes 
for children under one year, homes for children one to three years, consultations for 
pregnant women, consultations for babies, day nurseries (including summer nur- 
series) and legal consultations. 

Our contact with this phase of public health work (matenml and infant welfare) 
was made through a Dr. Mark Scheftel, gi-aduate of the University of Karkov, stu- 
dent of law three years at the Sorbonne in Paris, student of medicine five years in 
Eorne, speaking Russian, German, French, and Italian. He had spent some time in 
prison before the Revolution because of his political views, is an ardent communist 
and is happy to work and receive $96 a month. We met the People ’s Commissar of 
Health, Dr. N. A. Semashko, and his assistant. Dr. Solovief. This Commissariat of 
Health (known as the ''Narkomsdraw”) has at least seventeen departments. The 
Dr. Scheftel mentitoned is chief of the department dealing with public health relations 
with other countries. There is a Russian Public Health Service and representatives 
in France, England, Germany, Italy, Switzerland, Austria, and the United States. 
The Department of Maternal and Infant Welfare is in charge of Dr. Lebedeva, a 
woman physician. She was not in Moscow when we were there. We visited a home 
for mothers and babies, a communistic idea, free for two months before and two 
months after birth -with one week in a maternity hospital or ward for delivery. 
Many cases of illegitimacy are in such homes. Two months postpartum the mother 
may go out and work and thus contribute to the support of herself and child; the 
care is otherwise, of course, free. In the dispensaries for consultations for pregnant 
women effort is made to register the mothers in the fifth month, and they are given 
a course of six lectures. 

The most interesting institution that we visited in Moscow was the Central In- 
stitute for Mother and Infant Welfare. This was formerly the Foundling Hospital, 
founded by Empress Catherine in 1763 and maintained through the succeeding mon- 
archies by the sale of playing cards, which was made a government monoply. It is 
an enormous place, formerly accommodating 2,500 infants. Its gardens and grounds 
appear rather shabby. It has been made into an institution for the graduate instruc- 
tion of physicians in obstetrics and pediatric.s, and a school for midwives and for 
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nurses, each of these two latter couiscs lasting two and a half years. The attend- 
ance when we were there was about 150 doctors, and about 250 midwives and nurses 
each. There are 100 obstetiic beds, 50 cribs in the day nursery, and places for 450 
well and sick (no infections) babies which are admitted only if suitable for scicn- 
tilic or teaching purposes. Wo were conducted about by the assistant director, a Dr. 
Baron, graduate of,- the famous university at Dorpat in Esthonia (at that time a 
part of Russia). The buildings are mostly old (we saw very little new building in 
Russia), but spotles.sly clean, in perfect order and well managed. There is a scien- 
tifically organized milk kitchen, a rather small laboratory, and a moderate sized 
library (rather in confusion) with many foreign journals. They have their own 
journal, Ziir Erleliritng dcr Psychologic, Pathologic und Physiologic dcs Kindes. 
Here also was a most complete exhibit of the history of breast feeding, beginning 
with Romulus and Remus; also a largo display of posters and a number of life-sized 
wax figures. Here doctors, nurses and midwives are trained in maternal and infant 
welfare for Soviet Russia. But they arc trained in other thipgs than science. Let 
me quote from a report of the department: "Welfare courses for physicians, mid- 
wives and nurses in general social practice, for polilical education of backward 
women, explaining iiow the Soviet regime improves the status of the working woman, 
so that they become accustomed to giving talks, addressing meetings, managing ex- 
cursions, working with delegates.” Here in 1924 were thus trained 97 physicians, C7 
midwives and 45 social workers. 

In closing I want to make one tiling very clear. Whatever I have said about this 
work of Soviet Russia, do not for a single moment conclude that I harbor any delu- 
sions about tlie Bolshevik government and its rather wearisome political propaganda. 
It is a most powerful political machine, that now exercises a despoti.sm as relentless 
and widespread as ever existed under the czars. But, whatever may be the methods 
of the Soviets, however much wo may imagine that they menace the peace, order and 
safety of the civilized world, and however great may be the mockeiy of their com- 
munistic freedom, nevertheless they are trying to do something for the common 
woman of Russia and her child, for whom little enough has been done for two hun- 
dred years. Doubtless much is on paper only; much is just hope and dream. Pos- 
sibly they showed us only what they wanted us to see, but that of its kind was good 
and clean and directed by educated and interested men whom I deem it a privilege 
to have mot. They are deadly in earnest about.it all. Some day, I believe, great 
things are going to come out of Russia. 

S. B. BnAKETiY, M.D. 

BiNGHAJrroN, N. Y. 

February 25, 192G. 


Erratum 

Issue of Mareli, 3926, p. 420. In the di.scussion by Dr. P. B. Salatich, 
at a meeting of the New" Orleans Obstetrieal and Gynecological So- 
ciety, on the delivery of the fetus in an abdominal pregnancy by 
colpotomy, the folloAving sentence was inadvertently omitted : — “1 
need not I'emind you that this was many years ago.” Correction of 
the error is herewith made, as Dr. Salatich is naturally averse to ap- 
pearing as an advocate of such procedure. 
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